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The Way Forward Report- Telling
the Story of 20 Years Progress in
GP Training in Australia
‘Study the past if you would define the future.’
Confucius

Introduction
“General Practice Education: The Way Forward, Final Report of the Ministerial Review of General Practice
Training” was released in March 19981. The report was the catalyst for the current system of General
Practice training in Australia – the Australian General Practice Training Program – and the inception of
Regional Training Providers as the major deliverers of general practice training across Australia. RTOs (in
their various iterations) have delivered training for general practice (AGPT) and education and training in
general practice (PGPPP, OTDnet and now the RACGP PEP) since 2002.
This report outlines the story of the implementation and ongoing evolution of the dedicated training
infrastructure created by the Commonwealth Government and delivered regionally by Regional Training
Providers (and now Regional Training Organisations) and the major changes that have occurred in the GP
education and training landscape in Australia as a result. What has been achieved by the RTPs (and now
RTOs) as matched against the recommendations of the Way Forward Report, is discussed as well as what
has not been achieved and the reasons why this may have occurred. The ‘work around’ solutions are also
reviewed, where compromise was the best option to ensure an achievable goal, particularly in terms of
equilibrium of understanding of the relationship between training and workforce.
General practice, by its very nature of being community based and primary care-centric, is influenced
heavily by society’s needs and expectations. This has meant that it has been especially vulnerable to
political and social forces 2. These forces and the reflexive nature of general practice to its external
environments have driven the evolution of the profession and consequently the evolution of its education
and training systems 3. This report discusses the evolution of GP training in Australia over the last two
decades- a mixture of planned design, ongoing evolution and, at times, revolution.

1

General practice education: the way forward: final report/of the Ministerial Review of General Practice
Training. Australia. Ministerial Review of General Practice Training. Dept. of Health and Family Services.
Canberra, 1998.
2 Harris M, Zwar N. Reflection on the history of general practice in Australia. MJA, 2014. 201(1): S37-40
3 Trumble S. The evolution of general practice training in Australia. MJA 2011; 194 (11): S59
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The outcomes of the 1997 Ministerial Review and publication of the ‘The Way Forward ‘ Report saw a major
shift from medical college-led GP education and training (RACGP Training Program) to a distributed
delivery training model, driven by a need for greater focus on workforce distribution whilst maintaining the
quality of training to ensure a GP workforce that was capable of meeting the needs of Australian
communities. The issues of major concern that prompted the final Ministerial Review remain relevant to
this day, including the independence and affordability of general practice, the lack of medical workforce in
rural areas and maldistribution of medical services, the interface between hospital and community care
and how to ensure that medical graduates have the necessary skills to work to their full scope of practice,
delivering services where they are needed, via the provision of safe quality training.
In October 2017, Minister Greg Hunt announced the return of training to the GP Colleges from 2022, with a
transition period during 2019-2021 triennium (RTO contract novation)4. It is timely to reflect on all that has
been achieved as a consequence of the Way Forward Report and the inception of the Regional Training
Providers and the Australian General Practice Training Program.
As we move into the next decade and next stage in terms of training model for general practice, it is
important to review the progress made, lest we lose the valuable corporate knowledge built up over the
past two decades, based on a limited understanding of what a dedicated experienced regionalized training
infrastructure can achieve. There are exciting possibilities of how such a training infrastructure, based in
community settings, can be utilized in a broader medical specialist training context, through initiatives such
as the establishment of the National Rural Generalist Training Pathway. A dedicated regionalized training
infrastructure as delivered by the RTOs also has the potential for better integration and delivery of
programs such as the Specialist Training Program (STP)5 as well as the increase in exposure to general
practice for junior doctors afforded by the Junior Doctor Training Program-Rural Primary Care Stream6 and
MDRAP7. The possibilities for expansion in terms of utilization of this regionalized dedicated training
infrastructure is exciting and worth exploring.

Education and Training for General Practitioners in Australia
In order to become a qualified GP, able to consult unsupervised and unrestricted and provide a Medicare
rebate to those patients for the costs of medical services delivered, a medical practitioner must hold
Fellowship of the relevant medical college-the Royal Australian College of General Practitioners (RACGP) or
the Australian College of Rural and Remote Medicine (ACRRM) 8. In order for this to occur, the doctor must

4

https://www.health.gov.au/ministers/the-hon-greg-hunt-mp/media/royal-australian-college-of-general-practitionersconference
5 Specialist Training Program. Accessed at: https://www1.health.gov.au/internet/main/publishing.nsf/Content/workspec
6 Stronger Rural Health Strategy-Junior Doctor Training. Accessed at:
https://www1.health.gov.au/internet/main/publishing.nsf/Content/stronger-rural-health-strategy-juniordoctor-training
7 More Doctors for Rural Australia Program (MDRAP). Accessed at :
https://www.healthworkforce.com.au/page/workforce-support/general-practitioners/more-doctors-for-ruralaustralia-program/
8 GP training. GPRA. Accessed at: https://gpra.org.au/training/
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complete an undergraduate or postgraduate medical degree, an internship (PGY1 year), enrol in a
Fellowship pathway (as set by the relevant medical college) and pass assessments set by the medical
college (see Figure 1).

Structured Education and Training Programs to becoming a Specialist GP in Australia

Internship
PGY1

Prevocational
Training
PGY2-

Vocational Training
GP Registrar

Medical School

Undergraduate /
Postgraduate

Compulsory
supervised training,
usually in hospital
setting, culminating
in Medical
Registration

AGPT
Hospital training
prior to enrolling in
the specialty of
general practice

Structured
supervised training
towards specialty
GP

College fellowship

Primary Medical
Degree

Vocationally
recognized
GP

Medical
Registration

Figure 1 Sequential Education and Training Pathway for Specialist General Practice in Australia (pg31)9

Australian General Practice Training (AGPT) is a three to four-year full-time vocational education and
training program for medical graduates wanting to pursue a career in general practice. Training is
conducted within accredited medical practices and hospitals and is supervised and assessed by
experienced medical educators.
Training quality standards for AGPT are set by the medical colleges, RACGP and ACRRM. The accreditation
of the training providers and their networks of training practices is matched against college standards to
ensure that the education and training being delivered is in accordance with required college standards.
AGPT is competitive and there is a selection process 10, administered by the relevant medical college 1112 and
Regional Training Organisations to determine that successful applicants are suitably qualified. On entry
into AGPT, the GP registrar chooses the relevant Fellowship pathway as set by each of the medical

9

General Practice Education and Training Performance Audit. Auditor-General Report No 34 of 2010-11. Australian
National Audit Office (ANAO). Available at: https://www.anao.gov.au/pubs?search_api_views_fulltext=GPET
10 RACGP Selection Process. Accessed at : https://www.racgp.org.au/education/registrars/fellowshippathways/australian-general-practice-training-program-agpt/agpt/application-and-selection-process
11 ACRRM Selection Process. Accessed at: https://www.acrrm.org.au/training-towards-fellowship/overview-offellowship-training/training-pathways/agpt
12 In 2017 responsibility for selection into AGPT was transferred from the Department of Health to RACGP and ACRRM
respectively. The process is directly managed in conjunction with the RTOs. Prior to 2017 selection was
administered by GPET in conjunction with the RTOs from 2002-2014, and then the Department of Health in
conjunction with the RTOs.
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colleges, RACGP and ACRRM. AGPT is successfully completed when the GP registrar meets the
requirements for fellowship set by the relevant college.
GP training in Australia broadly follows an apprenticeship model, with trainees undertaking structured
education as well as supervised (clinical) training over the course of their learning time 13. AGPT trainees are
called GP registrars and they provide medical services and can access the GP items in the Medicare Benefits
Schedule whilst holding a recognised training placement. AGPT GP registrars do not pay fees for their
education and training. These costs are met from government funding.
There is a workforce dimension to AGPT because GP registrars provide primary care services while
participating in AGPT and GP registrars undertaking a recognised training placement can access the
relevant GP items in the Medicare Benefits schedule. Community access to general practice services is
further enhanced by AGPT’s requirement that GP registrars complete training placements in areas of
workforce need, including outer metropolitan, rural and remote areas. GP registrars on the rural pathway
must complete the majority of their training in rural and remote areas.

The Importance of General Practice in Australia
General Practice is a true generalist
discipline, providing accessible firstcontact patient-centred care for
patients with undifferentiated
conditions and multiple problems.
General practitioners ensure
facilitated coordination of care across
disciplinary and health service
boundaries and continuity of care
over time and the life cycle14.1516
General Practice became recognised
as a medical specialty in Australia in
2001 and research has shown that

13

There are alternative training pathways to Fellowship, including the Remote Vocational Training Scheme (RVTS), the
ACRRM Independent Pathway (IP) and the RACGP Practice Experience Pathway (PEP). These training pathways are not
discussed in great detail in this report because they are predominantly outside of the RTO training model in the case of
RVTS and ACRRM IP. The RACGP PEP is delivered collaboratively by RACGP and RTOs, utilising the existing training
infrastructure as established for AGPT but has only recently commenced in January 2019. PEP does, however,
represent an example of how the existing training infrastructure can be expanded beyond AGPT in a cost-efficient
manner.
14

College definition of general practice. ACRRM. Accessed at: https://www.acrrm.org.au/about-the-college/about-ruraland-remote-medicine/college-definition-of-general-practice
15 What is General Practice. RACGP. Accessed at : https://www.racgp.org.au/education/students/a-career-in-generalpractice/what-is-general-practice
16 Report on Government Services 2019. Australian Government Productivity Commission. Accessed at:
https://www.pc.gov.au/research/ongoing/report-on-government-services/2019
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training for General Practice does cause a measurable difference in terms of behaviour and outcomes. A
study in 1997 of RACGP Training Program GPs, demonstrated that recent Training Program graduates saw
their patients less often, bulkbilled fewer patients, differentiated more between item numbers claimed and
demonstrated different prescribing behaviour that their non Training Program control group (Britt H
1999)17 18RTOs, working collaboratively with academic general practice units, have been able to continue
this research into GP Registrar behaviour and the effects of training through longitudinal projects such as
the Registrar Clinical Encounters in Training (ReCenT) study 19.
General Practice is a high-volume medical service deliverer. Throughout 2017-18, 87.8% of the Australian
population were visiting their GP at least annually, with 84% reporting that they visited their GP multiple
times per year. The National Health Performance Authority (NHPA) report 20, NHPA Health Communities:
Frequent GP attenders and their use of health services in 2012-13 outlined the importance of general
practice as the most efficient and cost effective part of the health system. Australians were seeing a GP 5.6
times per year on average with around 13% of Australians classified as very high or frequent GP attendees,
accounting for $6.5 billion or 41% of non-hospital Medicare expenditure.
In 2015-16 around 86% of the population made a non-referred visit to a GP with around 145 million nonreferred visits in total 21(Grattan institute 2018). On average people made about five non-referred visits to a
GP in 2015-16 with people in very remote locations making about half the number of non-referred visits to a
GP than did people in major cities.
The more disadvantaged a patient is in socio-economic terms, the more frequently they visit their GP
(Commission 2019).
The number of GPs in Australia has been steadily increasing, as evident in the tables on page 6.22

17

Britt H, M. G., Sayer G, Sedgwick D (1999). Comparison of practice patterns using Health Insurance Commission date
for GPs who have completed the RACGP Training Program and those who have not. Sydney, Family Medicine Research
Unit, Department of General Practice, University of Sydney.
18 Miller G, Britt H, Pan Y, Knox S. Relationship between General Practitioner Certification and Characteristics of Care.
Medical Care, 2004; 42(8):770-778
19 The ReCenT website. Accessed at : https://research.gpsynergy.com.au/publications/?_sft_projects=recent
20 Frequent GP attenders and their use of health services in 2012-13. Australian Institute of Health and Welfare.
Accessed at : https://www.aihw.gov.au/reports/primary-health-care/frequent-gp-attenders-use-health-services-201213/contents/summary
21 Mapping Primary Care in Australia. Grattan Institute. Accessed at: https://grattan.edu.au/report/mapping-primarycare-in-australia/
22 Employed medical Practitioners: Number and FTE per 100 000 population by main field of practice 2005-15
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322.6

62,425
328.6

67,208

2.8

895

4.4

1,157

51.8

9,177

119.4

23,642

40.5

7,606

109.7

24,731

(b)

2007

331.8

68,455

2.2

697

6.1

1,548

51.2

9,088

121.4

24,519

42.2

7,948

108.7

24,655

(b)

2008

344.5

72,740

3.1

854

5.7

1,503

51.9

9,525

129.4

26,517

40.4

7,943

114.0

26,398

(b)

2009

381.5

78,960

4.2

1,081

11.8

2,712

70.7

12,998

132.2

26,648

50.1

9,730

112.5

25,791

(c )(d)

2011

373.8

79,653

4.0

1,053

9.0

2,152

62.0

11,887

135.7

28,149

48.9

9,825

114.3

26,588

(c )(e)

2012

(c )(e)

382.0

82,498

4.2

1,147

9.6

2,388

71.0

14,030

138.1

29,016

48.6

9,760

110.4

26,157

2013

From 2011, derived from state and territory of main job where available; otherwise, state and territory of principal practice is used as a proxy. If principal practice details are unavailable,

From 2012, data exclude provisional registrants.

In 2013, general practitioner survey question includes the text 'excluding AGPT program trainees'.

In 2013, hospital non-specialist survey question includes text 'including pre-vocational doctors'.

In 2013, specialist-in-training survey question includes the text 'including AGPT program trainees'.

(e)

(f)

(g)

(h)

Data prior to 2010 have been presented to show trends for the period before the introduction of the National Registration and Accreditation Scheme. In 2010, due to transitional
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Data prior to 2010 were based on state/territory-based registration systems and, as a result, treatment of provisional registrants was not consistent across the jurisdictions. Data for 2011

3.

For 2005, data for other clinician were not applicable as the category was not available on the AIHW Medical Labour Force Survey. The data are denoted by '. .' in the table.

include provisional registrants. From 2012, data exclude provisional registrants.

2.

arrangements, survey data were not available for Western Australia and Queensland. As a result, national data are not available.

1.

Notes

Data for 2011 include provisional registrants.

(d)

state and territory of residence is used. For records with no information on all three locations, they are coded to 'Not stated'.

(c)

treatment of provisional registrants was not consistent across the states and territories.

health departments or authorities; therefore the estimates above include a factor to remove the effect of medical practitioners who were registered in more than one state or territory and

Before 2010, the AIHW Medical Labour Force Survey collected state and territory of registration and reported in this table. The survey was administered by individual state and territory

318.7

2.0

541

5.7

1,457

46.9

7,918

118.4

22,154

38.4

6,794

111.2

23,560

(b)

2006

(b)

60,252

FTE rate(a)

3.6

893

..

..

43.4

7,268

121.0

21,953

38.6

6,906

112.1

23,232

2005

Number

FTE rate

Number

FTE rate

Number

FTE rate(a)

Number

FTE rate(a)

Number

FTE rate(a)

Number

FTE rate

Number

Characteristic

Full-time equivalent (FTE) number per 100,000 population. FTE number is based on total weekly hours worked. Standard working week is 40 hours.

(f)

by main field of medicine, 2005 to 2015

(a)

Total

Other Non-clinician

Other clinician

Specialist-in-training(h)

Specialist

Hospital non-specialist(g)

General practitioner (GP)

Main field of medicine

Table 13: Employed medical practitioners: Number and FTE per 100,000 population

387.6

85,510

4.2

1,162

8.7

2,204

73.6

14,853

140.3

30,158

48.0

9,728

112.8

27,405

(c )(e)

2014

392.3

88,040

4.0

1,152

8.4

2,154

74.8

15,336

142.5

31,189

48.8

9,880

113.9

28,329

(c )(e)

2015
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The Australian Government provides the majority of general practice income, through Department of
Human Services (DHS) Medicare-mainly as fee-for -service payments via the Medicare Benefits Schedule
(MBS) -and the Department of Veterans Affairs (DVA). Additional funding is provided to influence the
supply, regional distribution and quality of general practice services, through programs such as the Practice
Incentives Program (PIP) and initiatives such as the Primary Health Networks (PHNs). State and Territory
governments also provide some funding for such programs, mainly to influence the availability of GPs in
rural and remote areas.
Australian Government expenditure in 2017-18 for general practice was around $9.5 billion. Nationally in
2017-18, total expenditure per person on general practice was $382.1 per person, increasing from $352.5 per
person in 2013-14.
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In 2017-18 there were 36,938 GPs- 25149 on a Full-Service Equivalent (FSE) basis, equating to 101.5 per 100
000 people-billing Medicare Australia for around 160.3 million services. In most jurisdictions, there were
more FSE GPs per 100 000 people available in major cities and inner regional areas than in outer regional,
remote and very remote areas.

Page 9 of 60

The Way Forward Report

23

There are fewer GPs in remote locations, with a steady decrease in total GPs in remote areas from 4.13% in
2014-15 to 3.72% in 2017-18 (Practitioners. 2019).

23

Health Workforce Summary Medical 2017. Accessed at https://hwd.health.gov.au/summary.html#part-1
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AGPT, delivered by the RTOs has had a major influence on ensuring that medical services are able to be
delivered in rural and remote areas. AGPT GP registrars enrolled in the Rural Pathway must undertake the
majority of their training in locations MMM2-7.

In 2018 there were 2648 AGPT registrars on the rural pathway24 and the table below illustrates the
progressive rise in GP registrars enrolled in the Rural Pathway over the last 9 years 25.
NSW/ACT
2009
2010
2011
2012
2013
2014
2015
2016
2017
2018

VIC
265
308
373
424
520
547
608
691
680
700

QLD
253
306
334
376
452
475
494
549
531
530

SA
204
249
333
393
520
558
669
746
725
712

WA
84
93
121
147
165
173
203
236
234
215

TAS
80
90
107
129
159
180
231
244
218
208

NT
38
38
59
81
103
125
135
150
149
136

46
51
55
59
73
79
119
169
162
147

AUSTRALIA
965
1129
1372
1594
1992
2137
2459
2785
2699
2648

24

Table 4.35. General practice rural pathway trainees by state/territory. From Medical Education and Training Dataset.
Accessed at: https://hwd.health.gov.au/met.html
25 MRTP Reports 15-19 and Medical Education Training Datasets 2016-2018
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AGPT Registrars Rural Pathway 2009-2018
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26

GP registrars represent a significant part of the rural GP workforce. Self-reported data from the Minimum
Dataset Report undertaken annually by the Rural Workforce Agencies highlights the significant
contribution GP registrars make to the rural GP workforce. 2016 data indicate that around 20% of the rural
GP workforce comprised GP registrar (Australia 2017) with one third of these registrars (33.9%) located in
ASGC-RA 3-5 areas.
Table 17: Self-reported Primary Model of Service Provision (n=6,982)
Primary Model of Service
Provision
Resident GP

N

%

5,014

71.8

Registrar

1,371

19.6

Member of a primary healthcare
team

185

2.6

Hospital-based GP

220

3.2

Fly-in-Fly-Out (FIFO)

163

2.3

Other

29

0.4

Total

6,982

100.0

26

These figures do not include the AGPT registrars enrolled in the General Pathway, undertaking training in MM2-7 or
the GP registrars enrolled in RVTS.
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Table 8: Registrars in rural practice by ASGC-RA (n=1,616)
ASGC-RA

N

%

ASGC-RA 2

1,068

66.1

ASGC-RA 3

464

28.7

ASGC-RA 4

56

3.5

ASGC-RA 5

28

1.7

1,616

100.0

Total

GP Registrars continue to make a significant contribution to the rural GP workforce with 13.3% (112) of the
total rural GP workforce i(838) in Western Australia in 2018 for example, being doctors enrolled in GP
training (including AGPT, RVTS and ACRRM IP).

Background to Establishment of the Australian General Practice
Training Program
The Australian General Practice Training Program (AGPT) has been operational for 16 years and has seen
many changes throughout its lifetime27. Up until 2001, GP training in Australia was delivered by the Royal
Australian College of General Practitioners (RACGP) with GP training only becoming compulsory for entry
into General Practice in 1996. General Practice was formally recognized as a medical specialty in 2002 28.
In 1997 the Australian College of Rural and Remote Medicine was established, amidst growing concerns
about rural workforce shortages29. Throughout the 1990s, federally funded Divisions of General Practice
began to emerge, focusing on coordinating services and improving specific health outcomes within
defined geographic regions. Consideration of health care services provision began to be focused more at
the regional and local level. The government and community became increasingly concerned about the
supply of GPs to rural and regional areas. The RACGP Training Program, which had been established in
1974, had a strong focus on quality of education but serious questions were being raised about the viability
of general practice, the cost of education and training and whether the current system would produce the
number and quality of doctors required to meet the changing needs of Australian society-especially rural
and regional populations- into the 21st century.30
In 1997, the then Minister for Health and Family Services, the Hon. Michael Woolridge, announced a
landmark Review of General Practice Training. The Review’s Terms of Reference directed that the Review
Group consider the current system for education service delivery as well as advise on future needs and the

27

Celebrating 10 years of Australian general practice training. General Practice Education and Training Ltd. Canberra
2011. Accessed at:
28 Harris MF, Zwar NA. Reflections on the history of general practice in Australi. MJA 2014; 201(1):S37-40
29 The history of ACRRM. Accessed at: https://www.acrrm.org.au/about-the-college/history-of-acrrm
30 Trumble SC. The evolution of general practice training in Australia. MJA 2011;194(11): S59
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best options for GP vocational training that is educationally sound, of high quality, cost-effective and
accountable
The Final Report of the Review, ‘General Practice Education: the way forward’ was published in March
1998. The report outlined a number of problems in the GP education system as a whole, including:


The system’s ability to equip doctors with the skills necessary for rural practice in the future



The changing profile of GPs, with more women entering the profession, more mature age entrants
returning to study medicine and a growing awareness of lifestyle considerations



Lack of continuity in GP education, from undergraduate level through to continuing education.
General practice’s low profile at undergraduate level continued in the hospital sector with virtually
no exposure to General Practice in postgraduate years.



Poor integration between different educational bodies and limited structures for bringing
together educational expertise at different levels of the system31.

The Review group identified seven key principles as essential to a future system of GP education.


At the national level, effective strategic planning to ensure integration and promote collaboration
in determining future directions



At the local level, practical service-delivery solutions that meet the needs of the Australian
community and are consistent with agreed national standards



Learning processes that incorporate best practice approaches to education and provide continuity
of experience in a general practice setting



A systematic response to building practical supports for rural training and education



A comprehensive approach to teaching new and prospective practitioners how to meet the health
needs of Indigenous Australians



Improvements in the organisation and management of vocational training



Funding mechanisms that adequately reflect the move to community-based education

The Review delivered 28 recommendations, including the need for improved integration between the
different levels of education and training and bodies involved.
Four basic initiatives were recommended as central to the development of a GP education and training
system that would meet the needs of the Australian community into the 21st century.

31

General practice education: the way forward: final report
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The establishment of
a National Council for
GP education and
training to promote
better coordination at
all levels of the GP
education continuum

The development of
local collaborative
arrangements, or
consortiums, in
education service
delivery

The development of
teaching practices
that encourage best
practice and reward
teaching in the
community

Examination and reordering of funding
priorities with a view
to supporting more
community based
education

The Government opted to implement the most interventionalist of four options proposed by the Reviewthe establishment of a new regionalised approach to delivery of GP education and training to be overseen
by a new Board of General Practice Education and Training.

General Practice Education and Training Ltd (GPET) and the
establishment of the Regional Training Providers (RTPs): AGPT
2002-2014
The new Board of General Practice Education and Training (GPET) was formed in 2001 and the Australian
General Practice Training Program (AGPT) was launched in 2002, with the aim to implement a regionalised
and vertically integrated model of general practice training. An Australia wide system of Regional Training
Providers (RTPs) was established with the training providers linked to a geographic footprint. There were
initially 22 RTPs which contracted with GPET to manage postgraduate training in general practice.
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The governance of the new GP training model for AGPT represented a major shift from control of
vocational training driven by medical colleges. GPET was a Commonwealth company limited by guarantee,
its scope and operations farmed by the Company Constitution, the Corporations Act 2001 and the
Commonwealth Authorities and Companies Act 1997. The sole member of GPET was the Commonwealth,
represented by the Minister for Health and Ageing. The company was governed by a Board of Director,
directly accountable to the member (the Minister) for its performance in meeting the objects of the
company (regarding GP training) and addressing government priorities. GPET’s program delivery activities
broadly involved selecting and accrediting training providers, allocating training places to training
providers, attracting and selecting trainees and managing funding and provider contracts.
The medical colleges, RACGP and ACRRM, remained responsible for the curriculum and training standards,
as well as determining the scope of practice and the training required in order to become recognised as a
medical specialist, (as determined by AMC assessment and accreditation of all specialist medical education
and training programs).
The Australian Government retained responsibility for the quota on number of new general practice
training places each year and funding. GPET received funding from the Department of Health and Ageing,
under three-year Funding Agreements.
GPET’s role was to allocate the government funded training places with associated funding to the Regional
Training Providers, contracted to deliver the education and training across Australia and to contract
manage those training providers. AGPT commenced with 22 Regional Training Providers and by early 2010
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there were 17 Regional Training Providers throughout Australia delivering AGPT, as well as a prevocational
training program in General Practice called the PGPPP.
Regional Training Providers (RTPs) were not-for-profit organisations, created to deliver education and
training within a specific geographical location, using networks of local practices and training posts and
GPs able to provide experience and support to the trainees, including GP registrars and PGPPP junior
doctors. The RTPs determined the placement of participants in particular geographic locations within their
regions, in collaboration with general practices and relevant hospitals.
An RTP was based on a consortium of key organisations on a regional level, involving universities, the
relevant medical colleges, divisions of general practice, bodies representing GP registrars and GP
supervisors and other key organisations and/or individuals reflecting particular areas of focus (for example
Aboriginal and Torres Strait Islander Health). The precise structure of RTPs in broad terms involved a Board
and dedicated RTP staff in one or more offices. Staff included a Chief Executive Officer, trainers, medical
educators, specialist consultants, GP registrar liaison officers and support staff dealing with functions such
as marketing, finance and training placement distribution and accreditation.
RTPs were accredited by GPET against college standards (RACGP and ACRRM) and, in turn, the RTPs
accredited their network of training practices against college standards, to ensure consistency in terms of
quality of education and training across the system. Up until end of 2009, practice accreditation was
carried out by the colleges. However, there were significant shortfalls in accreditation by the colleges of
practices used or expected to be used and delegation of practice accreditation by the colleges to RTPs
took place in early 2010. RTPs were then able to work closely with the medical colleges and GPET to
streamline accreditation of training via a Bi-College Accreditation Agreement. In some jurisdictions such as
Western Australia, accreditation was streamlined even further, via collaboration with the Postgraduate
Medical Council (in this case WAGPET and PMCWA) to enable training posts and trainers to be accredited
for education and training across the continuum including GP registrars, PGPPP trainees and medical
students.
At its height, GPET and the RTPs were responsible for delivery of education and training for AGPT, PGPPP
and nonVR doctors working in general practice, including international medical graduates, via programs
such as OTDnet (and its predecessor ROVE).
The Prevocational General Practice Placements Program (PGPPP) was a program designed to encourage
junior doctors to take up general practice as a career and enhance their understanding of the integration
between primary and secondary care. Placements were available in all locations, with a requirement that
50% of placements occur in rural and remote areas32 33 .

32

In 2011 the requirement for placements to be in rural areas increased to 85% but this was then reduced in subsequent
years to 50% to align with the AGPT rural quota requirement
33 Martin A, Laurence C, Black L, Mugford, B. General practice placements for pre-registration junior doctors: Adding
value to intern education and training. MJA 2007: 186 (7): 346-349
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Growth in placements for PGPPP, AGPT and RVTS
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General practice placements in the program commenced in January 2005 and the number of completed
supervised placements increased progressively from 111 in 2005-6 to 910 placements in 2011 (see table on
pg. 1734).
The average expenditure by RTPs per FTE placement week in the PGPP program fell as the program
became more efficient, whereby more training was being delivered for each dollar spent. 35 36

37

34

Medical Education Training Dataset. Table 6.1 Providers on approved 3GA programs placements 2018. Available at:
https://hwd.health.gov.au/MET_Tables/2018/Table%206.1.pdf
35 GPET Annual Report 2013-14.
36 Pearce R, Laurence C, Black L, Stocks N. The challenges of teaching in a general practice setting. MJA 2007; 187(2):
129-32
37 Laurence C, Black L, Karnon J, Briggs N. To teach or not to teach? A cost benefit analysis of teaching in private
general practice. Med J Aust 2010;193:608–13.
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Average expenditure per FTE placement week ($)

2010

2011

2012

2013

4,022

4,381

4,331

4,140

Table 9: RTP expenditure per placement week 2010-2013 for PGPPP.

In 2010-11 an ANAO Performance Audit report was conducted of GPET 38. The objective of the audit was to
assess the administrative effectiveness of GPET’s management of the general practice training programs,
AGPT and PGPPP. Particular emphasis was given to GPET’s governance functions such as planning and
performance reporting and to its program delivery. The ANAO also examined how GPET contracted with,
and managed and supported regional training providers.
The audit detailed the outcomes of AGPT in terms of the effectiveness and efficiency of the program. The
audit noted that overall allocation of training places provided annually to GPET was based on the findings
and recommendations of the 2005 AMWAC report, adjusted each year to take account of medical graduate
numbers, changes to pathway structures and government policy, including the Minister’s expectation that
50 % of GP registrars train in rural locations, GPET also took into account the supply of training practices
and the historic and projected preferences of GP registrars for a given area. By 2009 GPET was also being
provided by DoHA, GP workforce distribution and participation data comparing the ratio of fulltime
workload equivalent GPs to population for each RTP. As can be seen from the figure below, the allocations
of new training places for 2011, followed the ‘workforce’ need pattern, demonstrating the value of relevant
accessible data.

38

General Practice Education and Training. Performance Audit Report. Auditor-General Report, No 34. OF-2010-11.
Department of Health and Ageing. Available at: https://www.anao.gov.au/work/performance-audit/general-practiceeducation-and-training
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The audit examined a number of key performance areas, including recruitment, funding, and monitoring of
cost efficiency and effectiveness of the program. Key performance indicators in the GPET RTP contract
2010-12 are highlighted in the table below.

Based on 2009 figures for GPET, the education and training cost per GP registrar, in broad terms, was $45
000 per year. The total number of GP registrars enrolled in AGPT for the 2009 training year was
approximately 2500 (2489).
The revenue and projected revenue from government to GPET is presented in the figure below.

Page 21 of 60

The Way Forward Report

In 2010 GPET’s agreed funding for AGPT was $114.3 million. Total AGPT funding was based on the number of
GP registrars commencing AGPT each year with mechanisms then determined by GPET for annual funding
allocation to the RTPs. Prior to the 2010 training year, GPET calculated the distribution of training funds
across the RTPs using a weighted funding model. This model applied relative weighting to each GP
registrar activity type (basic training, advanced training and trainees on leave); the geographic location of
training as an approximation for ‘financial need’ (level and nature of expenses occurred); the relative size
of each provider as an approximation of efficiency; and comparative consumer price index movements.
The level of funding allocated by GPET to each RTP varied from approximately $21 000 to $41 000 per GP
registrar. GPET measured each RTP’s cost efficiency by comparing total expenditure for the RTP with the
amount of FTE weeks’ training it provided. The cost efficiency of RTPs for the 2009 training year ranged
from $721 to $1661 expenditure per FTE training week, influenced by factors such as geographical location
and size of RTP. The expenditure by RTPs per FTE training was reported by GPET in the annual reports. In
2013 the expenditure by RTPs per FTE training week was $945, including both recurrent and non-recurrent
costs. The five-year average cost per FTE training week, including 2013 was $962. This figure did not include
expenditure by GPET associated with centrally managed national programs such as the selection process,
GPET’s performance management system, marketing and training provider accreditation.39

The annual intake of AGPT in 2001 was 450, increasing to 600 by 2014. Over the 13 years of GPET’s
operation, the number of AGPT places increased progressively 40.

39
40

GPET annual report 2013-14.
AGPT Annual Report 2013.
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The Establishment of Regional Training Organisations (RTOs):
AGPT 2015- present
The 2014-15 Federal Budget measure, ‘Rebuilding general practice training and education to deliver more
GPs’, outlined major changes to the delivery of GP training, via the Australian General Practice Training
(AGPT) program. This included a consolidation of Regional Training Organisations and a review of
geographical boundaries, resulting in 11 training regions. The functions of GPET were merged into the
Department of Health, ceasing operation of GPET in December 2014. Regional Training Providers (RTPs)
ceased operation on 31 December 2015, to be replaced by Regional Training Organisations (RTOs). The new
RTOs became operational from 1 January 2016, with a three-year Department of Health funding agreement
with an outcomes-based performance management focus for deliverables and reporting.
There are now nine Regional Training Organisations, with more than half of these training providers having
state-wide geographical boundaries (WAGPET-WA, GPEx-SA, NTGPE-NT, GPTT-Tas, GP Synergy-NSW).
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AGPT has continued to grow steadily, in line with the increasing need for more general practitioners to
address community health needs. The number of new intake AGPT training places now sits at 1500 per
year, a 67% increase since the program’s inception in 2002.
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Over the last nine years, AGPT intake has kept a steady increase in line with medical school graduate
increases and increases in PGY1 41 42.
2009

2010

2011

2012

2013

2014

2015

2016

2017

2018

% Increase
2009-2018

684

814

918

1006

1152

1222

1529

1544

1524

1446

111.4%%

Medical School
Graduates

2380

2733

2964

3284

3441

3437

3547

3569

3475

4609

93.60%

Commencing
PGY1 doctors

2243

2394

2723

2950

3096

3211

3224

3320

3366

3365

50.00%

AGPT Intake
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41

Student Statistics Report 2017-18. Medical Deans Org. Available at:
https://medicaldeans.org.au/md/2018/12/2018_Student_Statistics_Report.pdf
42 Medical Education and Training Datasets 2018: Available at: https://hwd.health.gov.au/met.html
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AGPT intake, Medical School Graduates and Commencing PGY1
2009-2018
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Comparison data between the training delivered in 1997 (pre-AGPT) and now demonstrates a dramatic
increase in both GP services and distribution, via the AGPT training delivered by RTOs.
The number of training weeks has dramatically increased, indicating a significant increase in the working
services provided by GP registrars throughout Australia.

GP Registrar Head Count 1997 and 2018
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Change in Training Activity
National
NSW ACT
Victoria
WA
SA / NT
Queensland
Tasmania

1997
Heads
FTE* FTE weeks
471 1000
25,000
161
102
58
46
91
13

303
218
105
114
233
27

7575
5450
2625
2850
5825
675

2018
Heads
4,578

FTE weeks
163,661

1,277
972
531
608
1,064
126

48,707
34,974
14,569
19,645
42,265
3,501

% Change Increase
555%
6.5x
543%
542%
455%
589%
626%
419%

6.4x
6.4x
5.6x
6.9x
7.3x
5.2x

*registrar attachments (some 3/12 but mostly 6/12, so assumes FTE 25 weeks average)

The national distribution of training places across the MM1-7 areas has also shown significant growth. In
1995-1997 the distribution of active training places in the RACGP Training Program was predominantly in
capital cities (53.3%)43.

43

From The Way Forward report
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The map below shows the distribution of training places across Australia in 2018 44.

44

AGPT Training Regions-MMM Maps. Accessed at http://www.agpt.com.au/Training-organisations/TrainingRegions/Training-Regions
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FTE Weeks
2018
(excluding
hospital)

MMM1

MMM2

MMM3

MMM4-7

TOTAL

NSW ACT

27964

847

10670

9226

48706

Victoria E

11013

231

1368

3296

15908

Victoria W

6306

3539

3852

5369

19066

WA

9078

1446

1638

2407

15199

SA

7649

357

1915

4350

14271

NT

0

2848

0

2526

5374

NQ

1886

9979

1528

6811

20204

SQ

14145

3990

-

3926

22061

Tasmania

0

2792

709

0

3501

National

78041
47.7%

26029
15.9%

21680
13.2%

37911
23.2%

163661

From 1995 to 2018 there has been a steady shift in terms of distribution of GP training, moving from
metropolitan MMI to where the medical workforce is needed, in terms of providing services to rural and
remote communities.
Distribution

MM1

MM2

MM3

MM4-7

Total

1995 GP
Registrar
numbers
% of total GP
Registrars 1995

702

76

119

179

1076

63%

8%

12%

18%

2018 GP
Registrar
Number (FTE
weeks/52)
% of total GP
Registrars 2018

1501

501

417

729

48%

16%

13%

23%

% Change in
Distribution

-24%

99%

10%

29%

3147

AGPT registrars make a significant contribution to the medical workforce and their contribution has seen a
steady increase since the commencement of the program. Looking at the number of GP registrars per
100,000 population per state.
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2009

AGPT
registrars
(total)
Number of Registrars
per 100,000
population
2018
AGPT
registrars
(total)
Number of Registrars
per 100,000
population
% Increase 2009-2019

NSW
and ACT

VIC

QLD

SA

WA

TAS

NT

764

543

474

184

201

73

77

10.3

10.0

10.8

11.3

9.0

14.5

34.3

1798

1059

1243

487

580

138

162

21.5

16.5

25.4

28.1

22.4

26.2

65.7

108.7%
increase

65%
increase

135.2%
increase

148.7%
increase

148.9%
increase

80.7%
increase

91.5%
increase

Growth in Number of AGPT Registrars per 100 000
Head of Population per State
70
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The Medical Training Pipeline(s)
A training model framework can be conceptualized as akin to building a house in that there are three
interlocking layers: foundation level (curriculum, standards, scope of clinical practice); bricks and mortars
walls (recruitment, selection, training support, education program, assessment, funding, accreditation and
evaluation); and overarching roof (governance).
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The establishment of GPET and the Regional Training Providers, enabled AGPT to develop a robust training
model in the middle layer of ‘bricks and mortar’. During the establishment years of AGPT it was necessary
to maintain focus on the regionalised training model itself, relying on the foundation layer to remain firm
based on medical colleges’ continuing focus on their core business of curriculum and standards. It is
important to consider in the maturing of AGPT how the training framework can develop greater
cohesiveness between the interlocking layers, particularly as the functional responsibilities for AGPT are
being revised. The importance of the feedback in ongoing continuous improvement provides valuable
opportunities to explore, particularly in terms of ensuring that the curriculum and standards remain
relevant and credible and the scope of practice is demonstrable in the performance of graduates.

Conclusion- Where to from here?
The report has told the story of the Regional Training Organisations (and previous Regional Training
Providers), born out of a desire for reform in training. One RTO with statewide geographical boundaries is
discussed in greater detail throughout the report for illustrative purposes in terms of growth and
evolution. The report describes how a regionalized training infrastructure can be contextually responsive
and national consistent to facilitate training workforce mobility across Australia.
This report is also the story of what has worked well and what has not worked in terms of building an
effective and sustainable training pipeline for General Practice in Australia. The recommendations of the
1997 ‘The Way Forward Report’ are used to measure the performance and achievements to date as well as
highlight that many of the issues that precipitated the 1997 Ministerial Review, remain current today.
In 2018 there were close to 36,000 GPs practicing across Australia, over 6300 accredited general practices
but the GP: patient ratio remains unevenly distributed across jurisdictions and remoteness areas 45. The

45

RACGP Health of the Nation Report 2018.
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number of GPs who have gained their basic qualification at an overseas university has been higher in
proportion of FSE GPs than those graduating from Australian and New Zealand universities from 2015-16
through to 2016-17, demonstrating an ongoing reliance on overseas migration, particular for the GP
workforce.
Given the long lag time in terms of medical specialty training, it is important that planning takes place early
and aims to minimize disruption along the complex interconnection of funding and organizational channels
spanning Commonwealth and state and territory governments, private and non-government agencies.
Starting from the end and hoping for the best will not grow a generalist workforce.
Australia has a high number of doctors compared to other OECD countries but this is not reflected in
general practice ratios46. Between 2008-2012 the growth of medical consultants outstripped general
practitioners (67% growth in number of specialists compared to 33% growth of general practitioners) and
this disparity has continued. In terms of growth between 2012-2017, the percentage growth of specialist
medical practitioners continues to outpace general practitioners at more than double the growth rate.

Australia

2012

2013

2014

2015

2016

2017

Specialist Medical
Practitioners47

34895

36765

39253

40944

43036

44304

% growth
2012-2017
26.9%

General practitioners

25958

26655

26657

27519

28352

29455

13.5%

Table extracted from OECD Health Statistics 2019. Physicians by Category data.

The number of medical commencements continues to rise and whilst the ongoing increases in domestic
students and CSP places has tapered off, the number of international medical student numbers continues
to increase. In 2018, there were a total of 17,502 medical students of which 22.8% were full fee-paying
domestic (1127) or international students (2768)48. There are 21 medical schools and 39 programs (14 direct
entry and 25 graduate entry) with approximately 3400 graduates each year (3475 in 2017, of which 3025
were domestic students) 49.
In 2018 91.1% of PGY1 doctors were domestic graduates with 3365 doctors in their first postgraduate year.
8.9% (300) PGY1 positions were occupied by international students who graduated from an Australian

46

OECD Statistics 2019. Available at: http://www.oecd.org/els/health-systems/health-data.htm

47

Specialist Medical Practitioners includes: paediatricians, obstetricians and gynaecologists, psychiatrists, medical
specialists, surgical specialists, medical interns or residents training for a speciality. OECD Health Statistics 2019.
Definitions, Sources and Methods
48
49

Medical Education Training Dataset 2018
Medical Deans Student Statistics Tables. Available at:
https://medicaldeans.org.au/data/?md_year=2017&data_type=Graduates&country=AU&students=Domestic&
preview=
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medical school. There were 761 rural intern positions where PGY1 doctors could undertake most of their
internship with 759 PGY1 doctors undertaking a rural internship in MMM2-7 classification.
In 2018 there were 3774 post graduate year 2 doctors with 10% (377) of PGY2 positions occupied by
international students who graduated from an Australian medical school. There were 726 rural and regional
PGY2 positions and 536 PGY2 doctors located in rural and regional areas.
Of the 21507 vocational trainees in Australia in 2018, 5676 were in general practice (27%) with the top three
medical specialties being general practice, adult medicine (24%, 5168) and emergency medicine (10%, 2250).
The top 5 medical specialties for new Fellows in 2017 were general practice (1723),; adult medicine (628);
emergency medicine (245); anaesthesia (242); paediatrics and child health (211). General practice had the
highest percentage of graduating Fellows compared to its total cohort (30%).

Medical Specialty

Total

New Fellows

General Practice

5676

1723

% of New Fellows
per total cohort
30%

Adult Medicine

5168

628

12%

Emergency Medicine

2250

245

11%

Anaesthesia

1270

242

19%

Paediatrics and Child Health

1651

211

13%

General practice remains reliant on international supply of medical practitioners for its workforce, despite
the increasing number of medical graduates, graduating from medical school each year. 2691 primary 457
and 482 subclass visas were granted in 2017-18. Of the 8607 providers on approved 3GA programs in 201718 only 5179 (60%) were doctors enrolled in specialty training (4985 AGPT, 135 RVTS and 59 Sports Physician
trainees) with 16.8% of providers on the RLRP program, 15,3% on the AMDS and 3.9% (336) on the Special
Approved Placement Program. The total number of visas granted to international medical graduates
remained around 5000 per year between 2006-12 but there has been an increase in permanent visas
compared to temporary ones.
In the latest MDOS report 2018 it was noted that the percentage of final year students expressing a
preference for future practice located outside of capital cities had increased with nearly 36% of
respondents in 2018 indicating that they would prefer to practice outside of capital cities. However much
of this change has been to preference major urban centres with only 12.9% expressing a preference for
regional city or large town and 5.4% expressing a preference for smaller town (4.1) and small community
(1.3) combined.
With such low numbers expressing preference to practice in rural and remote areas it is unlikely that there
will be marked improvement in terms of better distribution of the medical workforce without major policy
change. Of the students coming from a rural background only 47% express a preference for future practice
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outside capital cities or major urban centres. However there has been an increase in preference for
regional cities or towns.
Only 15.5% of final year students express a preference for general practice as a preferred specialty. Adult
medicine remains the most preferred specialty of future practice (19%) with 15.4% expressing a preference
for surgery as their future career. Interest in general practice increased from 12.3% in 2010 to being ranked
first in 2013 with 17.0% choosing this area of future practice. In 2014 16.1% indicated that general practice
would be their first preference with 17.8 % in2015, 16.1% in 2016 and 1.5% in 2017. 2018 has been the lowest
percentage with only 15.4% expressing a preference for general practice
Medical
Specialty
Adult Medicine
Surgery
Emergency
medicine
General
Practice

2013

2014

2015

2016

2017

2018

16.6%
456
16.0%
440
8.3%
229
17.0%
469

19.5%
474
16.2%
393
7.6%
185
16.1%
392

19.8%
391
15.3%
303
8.5%
168
17.8%
351

19.3%
428
15.4%
342
9.3%
206
16.0%
356

18.5%
390
15.0%
317
8.6%
181
16.5%
349

19.1%
419
15.5%
341
8.0%
176
15.4%
338

In 2014 the Commonwealth produced a report on Australia’s Future Workforce-Doctors. In the report it
was again noted that there were three key factors underpinning the importance of national workforce
planning for doctors: an immediate need to deal with the significant increase in domestic medical students
that has occurred over the last ten years; the age demographic of the medical workforce and the likelihood
of a large number of doctors retiring from 2025; and the lack of coordination across the medical training
pipeline-between governments, universities, medical colleges and the various employers of doctors.
Indicative costs for medical training were extrapolated in the report, based on costing of various elements
(from Jenny Mason review 2013). A significant proportion of funding for clinical placements, intern and
specialty training was supplied by State and Territory Governments. As noted in the report, “beyond the
training period, in a country with an uncapped Medicare system that supports episodes of medical care,
there is a material cost to the system in having an excess of medical practitioners”. This material cost also
needs to be considered if doctors are working within a specialised medical field such as general practice
and are not properly trained, leading to uncoordinated and inappropriate management of the medical
services provided.
The Regulation Impact Statement on the Stronger Rural Health Strategy initiatives highlighted the
importance of a trained GP workforce in terms of delivery of medical services50.

50

Standard Form Regulation Impact Statement (RIS). Name of Proposal: Stronger Rural Health Strategy. Available at:
https://ris.pmc.gov.au/2019/03/29/stronger-rural-health-strategy
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Figure 1: Aggregate number of non-referred GP attendances under the
MBS by MMM
Remoteness Category (2006 to 2016)

The graph omits approximately 1% of services whose postcodes could not be geographically located.
Patient data is based on postcodes where Modified Monash Model proportions are based on population
distribution within each postcode.

Non-VR doctors make a significant contribution to the GP workforce particularly in rural and remote areas
but this may come at an increased cost to the health system, through higher MBS billing and diagnostic
referral rates. The Regulatory Statement noted that “in 2016, non-VR doctors billed diagnostic procedures
at almost twice the rate of VR GPs (94% more services billed) and made 30% more referrals (within their
specific referral restrictions). In terms of growth, the non-VR GP cohort has grown most substantiallyFigure 2.
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Figure 2: GP Full-time Service Equivalent (FSE) doctors per 100,000 persons (2006 to 2016)

Training for general practice is essential to ensure that Australian communities have the general practice
workforce needed and that requires a robust and sustainable training system to accommodate the needs
of all doctors working in general practice.
What is important is ensuring that we have accurate, on point data and a solid evidence base for decisionmaking in relation to planning the health workforce. Without access to data that is contextually relevant
and able to be utilized in a predictive manner, much of our efforts to transform and reform the health
system is reactive in design. The evidence data itself needs to be available, accessible, quality, credible and
intelligent in design.
Most importantly there needs to be a shared culture and common set of beliefs and values, supported by
evidence based practice, amongst the key stakeholders and policymakers from Government through to
local level in order to have proactive governance and a thorough understanding of the landscape. It will be
important to have a clearly articulated shared set of values to underpin the training of GPs going forward
and avoid major disruption. The resources that are needed to deliver the GP workforce needed for the
future must not be wasted through unnecessary reinvention.
There are a range of models and innovative solutions being proposed to ‘fix the problem’ but what is
needed is a common understanding of what the problem really is. The issues that face general practice as
well as medical education and training as a whole are complex and multifactorial. Growing the right
medical workforce, with the right skills, working where it is needed the most, needs to be carefully
considered, particularly when the long lag time from medical student through to medical specialist is
considered. The emergence of the Rural Generalist for example, may help address the problems with the
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interface between primary and secondary care but this is heavily dependent on context. As stated in the
National Rural Generalist Pathway Report 51
“Different communities and their doctors need different models of accessible high-quality sustainable care.
Some rural and remote communities rely on doctors working in General Practice. Some communities are of
sufficient critical mass to support other specialists working in different fields. But there are a multitude of
communities that need Rural Generalists who span both worlds of General Practice and additional
specialist services. One rural doctor is not better than the other, but their skills and practice models are
likely to be different depending on where they work. All are needed in their appropriate contexts, as
matched to community need, and working in highly complementary regionally-networked teams.” (Pg4)
General Practice training does not work in isolation and its ongoing evolution needs to be considered as
part of the bigger picture of medical workforce and training as a whole. Over the last two decades there
has also been ongoing investment in training pipelines from medical school through prevocational to
vocational training years, targeted specifically at the rural medical workforce. The long lag time to grow a
GP specialist means that extra attention needs to focus on key intersecting points in the training pipeline,
including entry and exit points at medical school, prevocational and vocational training. This also requires
an appreciation of the differences, in terms of educational outcomes and workforce requirements for each
of these intersecting points and the institutions responsible at each milestone stage.
The Flexner Report in 1910 heralded the important of formal medical postgraduate training 52 and since that
time, the endpoint of medical education has moved from readiness for independent medical practice to
readiness for postgraduate training 53.The Way Forward Report noted that with the introduction of
mandatory internship in 1972, “medical schools no longer aimed to produce general practitioners; they
aimed instead to provide ‘undifferentiated doctors’ ready for training in their chosen field” (pg8) 54 One of
the challenges to a GP training pipeline has been the internship year, which meant a gap in the education
continuum at the intern and resident medical officer levels with little reference to health service delivery in
the community. This was addressed, albeit for a time limited period, with the establishment of the
Prevocational General Practice Placements Program from 2002-2010. Programs such as the ongoing
Community Residencies in WA 5556 have demonstrated success in transitioning prevocational doctors
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National Rural Generalist Taskforce Advice to the National Rural Health Commissioner on the Development of the
National Rural Generalist Pathway, December 2018. Accessed at:
https://www1.health.gov.au/internet/main/publishing.nsf/Content/2922D6D8BBCE122FCA2581D30076D09A/$F
ile/Advice-to-the-National-Rural-Health-Commissioner-on-the-Development-of-the-National-Rural-GeneralistPathway.pdf
52 Duffy PD. The Flexner Report-100 Years Later. Yale J Bio Med. 2011 Sep; 84(3): 269-276
53 Dewan, Mantosh J, Norcini J. We Must Graduate Physicians, Not Doctors. Academic Medicine, October 29 2019Volume Publish Ahead of Print. Accessed at
https://journals.lww.com/academicmedicine/Abstract/publishahead/We_Must_Graduate_Physicians,_Not_Do
ctors.97393.aspx#pdf-link
54 General Practice Education: the way forward. Final Report of the Ministerial Review of General Practice Training.
March 1998. Commonwealth of Australia.
55 Community Residency Program. Postgraduate Council WA. Accessed at https://www.pmcwa.org.au/communityresidency-program/
56 Jefferies F, Snowball K. Evaluation of the Community Residency Program, Healthfix Consulting, December 2015.
Accessed at:
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through to specialist rural GPs through positive early experience in general practice and community
practice integrated with secondary care experience. The recent establishment of the Junior Doctor
Training Program-Rural Primary Care Stream, as part of the new Junior Doctor Training Program, will
hopefully also help to provide more opportunities for exposure of junior doctors to general practice,
particularly if it is integrated well with the current established GP training infrastructure.
Appendix 1 is a timeline of major changes that have occurred in the medical workforce and training
landscape in Australia from the 1970s through to present day.

Conclusion
It is timely to look back and learn from the past two decades of GP training in Australia and analyse what
has worked well and what has yet to be achieved.
A dedicated regionalised training structure to deliver a trained GP workforce has worked and has led the
way for similar regionalised training hubs, focused around medical school and prevocational training
pipelines and regionalised networks for commissioning of primary care services (Primary Health
Networks). The key to success is that the training model is based around training providers, that have a
deep understanding of the local environment and are resourced and equipped to deliver training where it
is needed.
It is not surprising that such a model would be successful, given the history of the development of GP
training, starting from its roots as the RACGP Family Medicine Program and then the RACGP Training
Program. Even when training was delivered by RACGP itself, the RACGP Training Program was a separate
delivery arm of the medical college, with its own staff, resources and infrastructure. This enabled the
RACGP Training Program staff to focus on the day-to-day delivery of GP training whilst the College itself
built a strong foundational base of curriculum, standards and evaluation research for general practice and
general practice education and training. The RACGP Training Program was built around delivery of training
that was state-based and in most cases, RACGP Training Program staff worked closely with RACGP
colleagues often sharing offices and resources. There were also dedicated regionalised models in place in
some rural areas, including Gippsland and North Queensland. Training accreditation, standard setting and
assessment was undertaken by RACGP College.
The close relationship worked effectively through recognition of each other’s strengths and goals and also
recognition of their differences particularly in terms of what needed to be achieved. There is always a
tension for any medical college between its aims as a membership organisation and its role in terms of
advocacy and support- the working relationship between RACGP and the RACGP Training Program
demonstrated a way of mitigating this tension effectively and successfully to produce quality training,

https://journals.lww.com/academicmedicine/Abstract/publishahead/We_Must_Graduate_Physicians,_Not_Do
ctors.97393.aspx#pdf-link
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albeit not where it was most needed, in terms of workforce distribution. The aims of the RACGP Family
Medicine Program 57were:
1.

To upgrade the standard of primary health by increasing the number of graduates entering
general/family practice

2.

To improve the standards for, and consequently the job satisfaction to be derived from family
medicine

3.

To involve family physicians and other members of the health team with community health

4.

To train teachers and assure adequate accredited training posts in general/family practice of a
suitably high standard

5.

To develop comprehensive training programs and materials for all phases of graduate education
for general / family practice

6.

To provide retraining for women and other graduates who have had an extended period away
from practice.

There is no mention of the need to consider medical workforce distribution, and/or community health
needs.
The 1996 review by Holsgrove et al recommended the creation of alternative pathway o a career in general
practice, including Masters degree as an alternative to FRACGP 58. The NCEPMC Alternative Pathway
Program was a short-lived distance-based program, designed by the National Consortium for Education in
Primary Medical Care, a consortium comprised of RACGP, the Australian Divisions of General Practice and
the twelve Australian Medical Schools, to assist doctors in medical practice obtain GP vocational
registration. The program commenced in 2001, predominantly to address the needs of around 1100 Other
Medical Practitioners and ran from 2001-2003 at a cost around $18.1 million per year (funded by
Commonwealth Government) 59. Distanced based education, without the supported structure of
supervised training and work-placed assessment did not prove successful in terms of enabling doctors to
achieve Fellowship.
A few years earlier, in 1999, an alternative training program, focused predominantly around the needs of
rural doctors and rural communities had commenced as the Pilot Remote Vocational Training Scheme. The
Pilot RVTS was established jointly by RACGP and ACRRM and its goal was to provide vocational training to
general practitioners, in remote areas, who would otherwise have difficulty accessing training 60. The
program was renamed the Remote Vocational Training Scheme in 2003 and in 2006 an independent
company, Remote Vocational Training Scheme Ltd was established to manage the program and deliver
training. The RVTS is another example of what can be achieved with a dedicated training infrastructure,
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RACGP, F. M. P. (1974). Annual report/RACGP Family Medicine Programme, Royal Australian College of General
Practitioners.
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Holsgrove GJB, J. A., Southgate L (1996). Alternative Approaches to Vocational Training for General Practice.
Canberra, Commonwealth Department of Human Services and Health.
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Questions on Notice. Health: Medical Practitioners Training. Senate Hansard. Monday 8 September 2003.
History of RVTS. Available at: https://rvts.org.au/about/history
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funded by the Commonwealth and supported by medical colleges working together to form a strong
foundational base constructed by the profession for the profession. The last two decades has seen many
examples of what can be achieved by the two medical colleges working together with the regional training
providers including Bi-College Accreditation and the delivery of prevocational training via programs such as
PGPPP and Community Residencies. As we move towards greater separation in terms of distinction
between the two colleges61 62, we need to remember what can be lost through distinctiveness and
differentiation.
When the major review of general practice training occurred in 1997, there was an opportunity for the
colleges to work closely together with the National Council of General Practice Education and Training in a
model where the colleges would work collaboratively with the Council which would have an advisory and
moderate funding role. Unfortunately collaborative structures such as the Joint Consultative Committees
(tripartite groupings of relevant specialist colleges) were faltering and ongoing tensions in the profession
led to adoption by the Minister of the fully interventional model of the Council (as GPET) having the full
funding role company. RACGP established its own company , General Practice Education Australia (GPEA)
to carry forward the skills, experience and resources of the former training program.
As we move to the next chapter of GP training in Australia we need to ensure that we learn from our
history in terms of what mistakes to avoid. We need the governance for GP training to be inclusive and not
exclusive, recognising that GP training is part of the whole, particularly in terms of building an effective and
sustainable medical workforce for the future. And the overarching governance needs to be able to hold
everyone to account, from training providers, through to medical colleges, trainers and trainees alike. In
the case of building a future-proof medical workforce, everyone has ‘skin in the game’ ‘and needs to know
how they are each performing, as individual organisations and institutions and together as a collective.
Medical colleges must be allowed to continue to do the jobs for which they are best suited, including
determining scope of practice, setting standards and producing curricula that are fit for purpose and
enable doctors aspiring to be recognised GPs to learn and develop the appropriate knowledge, skills and
behaviour. And they need to be held to account to ensure that the assessment processes, standards and
curricula are relevant and producing the outcomes needed. In order to do this effectively, they will need to
work with other key organisations and other medical colleges, as well as the Commonwealth and
jurisdictions and universities to build training frameworks that are not only vocationally focused but also
integrate with medical school through to prevocational training and post Fellowship continuing
professional development areas. Vertical integration models, that are transferrable to multiple locations
and sustainable in nature, remain elusive.
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RACGP assumes responsibility for AGPT Program. 8 April 2019. Accessd at :
https://www1.racgp.org.au/newsgp/racgp/racgp-assumes-responsibility-for-recruitment-and-t
62 ACRRM signs much anticipated agreement for College-led training. April 9 2019. Accessed at :
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Specialist medical colleges do not hold a monopoly on training but do share responsibility for building the
right medical workforce to meet Australia’s health needs. This is where government and medical colleges
need to work together, utilising evidence to hand. There is work needing to be done, collaboratively, in
terms of strengthening the rural workforce, defining of the advanced skills required for our future
generalist workforce and better integration of the primary and secondary care space so that our GPs can
work to their full scope of practice.
Placement of a trainee doctor, in the appropriate workplace setting and ensuring that safe quality care is
being provided whilst the trainee learns on the job, is hard work. It requires an intimate knowledge of the
workplace context, the training and clinical support that will be on hand including the appropriate
supervision model required, as well as the trainee themselves including their level of competence and
aptitude for learning. In addition there needs to be an educational program to support that learning and
ongoing monitoring and assessment of the doctor and the workplace, on hand and ready to intervene
when and where it is needed. The work is complex, multilayered and built around avoiding what can go
wrong. And the work involved in placement of trainees is even harder in the primary care workplace
setting of general practice, where the trainee does not have the benefit of a health team to support them.
Training in general practice is complex and adaptive in nature, with many moving parts.
There are challenging complex decisions ahead, around issues such as the distribution of resources and
who needs these training resources the most, those doctors who we know will pass their exams and
become specialist GPs with minimal intervention or those doctors who require increased support and
intervention to keep them and their patients safe? We also need to decide on the distribution of training
resources and areas of critical workforce shortage and our focus on priority groups and populations,
including our Aboriginal and Torres Strait Islander people. As Jenny Mason highlighted in her review of
Australian Health Workforce Programs in 2013 , “the most significant health workforce issue, particularly in
the area of general practice medicine, is not one of total supply but one of distribution, which is to say
inadequate or non-existent service provision in some rural and remote areas, and to populations of
extreme disadvantage, most particularly the Aboriginal and Torres Strait Islander communities and some
outer metropolitan communities 63 “.
It is not fair to train a doctor for a job that will not be there in the future or indeed, needed for the future.
The work of National Medical Training Advisory Network (NMTAN) and not the Medical Workforce Reform
Advisory Committee (MWRAC) is vital in ensuring that we are building the right workforce for our
Australian communities and their health needs.
As we gain a deeper understanding of the geographic classifications best suited to define workforce need
at a granular level and we move towards better clarification of medical supply and demand, we can move
beyond blunt instruments such as quotas and rural versus general pathways. During the time of the RACP
Family Medicine Program, GP registrars were required to undertake part of their training in an ‘area of
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service need’, usually rural. This then became a quota of minimum of 50% of all AGPT program training
activity to be undertaken in rural, regional and remote locations across Australia. The GPET 2013-14 annual
report highlights the stable year-on-year proportion of training activity, mainly in RA2-3 from 2005-2013(Ltd
2014).

Since its inception AGPT has had two pathways, a General Pathway and a Rural Pathway. The Rural
Pathway covers rural, regional and remote RRMA 4-7 locations (now MM2-5). International Medical
Graduates who are subject to the ten year moratorium and enrol in AGPT must undertake their training on
the Rural Pathway. In 2008, 55% of all Rural Pathway registrars were subject to the ten-year moratorium 64.
A study undertaken in 2003 of the Victorian rural OTD workforce showed the hypermobility of OTDs. 66%
of all survey respondents reported five major geographical moves prior to their current position in rural
Victorian general practice65 . Some had reported up to eight major country or interstate moves, involving
extensive travel. It is not surprising to see that in a recent study undertaken of AGPT graduates in 2018, the
proportion of graduates whose moratorium had ceased moved from rural to urban locations (27%) was
greater than AMGs and IMGs whose moratoriums had not ceased 66. 61% of this rural pathway cohort had
chosen this training pathway because they were subject to the ten-year moratorium.
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Quotas are not granular enough to describe the full picture of our workforce. Quotas can be filled but that
does not necessarily translate to long term success in terms of retention. We now have a better idea of the
medical workforce and how it has changed over time. Studies such as the MABEL study demonstrate that
OTDs comprise 27% of all GPs, including 22% of GPs in metropolitan and regional centres and 36-38% of GPs
in towns of <50 000. Around 60-70% of rural OTDs working as GPs are restricted as to where they can
practice 67 . Smaller proportions of locally trained graduates are working as GPs compared to graduates
from the 1970s and 1980s.

67

O'Sullivan B, R. D., McGrail MR, Scott A (2019). "Reviewing reliance on overseas-trained doctors in rural Australia and
planning for self-sufficiency: applying 10 years' MABEL evidence. ." Hum Resour Health. 17(1)
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We need to have a better understanding of how we can attract more graduates into general practice and
rural general practice in particular, and understand the drivers of locally trained doctors working in rural
areas, whether it be rural childhood background, the ability to undertake hospital or procedural work or
family/lifestyle factors. It is heartening to note that vocational training for general practice in rural areas is
associated with continuing to work rurally for at least five years after vocational registration, with an even
stronger effect for doctors with a childhood rural origin

68

.

There is a strong argument for reinstituting programs such as the PGPPP. Since its cessation in 2014 there
have been a number of programs for prevocational doctors to gain experience in general practice, such as
the Community Internship Program and now the Junior Doctor-Rural Primary Care Stream and MDRAP.
Where these programs differ from PGPPP is that they do not have a clearly articulated pathway to GP
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training and dedicated training support, underpinned by training standards and curricula relevant for
general practice. PGPPP was delivered predominantly by RTPs responsible for delivering AGPT so there
was an opportunity to utilise existing training infrastructure as well as build a efficient and cost-effective
training infrastructure at a training placement level. Without this training infrastructure, underpinned by
standards and curricula developed for general practice by the medical colleges, programs such as the
Junior Doctor Training and MDRAP run the risk of being predominantly workforce in design and
disconnected from the GP training pathways. This will be a disservice to our communities and a disservice
to our future GP workforce.
Not all rural is rural and not all workforce need is in rural areas. The evidence base that has been built by
the RTOs over the last two decades demonstrate that the medical workforce need picture is not nationally
standardised or consistent. There are areas of severe workforce need in the outskirts of capital cities and
large regional centres which are ‘over doctored’. This has led to the revision of geographical classifications
in terms of District Workforce Shortage (DWS) from MMM to DPAs.
Headcounts or FSE also do not accurately describe the delivery of services that GP trainees can and do
deliver. And without this information how can we know that our future GP workforce will be able to deliver
the medical services that our communities will need? What we do know is that our populations is ageing
and there will be a high burden of chronic disease, exacerbated in rural communities by the relative
medical workforce shortage in these areas. The following statistics from a recent AIHW study into remote
health (October 2019) are sombre:


In 2007-08, 35 per cent of the population reported having at least one of the following chronic
conditions: asthma; type 2 diabetes; coronary heart disease; cerebrovascular disease (largely
stroke); arthritis; osteoporosis; Chronic Obstructive Pulmonary Disease; depression; or, high blood
pressure. By 2014-15, this figure had grown to 50 per cent.



in 2014-15, people living in regional, rural and remote areas were more likely to have long-term
health conditions including arthritis, asthma, back problems, deafness, long-sightedness, diabetes,
heart disease, stroke and vascular disease.



from June 2000 to June 2015, the proportion of people who were aged 60 years and over
increased from 16.6 to 20.4 per cent, while the proportion aged 80 years and over increased from
2.9 to 3.9 per cent. From 2015 to 2030, these figures are expected to increase to 23.8 and 5.4 per
cent, respectively. The prevalence of multiple chronic conditions increases with patient age, with
around 30 per cent of people aged 80 years and older having seven or more chronic conditions.
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Table 1: Type of disease by remoteness, 2014-15.
Disease type

Major cities

Inner regional

Arthritis

14%

20%

Outer regional/
Remote
18%

Back pain and problems

16%

18%

16%

Asthma

10%

12%

12%

COPD

2.4%

3.4%

2.7%

Blindness

0.5%

0.9%

0.8%

Deafness

9.8%

15%

14%

Diabetes

4.7%

6.0%

6.7%

CVD

4.7%

6.7%

5.8%

Cancer

1.6%

1.7%

1.8%

Mental health problems

17%

19%

19%

Notes


'%' represents prevalence of chronic diseases in each region (excluding Very remote areas of
Australia).



Proportions are not age-standardised, and in some instances higher prevalence may reflect the
older age profiles in Inner regional and Outer regional/Remote areas.



'COPD' refers to chronic obstructive pulmonary disease.



'Blindness' includes partial and complete blindness.



'CVD' refers to heart, stroke and vascular disease.

We need to ensure that we are training the medical workforce, capable of delivering the right care to
address these sombre statistics. The tracking of progress of our GP trainees need to be longitudinal in
design, starting with pre-entry through to the years of post-fellowship. The next steps in terms of GP
training need to be built around longitudinal outcomes, linking both training providers and medical
colleges together in terms of what is being achieved in terms of workforce delivery. This requires access to
data and ongoing feedback to each and everyone involved in the training model. A large volume of data
has been generated over the last 20 years, including training data and workforce planning data. But in
many cases the flow of data has been one way and since the cessation of GPET, training data has not been
publicly available and not easily accessible. In order to ensure that we are on track, this data needs to be
made accessible and able to be utilised for feedback and ongoing improvement by all parties involved.
Moving forward, tracking of progress needs to include that trainees in terms of their provision of medical
services by trainees is maturing to the standards expected of a specialist GP and relevant to the community
and context they are working in. We need our current and future GPs to be working to their full scope of
practice. We do know that training makes a difference in terms of differences in clinical behaviour and
practice patterns 69 and also in terms of malpractice and adverse events , And we know that inadequate
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Page 46 of 60

The Way Forward Report

supervision is a contributing factor. Therefore we need to ensure that all programs that purport to be
training doctors to become specialist GPs are built around the training framework model, demonstrated to
produce successful outcomes and increase patient and trainee safety. The pillars of education, training
support, accreditation, assessment, monitoring and evaluation, remediation and funding are all necessary
and without each of these pillars in place, the programs will not ensure delivery of safe quality care and
produce a trained medical workforce. This year we have seen the Commonwealth has announced the
commencement of two Fellowship Programs, with multiple training streams: The ACRRM Fellowship
Program (AGPT, RVTS and ACRRM Independent Pathway) and the RACGP Fellowship Program (AGPT, RVTS
and the RACGP Practice Experience Pathway) as well as the emergence of a new approved 3GA program:
More Doctors for Rural Australia (MDRAP).
The key features of each of the training streams is outlined in the General Practice Fellowship Program
Placement Guidelines The table below summarises the key features of each of the training streams
available under the GP Fellowship Programs:
Fellowship
Program
Suited to

Training
Timeframes

Training
Organisation

AGPT

RVTS

PEP

IP

Recent medical
graduates and
experienced nonvocationally
recognised doctors

Graduates and
experienced nonvocationally
recognised doctors,
who have enough
experience to cope
with remote clinical
supervision and
who work in
remote areas or
Aboriginal Medical
Services
4 years FTE*
(FACRRM)
3 years FTE*
(FRACGP)
RVTS accredited by
ACRRM and RACGP

Experienced nonvocationally
recognised doctors
who prefer selfdirected learning

Experienced nonvocationally
recognised doctors
who prefer selfdirected learning

18 – 30 months FTE

4 years FTE*

RTOs† and RVTS in
partnership with
RACGP
Regional, rural and
remote facilities

ACRRM

4 years FTE*
(FACRRM)
3 years FTE*
(FRACGP)
RTOs† accredited by
ACRRM and RACGP

Location
restrictions

Metropolitan,
regional, rural and
remote facilities

Live and work in
rural or remote
community, or work
in an Aboriginal
Medical Service

Practice
Placement

RTOs† will facilitate
placements based
on preferred
location/s

Must already be
employed as a GP in
a rural or remote
location or in an
Aboriginal
Community

Must already be
employed as a GP in
a general practice
or have a job offer
with a general
practice

Rural and remote
facilities with a
possibility of some
skills training in
metropolitan or
regional locations
Must be in an
accredited teaching
post within three
months
commencing
training
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Number of
places
available per
year

Up to 1500

Application
process

Apply to ACRRM
and/or RACGP for a
specific region
Complete the
ACRRM and/or the
RACGP selection
process
Accepted by an
RTO†
Commence training
Training is fully
Commonwealth
funded
Assessment fees
are self-funded

Fees

Further
information
* FTE
**FSP
†RTOs
Note:

AGPT

Controlled Health
Service (ACCHS).
22 Remote Stream
places
10 Aboriginal
Community
Controlled Health
Service places
Apply to RVTS
Selection by RVTS
Enrol with either
ACRRM and/or
RACGP
Commence training

Training is
Commonwealth
funded, some selffunding may be
required
Assessment fees
are self-funded
RVTS

Demand based

Demand based

Apply to RACGP
Pass the PEP
entrance
assessment
See College website
for further
information

Apply to ACRRM
Complete the
ACRRM Selection
process
See College website
for further
information

Training is partially
Commonwealth
funded if eligible
under the Non-VR
FSP**
Assessment fees
are self-funded
PEP

Training is partially
Commonwealth
funded if eligible
under the Non-VR
(FSP)**
Assessment fees
are self-funded
IP

Full-Time Equivalent
Non-VR Fellowship Support Program
Regional Training Organisations
Dual GP Fellowship - Registrars who elect to train in the AGPT program can train towards Fellowships of both colleges in
the same training region on the same pathway and complete the training concurrently. Contact your RTO for more
information or visit the college websites.

There are anomalies between the programs, particularly in terms of accreditation of placements and
supervision, as can be seen when looking at Practice Placement for example. If we want to provide our
Australian communities with assurance that the GP workforce is trained or in the process of being trained
properly, we need to ensure that we are providing appropriate training when, where and to whom it is
needed.
What is needed is a systems-based approach in terms of building a sustainable healthcare system for
Australia. This report has highlighted the quiet achievers and pockets of potential, like the AGPT and its
training infrastructure. The following principles, outlined by the Ministerial Review Group in 1998, as
essential to a future system of GP education, remain relevant today:
1.

At the national level, effective strategic planning to ensure integration and promote collaboration
in determining future directions. Now, more than ever, we need our strategic planning to be
based on accurate and predictive data that is accessible to all key organisations involved in
planning.

2.

At the local level, practical service delivery solutions that meet the needs of the Australian
community and are consistent with national standards. Programs such as AGPT and the
regionalised training infrastructure has demonstrated success in terms of delivery of outcomes in
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GP education and training. The next stage of evolution in terms of education and training needs to
focus on how well these training outcomes are matched by better health outcomes of the
Australian community and how sustained are the improvements longitudinally.
3.

Learning processes that incorporate best practice approaches to education and provide continuity
of experience in a general practice setting. The regionalised training infrastructure has potential to
be utilised, integrating prevocational through to vocational training, based in general practice and
community settings. This needs to be systematically planned, not as an ‘add on’ to hospital based
training but as a education and training system for all doctors in terms of generalist training. The
regionalised training infrastructure that currently delivers AGPT has potential for use with other
medical specialties, wishing to provide their trainees with a true generalist experience.

4.

A systematic response to building practical supports for rural training and location. Not all rural is
rural and the ongoing success of the AGPT program has meant that many larger regional centres
are ‘well doctored’ by their medical workforce. At the same time, outer metropolitan areas in
some of the larger capital cities face medical workforce shortages which will only grow worse,
with population growth. We need to continue our focus on addressing the medical workforce
shortages, wherever they are, and ensure that our efforts are targeted properly, where attention
is needed to address health care inequities.

5.

A comprehensive approach to teaching new and prospective practitioners how to meet the health
needs of Indigenous Australians. A strong focus on Indigenous Health Training in AGPT (and
PGPPP) has been successful in progressively increasing the number of IHT placements, enabling
greater number of trainees to have experience in IHT as well as increase the number of doctors
available to work in Aboriginal Medical Services and Aboriginal Community Controlled Health
Organisations. The 2013-14 GPET annual budget demonstrated the increased growth in terms of
registrars and junior doctors undertaking training in accredited Medical Services and this work has
continued by the RTOs post cessation of GPET.

1.

Improvements in the organisation and management of vocational training. We now need to focus
on how we can improve the governance of the management of vocational training. The
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regionalised training infrastructure as set up for AGPT is working well but the governance needs to
ensure that all those interested and involved in GP education and training are working together on
collaborative and integrated approaches. There is a danger as the two medical colleges assume
greater responsibility in GP training that we may move away from an integrated model of
governance. It may be timely to revisit the National Council for GP education and training model,
with clearly articulated goals and aims.
2.

Funding mechanisms that adequately reflect the move to community based education. We have
demonstrated that dedicated funding to build and then deliver via a regonalised training
infrastructure is effective and over time becomes more efficient.

The problems identified as impetus for the 1998 Ministerial Review including the need for a well
functioning rural workforce, the lack of continuity in GP education from undergraduate through to
continuing education and the changing profile of GPs remain current today. And the concerns raised in the
Review, in connection to the right medical workforce to address the needs of an ageing population, with
increased prevalence of chronic illness and the poor health status of Indigenous Australians, remain major
concerns today. We still have work today, work that needs to be done together, with a shared set of goals
and a short, medium and long term plan.
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Appendix 1. Timeline of Changes in
Medical Training and Workforce in
Australia
Timeline in Medical Workforce and Medical Training Initiatives
1973

Release of Karmel
70

Report recommended

Number of Australian medical graduates rose from 851 in
1970 to 1278 in 1980.

an increase in
undergraduate places

NB. There are now 19 medical schools in Australia
compared to 10 in 2003.

1974

RACGP Family Medicine
Program commences

1984

Establishment of

Universal public health insurance

Medicare
1985

Australian Medical

Accreditation of Australian medical schools (and

Council established

specialist medical colleges) by a local independent body
as opposed to oversight from the General Medical
Council of United Kingdom

1988

The Doherty Report

Linked medical education to health service delivery71

1989

Commonwealth

Vocational register enables recognition of general

establishes vocational

practice as a discipline. Between 1989-1995 medical

register for general

practitioners already practising in general practice (who

practitioners

met eligibility criteria) could apply to be grandfathered

Rise in number of OTDs

893 OTDs entered on temporary contracts in 1993-4; 2224

entering Australia on

in 1998-9; 2691 in 2017-1872

1990s

temporary contracts
1993

Rural Undergraduate

Aimed to promote rural general practice as a career.

Support and

Funding provided to universities for rural placements, to

Coordination Program

establish rural health clubs and increase level of rural

(RUSC) established

health teaching in Australian medical schools

70

Karmel Report. Available at: http://dehanz.net.au/entries/karmel-report-schools-australia/
Doherty Report released. Parliamentary Info. Available at:
https://parlinfo.aph.gov.au/parlInfo/search/display/display.w3p;query=Id:%22media/pressrel/HPR05004022%22
72 Medical Education Training (MET) 3rd Report Tables. Table 5.1 Major Classes of primary visa granted to medical
practitioners. Available at: https://hwd.health.gov.au/met.html
71
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1995

1996

Controls on allocation

2006 Upper limit on caps on number of medical places

of Commonwealth

increased. 605 additional CSPs announced

Supported Places

$46 million in capital funding allocated to Deakin and

(CSPs) announced and

Monash universities; $26 million for New England,

implemented in 1996

Queensland and James Cook universities

Changes to Health

19AA-any doctor who was fully registered as a medical

Insurance Act- Medicare

practitioner after 1996 could not have an unrestricted

Provider Number

Medicare provider number until completion of specialist

legislation

training or doing an approved placement on s3GA
program.
19AB-restricts OTDs access to Medicare benefits (for 10
years) unless working in a DWS
19AA-OTDs who are permanent residents and yet to gain
specialist college qualification are eligible to work under
s3GA programs

1996

1996-7 Budget-General

John Flynn Placement Program established

Practice Strategy
1996-97

First 7 University

Aimed to improve access by rural and remote

Departments of Rural

communities by:

Health established73

- establishing strategic partnerships with multidisciplinary education and training centres in rural and
remote settings;
-encouraging rotations of undergraduate and
postgraduate trainees in range of disciplines;
-equipping health professionals in preventative medicine
and with a cultural awareness of Aboriginal and Torres
Strait Islander issues

1997-98

Rural Retention

Aimed to address shortage of practitioners in rural areas

program- GP retention
grants for rural
workforce
1998

Ministerial Review into
GP Training- The Way
Forward Report

1998

73

Rural Locum Relief

Administered by Rural Workforce Agencies and allows

Program introduced

doctors not otherwise eligible to access the MBS to have

Chalmers E, Pashen D, Lyle D. Establishing University Departments of Rural Health. 5th National Rural Health
Conference Adelaide 14-17th March 1999. Available at: https://www.ruralhealth.org.au/PAPERS/5_unidep.pdf
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temporary access when providing services through
approved placements in rural areas.
1999

Healthy Horizons. A

Based on a progress report submitted to the Australian

framework for

Health Ministers’ Advisory Council in 2002, the original

Improving the Health of

framework was revised in 2003-Healthy Horizons:

Rural, Regional and

Outlook 2003-0774

Remote Australians

The framework set seven goals to improve health

report released

services, the health workforce and research in rural,
regional and remote areas

1999

Approved Medical

Aimed to expand the pool of available medical

Deputising Service

practitioners who may work for after hours deputising

(AMDS) program

services. Allows otherwise ineligible medical

established

practitioners to access MBS if they work for an approved
medical deputising service

2000-01

Australian Health

$162 million package announced as part of 2000-01

Workforce Advisory

Budget’s Regional Health Strategy- More Doctors, Better

Committee established

Services

under AHMAC

-Establishment of the Rural Australia Medical
Undergraduate Scholarship (RAMUS) Scheme
-Medical Rural Bonded Scholarship (MRBS) Scheme
-HECS Reimbursement Scheme

2001

Health Insurance Act

Rural and Remote Area Medical Practitioners Bill 2000.

amendments

Additional 100 medical school places per year through
MRBS75.

2001

General Practice

Australian General Practice Training Program (AGPT)

Education and Training

commences

Ltd (GPET) established

Regionalised geographic boundaries established for GP
training and Regional Training Providers commence
operation 2002.

2003

A Fairer Medicare

A Fairer Medicare budget package provided for
-242 new medical school places, bonded to areas of
workforce shortage

74

Healthy horizons: Outlook 2003-2007. A joint development of the Australian’s Health Ministers’ Advisory Council’s
National Rural Health Policy Sub-committee and the National Rural Health Alliance for the Australian Health
Minister’s Conference. Available at: https://www.ruralhealth.org.au/sites/default/files/healthyhorizons/healthy%20horizons%20outlook%202003-2007.pdf
75 Health Insurance Amendment (Rural and Remote Area Medical Practitioners) Bill 2000. Available at:
https://www.legislation.gov.au/Details/C2004B00768/Explanatory%20Memorandum/Text
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-150 new GP Registrar training places
-funding for 457 FTE practice nurses
2004

2004

National Health

Recommended Australian workforce planning be

Workforce Strategic

focused on national self-sufficiency

Framework76

Endorsed by COAG 2006

Medicare Plus

MedicarePlus Other Medical Practitioners (MOMPs)
Program-Provides access to A1 Medicare rebates
provided by pre 1996 non vocationally registered medical
practitioners who provide services in an area of
workforce shortage. MOMPs program will ceased in
2023.

Introduction of short term clinical placements for junior
medical practitioners in outer metropolitan, regional and
rural/remote areas
2004

Rural Health Strategy

Provided $830.2 million over four years for package of

2004-05 Budget

health and aged care services and workforce measures
-Bonded Medical Places (BMP) Scheme
-The Prevocational General Practice Placements Program

2005

Productivity

Recommends COAG consider whether the self-

Commission’s Review

sufficiency principle to ensure that it is not unduly

“Australia’s Health

restrictive.

Workforce” published77
Key package of health workforce reforms announced as
a result of this report
2005

The ROMA Agreement78

Agreement to develop and sustain an integrated service
and training program to form a career pathway supplying
the rural generalist workforce

2006

2006-07 Budget

More than $2.9 billion dollars for

announces the

-incentive payments to encourage bulk billing of

Strengthening Medicare

concession holders and children

package

-introduction of Medicare Safety Net

76

National Health Workforce Strategic Framework. Australian Health Ministers’ Conference. Available at:
https://www1.health.gov.au/internet/main/publishing.nsf/Content/C66647AAB9871405CA257BF000209A71/$Fi
le/national_strategic_health_workforce_framework.pdf
77 Australia’s Health Workforce. Productivity Commission Report. 22 December 2005. Available at:
https://www.pc.gov.au/inquiries/completed/health-workforce/report/healthworkforce.pdf
78 The ROMA Agreement. October 2005. Available at: http://ruralgeneralist.qld.gov.au/wpcontent/uploads/2017/07/roma_agree_4dec12.pdf
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-additional medical school places. $120 million to fund
605 new medical places
-additional GP training places
-more placements for prevocational doctors to take part
in PGPPP
-endorsement for increased recruitment of OTDs to
Australia
-Specialist Training Program established to enable
specialist trainees to undertake rotations in regional,
rural and ambulatory settings
-National Health Workforce established to provide advice
and support to Health Workforce Principal Committee,
Australian Health Ministers’ Advisory Council and
Australian Health Ministers’ Conference
2006

2007

Medical Training and

Subcommittee formed to take on role monitoring clinical

Review Panel

training

Queensland Rural

Commences with 30 trainees. Program is evaluated in

Generalist Pathway

2010379and continuation of the program recommended

commences
2008

2008

Audit of Health

Main findings: a persistent workforce shortage in rural

Workforce in Rural and

and regional areas.

Regional Australia

Resources allocated in subsequent budget

COAG 2008 Health and

-$500 million additional funding for undergraduate

Hospital Workforce

clinical training,

reform package

-increase of 605 postgraduate training places including
212 GP places
- establishment of Health Workforce Australia

$175.6 million over four years in capital infrastructure to
expand teaching and training at major regional hospitals
2008

79

National Registration

Aimed to facilitate workforce mobility, improve safety

Scheme for health

and quality and reduce red tape. Registration scheme

professionals and

commenced with the nine professions that were

National Accreditation

currently registered in all jurisdictions

Evaluation and Investigative Study of the Queensland Rural Generalist Program. Queensland Health, Office of Rural
and Remote Health. February 2013. Ernest & Young. Available at: http://ruralgeneralist.qld.gov.au/wpcontent/uploads/2017/07/qrgpeval_rpt_feb13..pdf
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Scheme for health
education and training
2008

National Clinical

Nine recommendations provided which supported COAG

Training Review reports

2008 health workforce reforms

provided to MTRP80
2008

Bradley Review81

Review of higher education- retained cap on medical
places but recommended uncapping nursing and allied
health

2009

Domestic

Universities able to determine number of places offered

undergraduate full fee

to international medical students.

paying places phased

No controls on international student numbers

out
Response to Bradley review also included a demanddriven funding system commenced in 2012 with
exception of medicine
2010

Rural Health Workforce

-General Practice Rural Incentives Program (GPRIP)

Strategy 2009-10

commences

Budget

-Scaling applied to Rural Health Workforce programs
with return of service obligation
Adoption of ASGC- RA classification, replacing RRMA
Pathology and diagnostic imaging workforce training
places and support for rural pathologists

2010

COAG 2008

Health Workforce Australia established

2010

Health reform

Increased specialist and GP training places

2010

Health Practitioner

Establishment of AHPRA and Medical Board of Australia

Regulation National
Law
2011

Knight-Strategic Review

Temporary student visa class easier to obtain

of Student Visa
Program82
2011

COAG

COAG National health reform agreement83

80

National Clinical Training Review. Report to the Medical Training Review Panel Clinical Training Sub-Committee.
February 2008. Medical Deans Australia and New Zealand. Available at:
https://medicaldeans.org.au/md/2018/07/National-Clinical-Training-Review.pdf
81 Review of Australian Higher Education. Final Report. December 2008. Available at:
https://www.mq.edu.au/__data/assets/pdf_file/0013/135310/bradley_review_of_australian_higher_education.
pdf
82 Strategic Review of the Student Visa Program 2011. Australian Government. Available at:
https://www.homeaffairs.gov.au/reports-and-pubs/files/2011-knight-review.pdf
83 National Health Reform Agreement. July 2011. Council of Australian Governments. Available at:
http://www.federalfinancialrelations.gov.au/content/npa/health/_archive/national-agreement.pdf
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Establishment of Local Hospital Networks
Establishment of Medicare Locals
2012

2012

Health Workforce

Contains supply and demand projection results for the

Australia 202584

medical, nursing and midwifery workforce

OTDNET commences

Overseas Trained Doctor National Education and Training
Program (OTDNET) commenced, administered by GPET
and delivered locally by RTPs working in collaboration
with Rural Workforce Agencies

2012 -2016

Rural Community Based

Hume-Murray to the Mountains Intern Program (M2m)

Internship Programs

(2012) ; Gippsland-East Gippsland Community Based

commence

Internship (EGCBI) (2015); Barwon South West-South
West Community Intern program (2015); Grampians Rural
Community Intern program ((2015); London MalleeEchuca Intern Network (2015)

2014

Review of Medicare
Locals

2014

85

PGPPP ceases

Recommends replacing Medicare Locals for Primary
Health Organisations
Funding from cessation of PGPPP used to expand AGPT
training places from 1200 to 1500 per year from 2015

Based on KPMG Review 2012 -cost of PGPPP. Senate
hearing told average cost of each PGPPP placement was
$55000 while average cost of GP Registrar (per year) was
$60000.
2014

Federal Budget:

GPET ceases operation 31 December 2014. Functions of

Rebuilding general

GPET merged into Department of Health

practice training and

New regional training boundaries established

education to deliver

Health Workforce Australia closes

more GPs86

84

Health Workforce 2025. Doctors, Nurses and Midwives. Vol 1 March 2012. Health Workforce Australia.
Review of Medicare Locals. Report to the Minister for Health and Minister for Sport. 4 March 2014. Available at:
https://www1.health.gov.au/internet/main/publishing.nsf/Content/A69978FAABB1225ECA257CD3001810B7/$Fil
e/Review-of-Medicare-Locals-may2014.pdf
86 Portfolio Budget Statements 2014-15. Budget related Paper No.1.10. Health Portfolio. Available at:
https://www.health.gov.au/sites/default/files/health-portfolio-budget-statements-2014-15.pdf
85
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2014

Cairns Consensus

Cairns Consensus Statement outlines the health care

Statement on Rural
Generalist Medicine
2015

issues facing rural communities and the concept of Rural
87

Generalist Medicine

Primary Health

31 PHNs established across Australia replacing Medicare

Networks established

Locals. Responsible for commissioning rather than
providing services.

OTDNET ceases
2015

Regional Training

Regional Training Providers cease operation 31 December

Providers replaced by

2015

Regional Training
Organisations

New Regional Training Organisations commence with
three-year funding agreement on 1 January 2016

2015

Modified Monash

2015-16 Federal Budget announces implementation of

Model (MMM)

new geographical classification system- Modified

introduced to replace

Monash Model 88

ASGC-RA
GP rural incentive programme (GPRIP) modified based
on new geographical classification. System
2016

Integrated Rural

2016-17 Budget89 includes:

Training Pipeline

-implementation of Integrated Rural Training Pipeline

initiative

initiative (part of 2016-16 Mid Year Economic and Fiscal
Outlook). Aimed to help retain medical graduates in rural
areas by better coordinating different stages of training
within regions-establishment of regional training hubs
Expanded support for Rural Health Multidisciplinary
Training (RHMT) Program with three additional UDRH
established
ACRRM Independent Pathway registrars provided with
access to A1 Medicare rebates whilst in training

87

Cairns Consensus Statement on Rural Generalist Medicine. Improved health for rural communities through
accessible, high quality healthcare. Available at : http://www.acrrm.org.au/docs/defaultsource/documents/about-the-college/cairns-consensus-statement-final-3-nov-2014.pdf
88 Budget 2015-16. Portfolio Budget Statements 2015-16. Available at:
https://www.health.gov.au/sites/default/files/health-portfolio-budget-statements-2015-16.pdf
89 Budget 2016-17. Portfolio Budget Statements 2016-17. Available at:
https://www.health.gov.au/sites/default/files/health-portfolio-budget-statements-2016-17.pdf
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2017

National Rural Health

National Rural Health Commissioner established as an

Commissioner

independent statutory office holder under Health

established

Insurance Act 197390
Aim to lead development of a National Rural Generalist
Pathway

2018

2018

2019

The Collingrove

RACGP and ACRRM propose the definition of a Rural

Agreement91

Generalist92 .

National Rural

National Rural Generalist Taskforce Advice on

Generalist Taskforce

Development of National Rural Generalist Pathway

report 93

released.

Stronger Rural Health

$83.3 million for following initiaves

Strategy94

Two new Fellowship Programs that lead to Fellowship:
RACGP Fellowship Program (AGPT, RVTS and PEP) and
ACRRM Fellowship Program(AGPT, RVTS and IP)
Subsidy available to non VR doctors to achieve
Fellowship
Transition of AGPT from Department of Health to RACGP
and ACRRM staged 2019-2021
New 3GA program More Doctors for Rural Australia
Program (MDRAP)
Other 3GA workforce programs phased out to cease by
30 June 2023
Murray-Darling Medical Schools Network established
Tender process for up to 60 medical CSPs every 3 years
using HeaDS UPP data.

90

Statement of Expectations for National Rural Health Commissioner. Available at:
https://www1.health.gov.au/internet/main/publishing.nsf/Content/815AFEED0337CF95CA2581D30076D095/$Fi
le/Statement-of-Expectations-for-the-National-Rural-Health-Commissioner.pdf s
91 The Collingrove Agreement. February 2018. Available at: http://www.acrrm.org.au/rsrc/documents/misc/thecollingrove-agreement.pdf
92

In the Collingrove Agreement RACGP and ACRRM propose that “a Rural Generalist (RG) is a medical practitioner who
is trained to meet the specific current and future health care needs of Australian rural and remote communities, in a
sustainable and cost-effective way, by providing both comprehensive general practice and emergency care, and
required components of other medical specialist care in hospital and community settings as part of a rural healthcare
team” .
93

National Rural Generalist Taskforce Advice to the National Rural Health Commissioner on the Development of the
National Rural Generalist Pathway. December 2018.Available at:
https://www1.health.gov.au/internet/main/publishing.nsf/Content/2922D6D8BBCE122FCA2581D30076D09A/$F
ile/Advice-to-the-National-Rural-Health-Commissioner-on-the-Development-of-the-National-Rural-GeneralistPathway.pdf
94 Rural Health Workforce. A Stronger Rural Health Strategy. Budget Review 2018-19 index. Available at :
https://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/rp/Budg
etReview201819/RuralHealthWorkforce
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New medical school Orange (30 CSP places)
New fee arrangements for non VR doctors working in
MM2-7-80% of Medicare rebate
Junior Doctor Training- Primary Care Stream and Private
Hospital Stream established
-rural bulk billing incentives updated to MMM 2-7
classifications
100 additional training places through AGPT from
January 2021
-number of visas for OTDs capped at 2100 per year from
January 2019
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