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SECTION 1 
Introduction and Recommendations 
This report provides a Country Medical Workforce Strategy from three basic perspectives. 

Firstly, a high level strategic view that identifies the medical workforce needs, opportunities and the 
required response at a Board and government policy level. 

Secondly, a more detailed statewide strategy that will deliver the required operational policy 
settings to respond to regional issues on a “whole of rural” basis. 

Thirdly, a region by region assessment of health needs, workforce models and local solutions to 
these issues that can be addressed by regional leadership and supported by the five agencies 
under the auspice of the Country Medical Workforce Interagency Committee (CMWIC). This will 
include a fully costed Country Medical Education and Training Plan region by region. 

Finally, as requested by the CMWIC, there are a series of recommendations assigning 
responsibility for actions and roles under the Strategy for each of the agencies involved. The 
purpose of these actions is to provide a blueprint of where the Strategy and its associated Plan can 
be implemented in a coordinated manner and with cooperation between the five agencies and 
clear accountabilities rather than competition and blurred lines of authority. 

While an ambitious set of objectives, it is felt that the rural health and medical services are in a 
unique position to take advantage of a set of circumstances that will allow the key agencies to 
make lasting inroads into the shortages and maldistribution of the medical workforce that has 
plagued Western Australia for decades.  

The CMWIC commissioned Healthfix consulting to develop a high-level medical workforce strategy 
for country Western Australia (WA). 

Key agencies involved in the CMWIC include: 

• Rural Health West (Western Australia’s rural workforce agency) 
• The Rural Clinical School of Western Australia 
• WA Country Health Service 
• WA Primary Health Alliance 
• Western Australian General Practice Education and Training Limited (Western Australian 

Regional Training Organisation for GP education and training) 

These five agencies formed the CMWIC led by Mr Jeff Moffet, Chief Executive Officer, WACHS to 
deliver six key functions: 

1 Ensure all bodies are engaged and informed about what is needed to deliver appropriate 
country workforce and service outcomes in both procedural and general medical services.  

2 Identify and describe the workforce and skill mix needed to deliver high quality medical 
services across a variety of settings and models in rural WA. This will be used to inform the 
medical education and training sector so that the appropriate training places and pathways are 
developed and implemented. This includes the Rural Practice Pathway Working Group. 

3 Share information concerning workforce initiatives, workforce planning, current service delivery 
and attraction and retention issues in country WA. 
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4 Support all agencies involved in delivering medical workforce outcomes to be accountable for 
their respective contributions including a set of agreed deliverables for the future rural medical 
workforce. 

5 Ensuring potential rural medical practitioners understand the benefits and attractiveness of 
rural practice from those directly involved in it and ensure the steps needed to reach these rural 
medical roles are unambiguous and well supported. This includes clear communication of the 
medical service models in place in rural practice. 

6 Advocate for and align workforce and related service initiatives to meet the needs of country 
communities and patients including evolving digital and innovative service and business 
models.  

Proposed Country Medical Workforce Strategy 
It is important to provide a clear context for the proposed Country Medical Workforce Strategy.  

The proposed Strategy has a strong focus on educating and training doctors in rural centres and 
taking the opportunity to provide a clear rural pathway for the additional medical graduates from 
2022.  

This will become the vehicle for reducing reliance on overseas recruitment and to address the 
maldistribution of doctors across country WA.  

The current shortages and maldistribution has created a mismatch between the health needs of 
our country communities and local access to medical services. 

This Strategy does not replace existing approaches and options already in use in country WA. 
Indeed the continued recruitment of doctors from overseas to highly specialised positions and to 
areas where local graduates will not practice will still be needed. 

There will also still be a need to use visiting specialist services on a fly-in/fly-out or drive-in/drive-
out services for those specialties where having a full time or resident practitioner is not possible or 
warranted. In fact the visiting services are a logical option in many locations and Perth is a natural 
transport hub for country WA. 

An increased focus on the use of technology to augment medical services is also strongly 
recommended and this has already proven to be a successful approach in areas such as the 
Emergency Telehealth Service and the growth in telehealth outpatient appointments. Further use 
of technology for increasing the reach of general practitioners into small and remote communities 
with funded telehealth consultations is an obvious next step. 

The strategy emphasises that the development of a training pathway to rural practice in WA should 
not be exclusive to any particular medical discipline or College nor does it advocate for a single 
pathway from medical school to rural practice nor provide for any new doctor titles or roles.  

However, the Strategy strongly advocates for clarity and commitment to a shared care model and 
designing the training to ensure all medical practitioners understand the shared care model in the 
rural context. It expects the training to be geared to the local health needs. 

The approach proposed in the Strategy offers growth in junior doctor places in rural centres for 
those students and graduates who are committed to a future in rural practice. It makes it easier for 
these doctors to navigate the required education and training in regional areas without locking 
them into a future position.  
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At the same time, the strategy offers options for trainees who may be uncommitted or unsure about 
their future career by providing them with placements and rotations to expose them to the benefits 
of a rural career. 

Strategy 1.  Country to grow its own medical workforce using high 
quality education and training experiences geared for rural needs and 
rural practice in accordance with the proposed Country Medical 
Education and Training Plan 
• Clinical placements for medical students to be increased and matched with the growth in new 

graduates. 
• Select and/or employ and increase interns and junior doctors in rural centres, to match the 

growth in graduates. 
• Grow prevocational placements across community settings, funded by the Commonwealth 

Primary Care Stream. 
• Grow Advanced Rural Skills Posts to match community health needs and growth in junior 

doctors. 
• Grow GP Training Posts to match growth in junior doctors. 
• Grow specialist training opportunities including general surgery and general physician training. 
• Jointly promote the WA rural generalist program and mentor students and junior doctors. 

This Strategy is all about ensuring that a medical education and training capacity is built in country 
WA to take advantage of the growth in graduates.  

The design of the medical education and training will be based on health needs and where 
shortages currently exist. For the students and trainees, the design of the medical education will be 
high quality, easy to navigate, remain in rural centres and be clearly distinguishable from 
metropolitan-based options.  

A detailed Country Medical Education and Training Plan and associated costing is described in 
Section 5. 

Strategy 2.  Clear commitment to define and promote rural medical 
service models 
• Define medical service models, including the shared care model. 
• Maintain procedural medical workforce matched with projected hospital activity. 
• Lift GP coverage to the national average for each region.   
• Explore alternative service models for the North West and Wheatbelt. 

The purpose of this Strategy is to ensure that the shortage and maldistribution of general 
practitioners is addressed and there is a clear commitment for medical models for which doctors 
are trained. It also recognises the importance of considering alternative service models for the 
North West and Wheatbelt. 

Strategy 3.  Set policies to support a healthy and effective medical 
workforce for WA communities 
• Cease overseas recruitment of general practitioners who are without vocational recognition and 

are not in a training program. 
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• Aim to halve annual international recruitment by 2026 by a commensurate increase in locally 
trained graduates. 

• Develop early warning systems to identify when workforce intervention is needed. 
• Establish health professionals networks and explore use of teaching practices in key workforce 

hotspots. 

The annual international intake of doctors, while not eliminated altogether, should be reduced in 
the face of increased local medical education and training. This Strategy also seeks to find ways of 
identifying workforce issues early and supporting and nurturing integration and training capacity 
within general practice, general surgery and general physician training. 

Strategy 4.  Implement regionally focused innovations and technology 
solutions 
• Implement solutions for remote service provision (MBS telehealth) and remote supervision of 

trainees (Remote Vocational Training Scheme model). Share data to enhance productivity and 
health/patient outcomes (Aboriginal Medical Service/general practice/hospital). 

• Promote the Pilbara model of specialist rotations and promote regional models of 
interdisciplinary training. 

• Share offices and potentially staff between CMWIC members. 

Innovation and the use of technological solutions to some of the medical workforce issues is clearly 
high on the agenda throughout the regions as a means of augmenting the workforce and finding 
ways of increasing productivity and reach.  
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Recommendations 

Recommendation 1 
Implement the package of four Country Medical Workforce Strategies and the associated Country 
Medical Education and Training Plan. The foundation stone of the Strategy will effectively match 
the growth in medical graduates in WA from 2022 and provide internships and further training in 
rural centres, including:  

• Additional ten (10) student training placements (RCSWA) by 2022 growing to 110 in total in 
2028. 

• Additional 20 internships by 2022 (total 50) with a combination of WACHS employed interns 
and interns rotating from metropolitan hospitals growing to 65 in 2028. 

• Additional 12 postgraduate year (PGY) 2+ and five (5) Commonwealth funded community-
based prevocational rotations in 2022 growing to a total of 110 PGY 2+ and 30 community-
based prevocational rotations in 2028. 

• Additional 12 advanced skills training places in 2022 growing to 46 in 2028. 
• Increased general practice training places and general specialist training including surgery and 

internal medicine. 

The cost of the growth in rural based medical education and training needs to be met by the State 
government as part of its obligation to provide the internships and PGY2 and 3 for the increased 
number of medical graduates in WA. The Commonwealth needs to meet the community-based 
prevocational training costs and the cost of increased GP training places. 

Summary Costs 

• Additional 20 interns from 2022 will cost $4,266,000 per annum. 
• Further 5 interns by 2026 will cost $5,333,000 per annum. 
• Further 10 interns by 2028 will cost $7,466,000 per annum. 
• PGY 2 and 3 (36) from 2024 will cost $8,291,000* per annum. 
• PGY 2 and 3 (38) from 2028 will cost $8,742,000* per annum. 

*These costs are reduced due to the use of the Commonwealth funded Rural Primary Care Stream 
in PGY 2 and 3. 

Recommendation 2 
To maintain the level of the procedural workforce over the next ten years and to match the turnover 
rates and predicted growth in hospital procedural activity, additional GP advanced skills procedural 
training places have been included in the Country Medical Education and Training Plan to cater for 
this. 

Dr Tom Bowles, the WACHS surgical lead has also identified the need for GP surgeons to support 
the smaller remote centres of Esperance, Carnarvon, Karratha, Derby, Kununurra and possibly 
Collie and Narrogin. This is supported and is the subject of a separate proposal by him. 

Recommendation 3 
WA Health Department to develop and implement policies supporting a rural preference for 
placement of interns and other junior doctors. 
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Recommendation 4 
Rural Health West to develop an early warning system for identification of medical workforce 
hotspots requiring external intervention. 

Recommendation 5 
The feasibility of establishing a teaching practice in locations where general practice is failing 
should be explored by Rural Health West in collaboration with WAPHA and proposed to 
government as a tool to address general practice hotspots in Western Australia. 

Recommendation 6 
The current interns and Resident Medical Officers on rotation from the metropolitan hospitals 
should be selected and employed by the WACHS Regions as soon as possible. The funds for 
these positions are already with WACHS who recoup from relevant metropolitan hospitals for these 
rotations. All future growth in intern positions, especially those established to support the Curtin 
Medical School graduates should also be accredited and directly employed by WACHS on a three 
years of the contract.  

A number of positions should be preserved as rotations from metropolitan hospitals (as determined 
by WACHS). This provides an opportunity for those undecided about rural practice to experience 
rural practice as part of a rotation. 

Recommendation 7 
Rural Health West to sponsor an event focused on shared care models in rural Western Australia 
and consider promoting membership to rural resident specialists and ensure issues of relevance to 
resident rural specialists and rural general practitioners alike are addressed. This would potentially 
include areas such as recruitment and retention, mentoring and skills maintenance and education 
and training. 

WAGPET has provided support and leadership in the promotion of the shared care model and the 
appropriate training and development of the rural generalist. Responsibility for monitoring and 
promoting the Western Australian Rural Generalist Program needs to be jointly championed by 
WACHS and WAGPET. 

Recommendation 8 
The potential expansion of the Regional Health Professionals Network to other regions was 
positively received and it is proposed that the Goldfields and Pilbara Regions be Rural Health 
West’s next priority. 

Recommendation 9 
With increased numbers of junior doctors into rural hospitals, WAGPET and WACHS need to work 
out a way of coordinating placements between them on a region by region basis. 

Recommendation 10 
WAGPET, RCSWA and Rural Health West to examine locations where they can share offices and 
potentially share staff. 
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Recommendation 11 
RCSWA, WAGPET, WACHS and Rural Health West should jointly develop promotional material 
describing the Western Australian Rural Generalist Program and how each of the agencies 
contributes to a streamlined medical education and training experience. 

Recommendation 12 
The Pilbara model of specialist rotations to be considered by other health regions to provide 
certainty in the provision of key acute care and procedural services. 

Recommendation 13 
Rural general practice and rural hospitals should apply a policy that they will not recruit general 
practitioners who are without vocational recognition and who are not in a training program 
(WACHS and Rural Health West). 

Recommendation 14 
WAPHA to sponsor the redesign of the Primary Health Care models in the Kimberley and Pilbara 
to find a way of ensuring that primary health care reaches those who need it and reduce the 
State’s highest rates of preventable admissions to hospitals through environmental health and 
community development programs. 
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Section 2 
Executive Summary 
The central plank of the Country Medical Workforce Strategy is to use the growth in medical 
graduates starting in 2022 to regionalise medical education and training in rural WA and grow the 
medical workforce needed for the health needs in rural Western Australia, with specific aims to: 

• Lift the level of general practitioner coverage to the equivalent of the national average in each 
of the WA health regions by 2028 by recruiting 111 per annum. 

• Halve the reliance on international recruitment by 2026 (33 to 16) through increased training 
and deployment of local graduates. 

• Maintain the procedural medical workforce commensurate with projected hospital activity and 
promote the WA rural shared care medical model and align the training to shared care roles. 

• WACHS to select and/or employ the interns across country WA and grow the intern places up 
to 50 by 2022 and up to 65 by 2028. 

• Provide a streamlined pathway from student to internship to prevocational training including 
rotations through hospital and community settings (8 in 2018 rising to 30 places by 2028) and 
ultimately to either GP training (65 rural GP training places by 2028) or a rural general 
specialists, such as general surgeons and general physicians (15 into specialty training by 
2025) after PGY3. 

These Strategies should be considered as additional to other medical workforce strategies 
including the recruitment of doctors from the metropolitan area, eastern states and, as a last resort, 
overseas.  

The growth of regionally-based medical education and training, even at its peak in 2028, will only 
represent 14.4 per cent of all interns, but it will provide an important vehicle for those students and 
interns with a means of spending more of their medical education and training in country areas.  

Healthfix consulting was commissioned by the Country Medical Workforce Interagency Committee 
to deliver two key pieces of work for them. 

The first piece of work is the development of a high level Country Medical Workforce Strategy for 
rural WA. This Strategy will be the foundation for further collaborative work amongst the agencies 
involved in the committee and a basis for presentation to governments on what is needed to deliver 
the current and future services across rural WA. 

The Strategy describes the workforce needed into the future and is a pragmatic assessment of 
what is achievable within the current financial and workforce limits over the next five and ten years. 

The second piece of work is to develop a Country Medical Education and Training Plan for rural 
WA. This will involve a clear focus on the education and training requirements needed to supply 
the workforce of the future and to focus on ensuring Australian graduate doctors have a clear and 
supported pathway to rural general practice or specialist practice. This is a timely piece of work as 
more junior doctor placements will be needed with the introduction of the Curtin Medical School, 
with graduates from 2022. 

The Country Medical Education and Training Plan delivers a clear picture of the opportunities for 
the country to strengthen its medical education and training capacity across the State. This will 
include interns, prevocational training including Advanced Rural Skills Training Posts. 
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To deliver on both of these outcomes requires a deep understanding of health needs, medical 
service models and medical workforce challenges on a region by region basis, each regional 
requirement will drive the final Country Medical Workforce Strategy and Country Medical Education 
and Training Plan. 

To achieve this outcome each of the seven WA health regions were visited and consulted and 
specifically asked to: 

• Assist in describing the regional medical service model needed to best serve the regions health 
needs. 

• Help validate the regional workforce data and associated medical workforce trends prepared by 
Healthfix consulting. 

• Describe the future medical service and workforce objectives over the next five and ten years. 
• Identify opportunities for local medical education and training and broader innovation to support 

future service delivery. 

This information was then collated into regional profiles. These regional profiles identified the 
trends in the workforce and the efforts to improve medical coverage across country WA, region by 
region. Section 6 explores these in detail. 

Current source of recruitment of rural general practitioners 
In order to appreciate the current supply of general practitioners into rural WA it is helpful to 
understand where they currently come from each year. 

For example, in 2017 a total of 147 GP’s were recruited into country WA (including Peel). These 
were mainly sourced from: 

• Perth  43 or 29.3 per cent 
• Overseas 33 or 22.4 per cent 
• Interstate  23 or 17.7 per cent 
• Trainees 20 or 13.6 per cent 

While annual international recruitment is gradually falling over time, it continues to be high at 22 
per cent of all new GP recruits. This decreasing trend in international recruitment is a good sign, 
and it is being gradually replaced by Australian trained doctors from Perth and other States as the 
major source of new GP’s.  

However, there will always be a need to recruit some doctors internationally. This is especially the 
case for specific skill requirements and also to fill places where Australian trained doctors will not 
practice.  

International recruits are the only medical practitioners that can be forced to work where they are 
needed by virtue of their visa sponsorship and Federal government Medicare policies. Without this 
avenue of recruitment, Western Australia would have a major medical service crisis. 

Country Medical Workforce Strategy 2019:  Taking advantage of the 
additional medical graduates from 2022 
The previous medical workforce strategy was built around the growth in medical school graduates 
from The University of Notre Dame Australia and the development of a rural practice pathway that 
supported doctors wishing to practice in rural areas, regardless of their discipline or stage of their 
career.  
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When this strategy was initiated it was clear that the country needed doctors of every type and in 
every setting. 

With the establishment of the Curtin Medical School, the opportunity is again being presented to 
consider growing more rural doctors in the places they are needed and with the skills that best 
match the rural health needs and service models. 

The fact that the new medical school was approved to address a doctor shortage in Western 
Australia and particularly in rural and remote areas is an undertaking that rural areas need to 
ensure is delivered.  

This outcome is best achieved by hosting the students and presenting them with opportunities to 
do their internship and subsequent training based in rural Western Australia. 

The State government has committed itself to providing the necessary internships and fulfil its 
industrial commitment to three year employment contracts.  

The regional consultative process and discussions within the WACHS Medical Education Unit has 
confirmed that by 2022 up to 50 interns can be accommodated in rural centres rising up to 65 
interns by 2028. While this capacity is available, its implementation will represent a stretch target 
and has been described by the Director of the Medical Education Unit at WACHS as aspirational. 

Implementation will be dependent on appropriate funding for the positions as described in this 
report and accreditation of the required posts. The dates for growth in intern posts coincides with 
the growth of graduates from the Curtin Medical School. The opportunity to provide junior doctor 
training in rural centres will be missed, if the positions cannot be established by 2022. 

There will be 400 graduates from all medical schools from 2022, an additional 60 on the previous 
year and rising to 450 by 2028. 

The capacity to offer 50 intern places to the 400 graduates in 2022 is a major step, but still 
represents a modest 12.5% of graduates doing their internship in the country. 

The strategy for the country to further grow its own medical workforce will require a very 
collaborative and integrated effort to create a pathway into rural medical practice that is 
streamlined, high quality and easy to navigate.  

It needs to offer competitive advantage over other placements in the metropolitan area by 
demonstrating a high level of clinical content and supervision and support not experienced by 
interns in large metropolitan hospitals where they are often restricted to clerical tasks. The pay 
rates are also a major attraction if well advertised against other States.  

The clinical exposure on offer in the country represents rewarding experiences in various settings 
inside and outside of hospitals including private general practice, Aboriginal Medical Services and 
the RFDS. No metropolitan hospitals offer a similar experience. 

For that reason a strong component of the proposed strategy is Rural Primary Care Stream 
Placements (previously known as the Community Residency Program) in rural areas during PGY2 
and 3. Funding for these placements was announced as part of the Commonwealth budget in 
2018/2019. These are perfectly suited to rural centres where there is very close integration and 
collaboration amongst the service providers. Community residencies are proposed to continue at 8 
participants in 2019 progressively rising annually to 30 by 2028. 

These prevocational placements are designed to provide a positive exposure to general practice 
and predispose junior doctors to a GP training pathway. Consistent with this objective, GP training 
posts and advanced rural skills posts that give junior doctors added skills in areas such as 
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emergency medicine, obstetrics, mental health and Aboriginal health will be established in 
accordance with the relevant College requirements.  

Those who wish to pursue specialist training will also be able to do so within the current range of 
specialist College accredited places, currently 48. 

The GP training posts will grow commensurate with the growth in PGY3 and be focused in areas 
where there is an existing shortage of general practitioners. 

Both the South West and Great Southern have indicated a preparedness to offer additional 
internships and junior doctor training places for rotations where these practitioners will ultimately 
practice in other regions. This will mean junior doctors may rotate from areas such as Geraldton or 
Port Hedland for some of their rotations, especially in emergency, anaesthetics or obstetrics. 

A full description of the interns, PGY2 and 3, Community Residencies and the Advanced Rural 
Skills posts by Region annually to 2028 are outlined in Section 5.  

The costing applied to estimate the funding requirement for the proposed growth in interns (20) 
and PGY2 and 3 in rural WA has been confirmed as an appropriate approach by the WACHS 
finance team.  

The WACHS finance team also confirmed that the current cost of interns and residents on rotation 
from the metropolitan hospitals are recouped by WACHS to the Metropolitan hospitals. This means 
no additional costs will be incurred by the health system should WACHS select and employ these 
current interns and PGY2 and 3 into the future. 

Medical service models 
The proposed growth in medical education and training presupposes that the current model of 
shared care, involving general practitioners as the backbone of both community and acute 
services, either as District Medical Officers (DMO) or as contracted private practitioners, will 
continue.  

This model is attractive to general practitioners by offering a wider scope of practice and a team 
based clinical environment. As such, it encourages more GP’s to undertake rural based training.  

This is already a topical issue amongst students and trainees who want to be sure that if they train 
in a GP procedural role then there will be a job at the end of their training commitment. 

As a consequence, the strategy includes a clearly stated commitment to the shared care model 
and also opportunities for specialists and rural general practitioners to further define and describe 
the model and its importance to high quality health care in the country. 

While the significant growth in medical education and training places is the centre piece of the 
Country Medical Workforce Strategy, it is complemented by other policy settings that are designed 
to halve the annual reliance on overseas recruitment and pursue a target of GP to population ratio 
equal to the national average.  

These two targets can be pursued concurrently, potentially providing equitable access to the 
general practitioner services by 2028 providing they have the support of the Commonwealth and 
State governments. 

The proposed Country Medical Workforce Strategy has a strong general practice focus recognising 
that the largest medical workforce gap in country WA are general practitioners with emergency 
medicine skills. 
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Unfortunately, simply adding additional general practitioners may not be the only response 
required for the Kimberley and Pilbara, in light of the health needs in these regions.  

It became increasingly obvious during the course of the regional consultative process that the 
current medical service models in the Kimberley and the Pilbara simply do not respond to local 
health issues and there has been very little progress in addressing the basic causes of ill health 
and the burden of preventable disease, particularly in the remote communities. 

While this has been well known for many years it has been passed between State and 
Commonwealth governments with little resolution.  

Medicare has clearly failed in these circumstances and the provision of general practitioner 
services from the State’s hospitals is not a substitute for basic primary health care, environmental 
health and community development.  

A traditional Medicare funded general practice service assumes a basic level of health literacy and 
basic environmental health management is in place in local communities. This is not always the 
case in remote communities who are exposed to greater health risks than other communities in 
WA. As a result, the primary care service model should ensure these risks and issues are 
addressed. 

Other approaches to develop an alternative service delivery model involving community 
development and a wider primary health care team is needed. 

While the Aboriginal Community Controlled Health sector has a strong presence in these regions 
and offers a potential solution it will require these services to be available to both Aboriginal and 
non-Aboriginal people. 

Specialists 
A statewide assessment of the medical specialist workforce was recently undertaken by the 
Western Australian Department of Health. This indicated that the majority of specialties resident or 
visiting in country WA were in balance and identified that the training pipeline was adequate for the 
States future needs. 

This assessment was confirmed in the regional consultations and in discussion with the relevant 
clinical leads. There are now considerably more specialist anaesthetists and emergency medicine 
specialists available.  

Resident specialists in rural WA has increased by 25% in the last decade and the resident services 
are augmented by visiting services, especially those providing procedural services. 

The strategies adopted by the majority of the health regions has been to ensure they have a core 
group of resident specialists supported by a highly skilled general practice workforce providing the 
bulk of the services in anaesthetics, obstetrics and emergency medicine services. 

A further innovation has been adopted in the Pilbara where a pool of specialists have been 
recruited and rotate through the region alongside a resident specialist. This approach means that 
the specialists rotating through the region are familiar with the services and networks and how the 
region operates. This has been highly successful and ensures a level of stability, while not being 
reliant on a single resident specialist for all services. 

Whilst there is a number of six to twelve month specialty training positions available in rural areas, 
there is little influence from country agencies over the selection or support of these specialist 
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registrars, as this function is undertaken by the relevant specialist Colleges. Indeed the majority of 
these Colleges select their trainees through a national selection process. 

The exception to this is the development of General Physician Training. A medical education 
registrar has been working with WACHS Medical Education Unit to establish a pathway for general 
physician training within WACHS. Under this arrangement it is proposed that WACHS will train one 
general physician per year. In order for this to occur there needs to be an established network with 
a tertiary hospital in Perth. This approach is subject to funding and successful negotiations with the 
metropolitan hospitals. 

In the regional consultative process a number of key specialists were identified as being priorities 
for recruitment. These requirements are identified in the relevant regional profile. Successful 
recruitment of these specialists is not an issue, rather the justification for these additional positions 
and the associated budget that is required before recruitment can commence. 

Technology and innovation 
Apart from developing a medical education and training pathway for more doctors into the country, 
a further option to augment the workforce and to increase its productivity is to focus on using 
technology and innovative approaches to support access and service delivery. 

Key amongst these raised by regions and supported by the CMWIC agencies is: 

• Use of Medicare funded (or equivalent) telehealth for general practice consultations in remote 
areas of the State and in circumstances where no general practice service is present. 

• Link patient level data between Aboriginal Medical Services, GPs and hospitals. 
• Establish a protocol and system to support remote supervision of prevocational doctors and 

registrars in training. This will require careful implementation, evaluation and monitoring. 
• Provide interdisciplinary training in the regions to support and strengthen team based health 

care. 
• Rethink the models that will address the health issues and priorities in the North West by 

connecting primary health care and environmental health with local community development 
and action. 

Agency roles in delivering a Country Medical Workforce Strategy 
The five agencies involved in the Country Medical Workforce Interagency Committee have asked 
that in the development of the Country Medical Workforce Strategy and the associated Country 
Medical Education and Training Plan, that consideration be given to making clear the respective 
roles and responsibilities of the agencies. 

To that end, Section 4 of the report describes a range of key actions required to support the 
strategy and assigns them to specific parties to lead and deliver.  

A summary of the key roles and responsibilities of the agencies under the proposed strategy is as 
follows: 

WA Country Health Service 

• Select and/or employ all interns in accordance with the proposed program. 
• Accredit and grow intern places to match the increased medical school graduates from 2022. 
• Provide three year contracts for the interns into PGY2 and 3 and provide prevocational 

rotations into general practice settings, including Aboriginal Medical Services, private general 
practice and RFDS during PGY3. 
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• Deliver high quality, fully accredited education and training experiences geared for rural needs 
and rural practice. 

• Provide additional Advanced Rural Skills posts as recommended. 
• Cease any recruitment of non-vocationally recognised general practitioners unless in training. 
• Confirm the shared care model as the preferred model of medical service in rural WA. 
• Provide emergency medicine skills training for rural GP registrars, where possible. 
• Bunbury to consider including a medical education and training centre in its future capital plans. 

Western Australian General Practice Education and Training Ltd 

• Grow GP training places coordinated with the growth in PGY2 and 3 in WACHS hospitals. 
• Provide rotations for all PGY2 and 3 to undertake prevocational placements in rural practice in 

their town/city. 
• Provide the supervision and accreditation of the rural placements. 
• Priority placements to be offered to PGY2 and 3 in training in rural centres. 
• Design alternative remote supervision options for registrars and Community Residency 

placements. 
• Focus on providing GP’s with emergency medicine skills and specific programs for Aboriginal 

health, mental health, and alcohol and drug programs. Investigate and agree other advanced 
skills acquisitions required, consistent with local health issues and needs. 

• WAGPET needs to strengthen its rural presence and work with other agencies to share 
accommodation, overheads and potentially staff. This will allow a closer and more integrated 
approach to prevocational and GP training and the required Advanced Skills Posts.  

The Rural Clinical School of Western Australia 

• Ensure student placements into rural centres is maximised. 
• Advocate for university medical schools to target and support students from the Pilbara, 

Kimberley and Goldfields as regions with the highest demand. 
• Grow student placements and focus on ensuring all of the Curtin Medical Student cohort is 

accommodated for student rotations. 
• Work with Curtin University on developing an appropriate footprint in Kalgoorlie. 
• Formalise arrangements to identify, mentor and promote future rural doctors from amongst the 

student cohort. Provide career advice on rural education and training options. 
• Participate in the identification of further training opportunities at a regional level. 
• Provide advocacy, support and career mapping for junior doctors. 

Rural Health West 
• Host and sponsor Health Professional Network structures into each of the regions with 

Kalgoorlie, Port Hedland and Karratha as priorities. 
• Cease any recruitment of non-vocationally recognised doctors unless in training. 
• Undertake feasibility study (with WAPHA) into establishing teaching practices in Kalgoorlie and 

Karratha/Port Hedland where the highest concentration of non-vocationally registered doctors 
and the lowest level of training is occurring.  

• Develop an early warning system on emerging medical workforce issues likely to impact 
service delivery and report to the CMWIC with proposed intervention. 

• Provide access for rural resident specialists into Rural Health West programs and events. 
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• Sponsor and host a clinical symposium on the shared care model and rural generalism, its 
definition, its benefits to patients and its future in rural WA. 

• Sponsor pursuit of MBS (or equivalent) for telehealth consultations. 
• Rural Health West needs to strengthen its rural presence and work with other agencies to 

share accommodation, overheads and potentially staff. 

WA Primary Health Alliance 

• Sponsor and support actions to establish shared health data between general practice, 
Aboriginal Medical Services and hospitals. 

• Pursue joint commissioning of services with WACHS in the Kimberley and Pilbara to address 
unmet health needs. 

• Sponsor and facilitate the redesign of the Primary Health Care models in the Kimberley and 
Pilbara to find a way of ensuring that primary health care reaches those who need it and 
reduce the degree of preventable admissions to hospitals, which is at its highest in the 
Kimberley and Pilbara. 

Funding requirements 
• Additional 20 interns from 2022 will cost $4,266,000. 
• Further 5 interns by 2026 will cost $5,333,000. 
• Further 10 interns by 2028 will cost $7,466,000. 
• PGY2 and 3 (36) from 2024 will cost $8,291,000. 
• PGY2 and 3 (38) from 2028 will cost $8,742,000*. 

*   These costs are reduced due to the use of the Commonwealth funded Rural Primary Care 
Stream in PGY 2 and 3. 

Total State government funds additional interns and PGY2 and 3. These costs will be incurred with 
the increase in graduates from 2022 regardless of where the interns are posted, except they will 
incur additional costs in the metropolitan area in PGY2 and 3 as the metropolitan hospitals do not 
have access to the Commonwealth funded Rural Primary Care Stream. 

• Rural Primary Care Stream (19) from 2024 will cost $3,909,000. 
• Rural Primary Care Stream (30) from 2028 will cost $5,953,000. 

The Commonwealth have announced support for the Rural Primary Care Stream in 2018/19 
Budget that can be offered to PGY2 and 3 as rotations into general practice. The detail is yet to be 
released, but WA should advocate to ensure the identified positions can be funded. 

In addition, the Commonwealth has asked the National Rural Health Commissioner to consider 
designing a National Rural Generalist Pathway for future rural generalists (however defined).  

So far his work seems to be focused on designing the Queensland model involving six years of 
training after selection from medical school and the development of a new specialty with a 
protected title and a new industrial award set nationally. It will be important that Western Australia 
clearly conveys its needs and support required for the accelerated growth in the Primary Care 
Stream as our main priority. WA already pays a premium for advanced skills amongst its general 
practitioners through both salaries and through the Western Australian Government’s Medical 
Service Scheme for private medical contractors. 
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The needs in Western Australia and the design of the proposed Country Medical Education and 
Training Plan calls for a steep increase in internships in rural centres in WA and a clear 
subsequent three year training program leading to job ready rural general practitioners with the 
skills needed for our communities. 
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SECTION 3 
High Level Country Medical Workforce Strategy 

Purpose 
The purpose of the high level Country Medical Workforce Strategy is to provide the foundation for 
further collaborative work amongst the agencies involved in the Country Medical Workforce 
Interagency Committee. This will form the basis for presentation to governments on what is needed 
to deliver current and future medical services across country WA. 

The strategy will include a description of the future actions needed to maintain and improve access 
to medical services, regardless of location. This will include recruitment; education and training; 
and use of technology and innovation to augment the medical workforce and provide opportunities 
for increased productivity.  

The strategy recommends specific agencies to undertake carriage of actions proposed so that the 
effort required to deliver improved medical services is well coordinated. 

What is required of the Country Medical Workforce Strategy? 
Any high level Country Medical Workforce Strategy in WA needs to be capable of responding to 
two main key drivers.  

First, it must be based on delivering medical services in response to the various health needs and 
health risks encountered in rural and remote areas of the State.  

Rural communities have differing health status and health risks and therefore need differing skill 
sets from their medical practitioners.  

For example, remote Aboriginal communities have vastly different health outcomes, health risks 
and access to medical services than traditional farming communities or mining communities. 

The second issue impacting on the strategy is that different medical service models need to be in 
place to be viable and attract and retain doctors. 

The best example of this is the lack of private medical practitioners in remote areas delivering 
normal fee-for-service medicine using Medicare as the primary funding source. This model simply 
does not work in these environments.  

Across Western Australia most of the current medical service models are a pragmatic solution to 
ensuring viability of the medical service and to achieve economies of scale. Even in our larger rural 
communities we have a blended model of service where highly skilled community based GP’s 
provide many hospital procedural services in a shared care arrangement with a specialist.  

Both of these issues mean that there is no one medical service model that can be standardised 
across rural Western Australia.  

Instead, the Country Medical Workforce Strategy must be deeply embedded into regional health 
needs and models and also it must provide an aggregated policy response to the prevailing and 
priority issues. 
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The Country Medical Workforce Strategy will need to respond to the overall medical supply 
environment and seek to align it with the identified medical workforce needs across public, private, 
hospital, community, general and specialist medical services.   

The strategy must be guided by key principles and build on the work that has already been 
undertaken. 

To this end, understanding our history in respect to the rural medical workforce is useful to ensure 
we do not repeat the mistakes of the past, but build on the knowledge, understanding and 
experience that has been developed in Western Australia. At the same time the medical workforce 
strategy is an opportunity to reconsider the current approach.  

While it may have served us well in the past it may be time to revise and adjust our approach. 

This is especially important given the almost ten years lead time involved in educating and training 
our future medical workforce. Medical students and junior doctors undertaking this lengthy 
education and training pathway need certainty in the future service models and an understanding 
of the areas where they are needed most by our rural communities. We need to be clear and 
consistent in our commitment to the strategy and their future. 

The current Medical Workforce Strategy 
While not thought of as a strategy, the objectives established back in 2007 have been the 
prevailing medical workforce strategy for rural Western Australia.  

In 2007, a group of agencies involved in rural medical workforce support, WACHS, WAGPET, 
Rural Health West, WAPHA, RCSWA as well as the AMAWA, Rural Doctor Association of Western 
Australia and the GP Colleges decided to jointly pursue five key actions to strengthen the rural 
medical workforce as follows: 

1 Establish WACHS as a primary employing service to allow it to employ and train its own 
workforce 
The WACHS needed to be able to directly employ its junior doctors, otherwise they were all 
employed by metropolitan services and their placement was at the discretion of the 
metropolitan hospitals. This was achieved in 2016, after several efforts to convince the Post 
Graduate Medical Council of Western Australia (PMCWA) that WACHS had the capacity to 
offer good quality medical education and training experiences. 

2 Increase training positions for interns and junior doctors employed by WACHS 
Intern and junior doctor positions were increased from 29 in 2007 to 118 in 2018 or well over 
300%. This has started to close a large gap where students could gain exposure to rural health 
in their medical undergraduate years through RCSWA but needed to remain in Perth for their 
intern year and most of their junior doctor rotations.  
This was an important investment to provide the ability for junior doctors to receive their 
internship and subsequent training in rural areas, employed by WACHS. The posts have been 
popular and well supported by doctors in the regions.  

3 Develop more Specialist Training posts 
There were about seven specialist registrars under training in rural areas in 2007. There are 
now 48 specialist registrar training posts in rural centres. This is a program providing an 
opportunity for WACHS to seek specialist College trainees to be trained in rural areas.  
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4 Increase rural general practice training places 
With the removal of responsibility for national GP training from the RACGP and ACRRM by the 
Commonwealth in 2002 and transfer to General Practice Education and Training (GPET), 
WAGPET have pursued an objective to significantly increase rural based GP training.   
In 2007, there were 54 GP training places in rural areas and there are now 153 GP training 
positions in rural WA, an increase of 183%.  

5 Establish a medical education and training capability within WACHS 
Since 2007, WACHS has introduced a Medical Education Unit to support the medical 
education and training effort across country WA. This includes medical educators and 
supervisors in each of the country regions and supported by a central unit. This medical 
education and training framework is designed to ensure excellent training is available and that 
trainees are well supported and have a good experience.  WACHS is now well placed to 
support a further increase in trainees. 

These five key actions have now established the means by which the WACHS can directly engage 
in the education and training of the future rural medical workforce through the employment of 
interns and training of junior doctors in their prevocational years. It does this alongside other key 
medical education and training agencies, most particularly WAGPET as WA’s major GP training 
provider. 

While there have been many different factors influencing the changes to the rural medical 
workforce a large part of the success can be attributed to the collective work of WACHS, Rural 
Health West, WAGPET, RCSWA and more recently WAPHA, under the auspice of the Rural 
Practice Pathway.  

The following Table 1 describes the changes in key medical workforce indicators to demonstrate 
the steady growth in the rural medical workforce, due at least in part, to these initiatives over time. 

Table 1 

 2008 2017 Change 

General practitioners 
Including procedural GPs 

464 
192 

659 
190 

42% 
1% 

GP registrar 43 121 181% 

Resident specialist 111 145 31% 

Specialist registrar in training* 7 48  

Junior doctor (intern and RMO) 29 118 303% 

Salaried doctor+  131  

Medical Administrator 10 18 80% 

Total medical practitioners excluding 
Peel 

657 1,240 88% 

Turnover rate GP per annum 15.4% 13.2%  
*   The data for the number of specialist registrars in training was drawn from WACHS and 
confirmed by the regions. The Medical Education Unit advises that there is poor capture of the 
number of places between registrars in training and those in service posts that can be quickly 
converted, this number needs to be treated with caution. 
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Key remaining medical workforce issues 
While some headway has been made into addressing the current medical workforce issues, the 
future Country Medical Workforce Strategy needs to have at its core a principal of “growing its own 
medical workforce” in order meet its medical workforce needs and medical service models into the 
future. 

This medical workforce supplies many agencies including WACHS hospitals, Aboriginal Medical 
Services, RFDS, general practice and specialist practice. This means it must be broadly based and 
highly geared to the health needs of the community. 

While there has been concerted effort to address the rural medical workforce issues, there remains 
a major level of disadvantage for rural and remote communities in their access to doctors. This is 
demonstrated on almost every workforce measure, including: 

• The lowest level of GP’s per capita compared to every other State. 
• The lowest level of Medicare per capita compared to every other State (valued at $400M). 
• The heaviest reliance on overseas recruitment of any State. 
• Amongst the lowest levels of bulk billing. 
• The most expensive salaried medical workforce. 

Despite the combined efforts of the five agencies and the growth in the number of doctors in rural 
areas outweighing population growth, there is still a major shortage and maldistribution, particularly 
GP’s, and this has meant that a number of key medical workforce challenges continue.  

The shortage of doctors has also been assessed on the basis of lower levels of access to 
Medicare. On a per capita basis, if WA had the Australian average number of doctors per capita it 
would have a further $400M per annum in Medicare outlays. This is effectively $400M less for 
primary health care in WA compared to the national average. For rural areas this equates to 
approximately $100M per annum. 

The key challenges for the country into the future are: 

1 Major mal-distribution between metropolitan and country areas and increasingly 
between northern and southern country areas 
While a significant increase in doctor numbers has been achieved for the country over ten 
years, the major beneficiaries have been the Great Southern and South West Regions. This 
has occurred to the extent that while we have a clear mal-distribution between metropolitan 
and country regions we also have an emerging maldistribution within the country itself. 

2 Annual rates of 22 per cent international recruitment are falling but remain too high 
The country medical workforce remains heavily reliant on the annual recruitment of 
international medical graduates (IMGs) to maintain its services. This is especially the case for 
specific skill requirements and also to fill places that Australian trained doctors will not practice 
in.  

International recruits are the only medical practitioners that can be forced to work where they 
are needed by virtue of their visa sponsorship and Federal government Medicare policies. 
Without this avenue of recruitment, Western Australia would have a major medical service 
crisis. 

For many years, the lack of Australian medical graduates (AMGs) to even replace the existing 
turnover in the medical workforce and the graduates’ preference to specialise has meant WA 
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has been very heavily reliant on overseas recruitment to fill its GP workforce needs in rural and 
remote areas.  

The medical workforce itself has also been very hospital centric with most interns and junior 
doctors pursuing a career in hospitals and without exposure to other forms of medical practice. 

WA will continue to rely on overseas recruitment, at least in the short and medium term, until 
the increase in local medical graduates begins to take maximum effect from 2022.  

A feature of the workforce recruited from overseas is that while 57.2 per cent of all rural GP’s in 
2017 received their primary medical degree overseas, 84 per cent have since become 
permanent residents and 60 per cent are fellows of a GP College and a further 32 per cent are 
in a training program. 

The trend in respect to international recruitment has seen a reduction in the percentage of 
overseas trained doctors recruited annually fall from 42.4 per cent in 2008 to 22 per cent in 
2017. Over this period, overseas recruitment has been replaced by recruitment of Perth-based 
doctors up from 22 per cent to 29 per cent and trainees up from 9.3 per cent to 13.6 per cent. 

This all means that while overseas recruitment is no longer the primary source of new supply 
each year, and is being gradually replaced by Australian trained doctors, it remains essential 
for the maintenance of services in rural WA. 

To guide the future medical workforce strategy it will be important to set a clear goal for the 
level of ongoing international recruitment. 

A further issue that presents a challenge in reducing the overseas recruitment is that the 
current working hours of Australian trained doctors is slightly less than half-time, while IMGs 
work closer to full-time.  

This means more Australian resident doctors need to be educated and trained to replace the 
IMG workforce. 

3 Too few general practitioners is the key medical workforce challenge 
The most significant medical and service issue for country Western Australia is its overall lack 
of general practitioners and this becomes increasingly obvious the more remote the location. 
This is reflected in the lack of Medicare outlays and in the poor health care outcomes and high 
burden of diseases that would be conducive to early intervention by a GP service.  

The extent of the shortages of general practitioners is such that to meet the national average of 
GP to population ratio the country will need at least 111 new GPs per annum for each of the 
next ten years. This will meet the current turnover rates, population growth and address the 
shortage of GPs compared to the national average. 

4 Medical training is dominated by Metropolitan teaching hospitals 
One of the prevailing issues for the country medical workforce is that it is almost totally reliant 
on the metropolitan teaching hospitals to produce the future rural medical practitioners.  

The fact that they are almost exclusively trained in hospitals and have almost no exposure to 
community based medicine or general practice, means they are predisposed to specialist 
careers in major teaching hospitals. For example of the 318 interns employed across the WA 
health system in 2018 only ten were employed by WACHS, despite the fact that WA country 
areas have about 25 per cent of the State’s population and by far the highest need for medical 
service. 
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Growing the future country medical workforce 
Responding to these four key challenges in WA can be achieved by country areas growing their 
own medical workforce and designing and delivering an education and training pathway that 
focuses on providing a range of high quality learning experiences in a variety of settings.  

All of this effort is designed to equip the future rural medical workforce with the skills it needs to 
meet the community needs. This is not going to come from continued reliance on Metropolitan 
hospitals. 

The establishment of the new Curtin University Medical School was approved on the basis that it 
will address WA’s key medical workforce issues in general practice and with rural and low socio 
economic areas as its priority.  

This represents a unique opportunity to take advantage of the additional 60 graduates from 2022 
growing to 110 from 2026. The State government has an obligation to provide these graduates with 
internships. The Country Medical Workforce Strategy is to secure the funding support to give those 
graduates as much opportunity as possible to undertake their internship in rural centres.  

The internship must then be followed by design of a medical education and training pathway so 
those interns can subsequently spend PGY2 and 3 in rural centres, gaining wide experiences in 
hospital rotations, community placements and advanced training in key areas like Aboriginal 
health, mental health, remote health as well as more traditional rotations in emergency, surgery, 
obstetrics and paediatrics.  

The current industrial arrangements mean that any intern in WA must be offered a three year 
contract. As a result, the State government has now committed itself to support a further two years 
employment beyond the obligatory internship. 

The final destination for these pre-vocational doctors after PGY3 is to enter a vocational training 
program. To this end, a significant increase in available GP training places and specialist registrar 
training will be needed to provide a smooth transition for the trainees into a career in rural general 
practice and into generalist specialist roles.  

High level Country Medical Workforce Strategy 
The future Country Medical Workforce Strategy must also be more fully informed by regional 
issues, opportunities and concerns. To this end, consultation was conducted in each of the seven 
health regions to establish the extent to which the current strategy needs amendment and also 
gain specific understanding in each region about: 

• The identified medical service gaps both now and expected in the future (5 and 10 years). 
• Identifying increased regionally based medical education and training capability. 
• Opportunities to use available technology to provide access to medical services for those 

without access. 
• Using different medical service models to provide access where current gaps exist. 
• Ensuring sufficient training places are open for all medical students and graduates in rural 

areas, including an increase to match the graduates from the new Curtin Medical School. 
• Addressing specific procedural skills shortages that are current or are predicted. 
• Addressing other skills shortages relevant to the population health needs and risks. 
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A regional profile covering all of these issues has been detailed for each of the regions alongside a 
range of proposed actions. These represent the foundations of the overall Country Medical 
Workforce Strategy at a regional level. 

In every case the regional profile has been the subject of wide consultation within the region with 
all of the key stakeholders and has been through several iterations to ensure it has broad support 
and is validated. 

These regional profiles describe the medical service models, the current medical workforce trends, 
health issues, population projections, turnover rates, the potential for growth in local medical 
education and training and the gaps and hotspots for the region. In each case there has been 
discussion around innovation and how best to meet community needs. 

The needs identified in each of the regions has been aggregated to a statewide perspective along 
with the potential for growth in local medical education and training to meet these needs. 

High level medical workforce targets 
In order to address the statewide rural medical workforce challenges including the low numbers of 
general practitioners, heavy reliance on overseas recruitment and a heavy reliance on metropolitan 
hospitals to train the rural medical workforce, it is important to establish clear targets for the 
regional leadership teams and the CMWIC to deliver. These have been set after consultation with 
the CMWIC members and also with the regional leadership teams.  

These targets are achievable and will make a significant and lasting transformation of the rural 
medical workforce into the future. 

1 Lift the level of general practitioner coverage to the equivalent of the national average 
in each of the regions. 

One of the key issues for rural areas is the lack of GP services and the lack of associated 
Medicare at a level commensurate with need. The State as a whole has a demonstrated 
shortage of GP’s and this is amplified in rural areas with the worst GP to population ratio of 
any State.  

This shortage is coupled with significant maldistribution of GP’s to the extent that those living 
in remote areas and with the sickest population receive the lowest level of Medicare outlays 
and GP consultations. As a consequence, people are sicker, hospitalisation rates are higher 
and preventable admissions are the highest in the State. 

To redress this inequity will require the regions to train or recruit 111 general practitioners per 
annum until 2028. This will meet both the rate of turnover of the GP community, projected 
population growth and steadily increase the number of GP’s to population to the national 
average of 1.5:1,000.  

The rate of recruitment and training required to meet this target differs between regions and 
is described in the following Table 2. 
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Table 2:  Current regional GP ratio, turnover rates and annual recruitment targets 
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Current GPs 
(including GP 
registrars and 
excluding DMO’s) 

63 36 81 79 83 100 260 702 

Ratio FTE GPs to 
population 

1.66 
GPs 
per 

1,000 

0.5 
GPs 
per 

1,000 

1.4 
GPs 
per 

1,000 

1.4 GPs 
per 

1,000 

1.1 
GPs 
per 

1,000 

1.6 
GPs 
per 

1,000 

1.5 
GPs 
per 

1,000 

 

Turnover rates of 
GPs 

20.7% 9.8% 10.8% 14.98% 15.8% 10.5% 9.95%  

Number GPs needed 
per annum over 10 
years to meet 
turnover and 
increase GP to 
population ratio to 
national average 

14 16 12 12 17 11 29 111 

 
The National average of GP to population is calculated using the Australian Government 
Department of Health’s GP Medicare data. It includes GP registrar numbers and was based 
on the National average of 1.5 GPs per 1,000 people compared to the WA average of 1.3 
GP’s per 1,000 people. 

While the ratio looks adequate for the Kimberley, the registrars are heavily concentrated in 
the West Kimberley especially in Broome and this skews the data. The ratio is also not well 
suited to assess GP needs in this region as it also fails to recognise very long travel times in 
the region and also the very poor health status, which under normal circumstances would 
demand far higher ratio of GP to population. 

2 WACHS to select and/or employ interns in country WA 

At least 25 per cent of medical students are required to spend at least twelve months in a 
rural area.  

At present that means about 90 students per annum are in regional centres on rotation. This 
is run by the RCSWA and has been extraordinarily successful in giving the students an 
exposure to rural health and rural practice early in their career.  

At present only 10 of these students can choose to be employed by WACHS and have their 
full intern year in a rural centre.  

A further twenty intern places are based in rural centres and receive interns on rotation from 
metropolitan hospitals. This can involve up to 100 interns doing one ten week placement 
each.  

This means that of the over 300 intern places funded by the State government, only ten are 
employed by WACHS, despite the country areas suffering the worst of the medical workforce 
shortage in WA.  
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Having the metropolitan hospital decide which interns are rotated to the country means that if 
a student wishes to have their intern year in a rural centre other than Albany or Bunbury then 
they must select the right metropolitan hospital and then hope they are selected for the rural 
rotation. 

This part of the medical workforce strategy seeks to ensure that WACHS selects and/or 
employs its interns and as a first step all of the interns on rotation with WACHS hospitals 
should be progressively moved to employment with WACHS as soon as practical. 

There will not be a financial impact on the health system as these interns are currently 
funded through the metropolitan hospitals and the places are already accredited. Further 
growth in internships can be a combination of employment by either WACHS or by 
metropolitan hospitals as a means of providing the interns a rural experience. 

3 Provide a streamlined rural pathway from student to internship to prevocational 
training including rotations through hospital and community settings and ultimately to 
either GP training or a rural generalist specialty after PGY3 

By 2022, WACHS should increase the number of intern positions up to 50. This capacity has 
been tested with each of the regional leadership teams and with the WACHS Medical 
Education Unit. Ultimately it will depend on sufficient accredited positions being established. 

This will align the growth in interns to match the additional graduates coming into the health 
system from the new Curtin Medical School. This will mean twenty of the sixty new 
internships required to be funded and provided by the State government can be located in 
rural areas. 

The internships could then progressively grow to 65 by 2028, again matching the progressive 
growth in Curtin Medical School graduates of ten per year. 

The relationship developed with students in each region means that each student could 
ideally be given an option of continuing their internship directly with the relevant regional 
health service and further into PGY2 and 3, including rotations through general practice 
settings, private, Aboriginal Medical Services or RFDS.  

This would be a very attractive proposition for students interested in a rural career and will be 
designed to provide easy entry into GP training places or specialists training places, with as 
many as possible based in rural locations. 

4 Halve the reliance on international recruitment by 2026 (33 to 16) through increased 
training and deployment of local graduates 

Based on the predicted increase in recruitment and training of Australian graduates in rural 
areas in WA over the next ten years it will be possible to reduce the degree of reliance on 
overseas recruitment each year down to 16 by 2026.  

This source of recruits is still the only vehicle by which doctors can be required to go to areas 
that are difficult to fill with Australian graduates or where specific skills are needed and 
cannot be sourced from Australian residents. So while it will no longer be the major source of 
future recruitment, there will continue to be a need to recruit from overseas as a last resort. 

To achieve these four key objectives requires an integrated effort to develop high quality education 
and training places integrated across hospital and community settings. This can be achieved 
through the adoption of the following recommendation. 
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Recommendation 1 
Implement the package of four Country Medical Workforce Strategies and the associated Country 
Medical Education and Training Plan. The foundation stone of the strategy will effectively match 
the growth in medical graduates in WA from 2022 and provide internships and further training in 
rural centres, including:  

• Additional 10 student training placements (RCSWA) by 2022 growing to 110 in total in 2028. 
• Additional 20 internships by 2022 (total 50) with a combination of WACHS employed interns 

and interns rotating from metropolitan hospitals growing to 65 in 2028. 
• Additional 12 PGY2+ and 5 Commonwealth funded community based prevocational rotations in 

2022 growing to a total of 110 PGY2+ and 30 community based prevocational rotations in 
2028. 

• Additional 12 advanced skills training places in 2022 growing to 46 in 2028. 
• Increased general practice training places and general specialist training including surgery and 

internal medicine. 

The cost of the growth in rural based medical education and training needs to be met by the State 
government as part of its obligation to provide the internships and PGY2 and 3 for the increased 
number of medical graduates in WA. The Commonwealth needs to meet the community based 
prevocational training costs and the cost of increased GP training places. 

Summary Costs 

• Additional 20 interns from 2022 will cost $4,266,000 per annum. 
• Further 5 interns by 2026 will cost $5,333,000 per annum. 
• Further 10 interns by 2028 will cost $7,466,000 per annum. 
• PGY2 and 3 (36) from 2024 will cost $8,291,000* per annum. 
• PGY2 and 3 (38) from 2028 will cost $8,742,000* per annum. 

*These costs are reduced due to the use of the Commonwealth funded Rural Primary Care Stream 
in PGY2 and 3. 

5 Maintain the procedural medical workforce commensurate with projected hospital 
activity and promote the WA shared care model 

Previous studies have indicated that the rural hospital activity is well matched with a 
procedural workforce comprising specialists and highly skilled general practitioners working 
under shared care arrangements. These are the rural generalists that the Western Australian 
community needs to deliver its health and medical services. The GP workforce provides the 
backbone of the work including after hours, while the specialist is referred complex cases 
and maintains support and clinical governance in the relevant discipline. 

WA has a strong focus on delivering health services to a relatively small and widely 
dispersed rural and remote population, through a shared care model involving a partnership 
between specialists and highly trained GP’s. This is the only model that is capable of 
delivering high quality and accessible services to WA rural communities. This aspect of the 
WA medical workforce model is best demonstrated by the following metrics: 

 WA has more procedural trained GPs (anaesthetics, obstetrics and surgery) (190) than 
every other State except New South Wales (209). Queensland has 162, South Australia 
has 144 and Victoria just 134. 
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 Procedural GPs represent 21.2 per cent of the WA rural GP workforce. This is compared 
to New South Wales 8.7 per cent and Queensland 8.3 per cent. 

 WA has only one centre outside Perth larger than 50,000 people and has about 50 single 
doctor towns. Only Bunbury is able to support a fully specialist run hospital service. Every 
other centre in WA has a blended service with procedural GPs as the backbone of the 
service. 

 Almost 85 per cent of emergency services are delivered by GPs in WA. In larger centres 
they are supported by resident Fellowship of the Australasian College for Emergency 
Medicine (FACEMs). 76 rural hospitals and nursing posts are supported by the 
Emergency Telehealth Service (ETS) providing 24-hour access to clinical advice and 
support on emergency presentations. 

 In most towns in WA, GPs are expected to work across primary health care and hospital 
services. These can be through salaried and sessional arrangements or through fee-for-
service private arrangements. This service mix is fundamental to the successful delivery 
of services in rural and especially remote areas. 

These medical service models require a uniquely designed medical education and training 
program to maintain them. These are different to those approaches required in metropolitan 
settings and many other jurisdictions. 

The importance of ensuring the maintenance of the GP and specialist procedural workforce 
was made evident in the report and analysis of the procedural workforce conducted in 2016, 
Maintaining an effective procedural workforce 2006-2015. 

This report concluded that there has been strong growth in the procedural specialist 
workforce, but in order to maintain the level of the procedural workforce over the next ten 
years and to match the turnover rates and match the predicted growth in hospital procedural 
activity, more GP procedural training places were required. 

These training places are included in the Country Medical Education and Training Plan 
described at Section 5 of this report. 

Since the provision of the procedural workforce report, Dr Tom Bowles the WACHS Surgical 
Lead has identified the need for GP surgeons to support the smaller remote centres of 
Esperance, Carnarvon, Karratha, Derby, Kununurra and possibly Collie and Narrogin.  

These GP surgeons should be trained for a specific scope of procedures and supported by 
visiting surgeons who they work alongside (on a visiting basis) and receive professional 
education and support from. There needs to be an acceptance that surgery has inherent 
risks but that it needs to be done locally and clinicians need support to do this.  There is the 
ability to do this in the country in Bunbury, Albany and Kalgoorlie. The training program 
should be two years of broad training. 

Recommendation 2 
To maintain the level of the procedural workforce over the next ten years and to match the turnover 
rates and predicted growth in hospital procedural activity, additional GP advanced skills procedural 
training places have been included in the Country Medical Education and Training Plan to cater for 
this. 

Dr Tom Bowles, the WACHS Surgical Lead has also identified the need for GP surgeons to 
support the smaller remote centres of Esperance, Carnarvon, Karratha, Derby, Kununurra and 
possibly Collie and Narrogin. This is supported and is the subject of a separate proposal by him. 
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SECTION 4 
Country Medical Workforce Strategy – Policy 
settings for Western Australia 
In order to provide a broad policy framework to support an effective country medical workforce and 
ensure that there is a clear assignment of roles and responsibilities amongst the key agencies, the 
policy commitments listed below are needed.  

These policies are designed to support the attainment of the four medical workforce targets and 
guide each of the agencies in their support of the Country Medical Workforce Strategy and 
consistent with regional needs: 

WA Health Department (Health System Manager) to maintain a rural 
preference for internships and training 
In order to address the obvious maldistribution of interns, junior doctors, GPs and specialists 
between metropolitan and rural centres, it is important that the health system strengthens its 
preference for rural focused education and training.  

This means if any student or intern shows an interest in rural practice their placement into a rural 
internship or training post will take precedence over other metropolitan-based placements. 

Recommendation 3 
WA Health Department to develop and implement policies supporting a rural preference for 
placement of interns and other junior doctors. 

Develop an early warning system on emerging medical workforce 
shortages 
Often the development of medical workforce shortages and issues can be detected early and 
intervention can prevent deterioration to the extent where more radical action is taken by agencies 
to ensure that services are maintained. 

Rural Health West is in a unique position to be able to identify these emerging issues and hot spots 
through their regular contact across the health system. While we are suggesting that each region 
holds regular meetings of the agencies it is also necessary for one agency to take responsibility for 
monitoring the health of the medical workforce as a whole. 

This approach does not suggest that employers no longer carry that responsibility, but rather that 
the interactions across the system are monitored and where corrective action is required Rural 
Health West would alert all parties 

Recommendation 4 
Rural Health West to develop an early warning system for identification of medical workforce 
hotspots requiring external intervention. 
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Establishing teaching practices 
In several regions the state of general practice has deteriorated to the extent that the capacity to 
train future GPs is compromised by having too few supervisors and too many non-vocationally 
recognised GPs. In these circumstances it becomes increasingly difficult to recruit and find the time 
to network or engage properly with those agencies that might be able to assist. 

Often in the face of GP shortages some practices will recruit doctors without vocational recognition, 
which in turn lessens the training capacity in the region as they cannot supervise others and must 
be supervised themselves. 

In these circumstances the relevant town or region needs a circuit breaker to bring stability into the 
GP community and to ensure teaching and education and training remains a key feature. 

At present several centres in rural WA are experiencing major recruitment and retention issues and 
are struggling to provide the next generation of general practitioners. These include Kalgoorlie, 
Boulder and Kambalda, and also Karratha and Port Hedland. 

One approach to address this issue is to establish a teaching practice in the relevant towns and 
cities to guarantee that local training is maintained and at the same time provide an additional 
service resource into the community. 

The establishment of the teaching practice could involve a new practice or conversion of an 
existing practice. It would require some government investment to provide underwriting of the 
revenue stream for a short period of time until the practice (if new) builds its patient base. At the 
conclusion of an agreed and set period the underwriting support would cease. 

This approach was used to good effect in Geraldton some years ago and the teaching practice 
established at that time has continued to flourish. While this was underwritten, the revenue grew so 
quickly that the underwriting support was never needed. 

The feasibility of establishing a teaching practice in Kalgoorlie and Karratha should be explored as 
an option for centres where general practice is no longer capable of maintaining itself. This should 
be undertaken by Rural Health West consistent with its role to intercede in rural locations where 
community based medical services are failing. 

Recommendation 5 
The feasibility of establishing a teaching practice in locations where general practice is failing 
should be explored by Rural Health West in collaboration with WAPHA and proposed to 
government as a tool to address general practice hot spots in Western Australia. 

Interns to be employed and/or selected by WA Country Health Service 
In 2017, the Post Graduate Medical Council of Western Australia agreed to accredit and allow 
WACHS to become a Primary Employing Health Service. This effectively meant for the first time 
WACHS was able to employ its own interns rather than have them rotate from the major teaching 
hospitals. 

Currently WACHS employs five of the interns based in Albany and in Bunbury. It is important that 
WACHS aims to employ more of the interns and subsequent PGY2 and 3 into the future and 
ensures that those junior doctors on rotation from metropolitan hospitals are selected by WACHS.  
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The increase in available intern positions in WACHS will mean that those students who might do a 
placement in a particular region could also seek to do their internship or be approached to do so in 
the same region and also any subsequent training that is locally available. 

The current arrangements mean that a student who has an interest in a particular region cannot 
apply directly to that region to seek an internship. Instead they must find out which teaching 
hospital has a rotation to the region, then seek their internship at that teaching hospital, then hope 
they are selected for the rotation. This is neither a smooth nor guaranteed outcome. 

The medical schools have all sought to attract rural students into medicine. RCSWS has also 
worked hard to encourage students into rural practice by showing them the rural health system 
through student placements.  

The remaining gap has been the transition from graduate into pre-vocational training programs, 
immediately before the Graduates select their career and associated training pathway. This period 
is often crucial in the career decisions made by newly graduated doctors, so having the ability to 
undertake this transition period in rural centres is important. 

At present WACHS directly employs ten interns at Albany and Bunbury and a further 20 interns 
rotate (selected by the metropolitan hospitals) through Geraldton, Kalgoorlie, Port Hedland, 
Broome, Albany and Bunbury. Those on rotation are employed by the relevant metropolitan 
teaching hospital and WACHS pays for the interns by a recoup to the relevant teaching hospital. All 
of these locations are already accredited for interns. 

To streamline and support continuous medical education and training in rural areas it would make 
sense for WACHS to employ more of its own interns. There is no longer a need for all of them to 
be employed and rotated from metropolitan teaching hospitals. 

Recommendation 6 
The current interns and Resident Medical Officers on rotation from the metropolitan hospitals 
should be selected and employed by the WACHS Regions as soon as possible. The funds for 
these positions are already with WACHS who recoup from relevant metropolitan hospitals for these 
rotations. All future growth in intern positions, especially those established to support the Curtin 
Medical School graduates, should also be accredited and directly employed by WACHS on a three 
year contract.  

A number of positions should be preserved as rotations from metropolitan hospitals (as determined 
by WACHS). This provides an opportunity for those undecided about rural practice to experience 
rural practice as part of a rotation. 

Supporting rural generalist specialists and the shared care model 
The current support for GPs working in rural areas should also be extended to rural based resident 
specialists, with particular support for the rural generalist specialists defined as general physicians, 
general surgeons, obstetricians and specialist anaesthetists, especially where they are working in 
shared care models with general practitioners. 

The number of rural resident specialists has grown significantly over the past few years and they 
have not generally been accorded the same level of support or opportunities to network outside 
their own disciplines and outside the normal College events, which in themselves are often very 
metropolitan oriented. 
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The opportunity to network and discuss issues of relevance to the community and patients under a 
shared care model would benefit from having regular interactions between GPs and resident 
specialists (public and private) in medical education or training forums. 

The shared care model itself needs to be clearly understood by those entering practice in rural 
areas, especially those specialists who have not been previously exposed to such an approach. 
Similarly resident specialists need to promote the model and provide orientation and sit on 
selection panels where appointments are made to positions critical to the shared care model. 

A clear commencement to this approach would be for Rural Health West to sponsor an event 
focused on shared care models in rural WA and an offer to include rural resident specialists in the 
membership of Rural Health West and participate in key events sponsored by them. 

Recommendation 7 
Rural Health West to sponsor an event focused on shared care models in rural Western Australia 
and consider promoting membership to rural resident specialists and ensure issues of relevance to 
resident rural specialists and rural general practitioners alike are addressed. This would potentially 
include areas such as recruitment and retention, mentoring and skills maintenance and education 
and training. 

WAGPET has provided support and leadership in the promotion of the shared care model and the 
appropriate training and development of the rural generalist. Responsibility for monitoring and 
promoting the Western Australia Rural Generalist Pathway program needs to be jointly 
championed by WACHS and WAGPET. 

Regional Health Professionals Networks to be developed in each of the 
Regions 
Rural Health West has recently supported the formation of the South West Regional Health 
Professionals Network Steering Committee. This combines the forces of all agencies in the area to 
support education, training and networking. The purpose of the group is to encourage and support 
greater integration between those working in hospital and community as well as across disciplines 
and professions.  

This has been seen as a very important initiative and has strong buy in and support from across 
the region. The first event was hugely successful, it included allied health practitioners and nurses 
as well as medical practitioners.  

Recommendation 8 
The potential expansion of the Regional Health Professions Network to other regions was 
positively received and it is proposed that the Goldfields and Pilbara Regions be Rural Health 
West’s next priority. 

Establish a matching process for junior doctors in training and GP 
registrar positions 
There is little or no link between WACHS junior doctors in training and GP registrar positions in 
rural practices. This means there can be a subsequent loss of PGY3 doctors to metropolitan 
practices or elsewhere.  
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No matching system exists with WAGPET and WACHS. 

While there is an online process for registrars to apply for a practice and an option for GP 
registrars to directly contact GP practices and subsequently notify WAGPET, there is still an issue 
in identifying and assisting an appropriate matching of registrars and practices. 

Recommendation 9 
With increased numbers of junior doctors in rural hospitals, WAGPET and WACHS need to work 
out a way of coordinating placements between them on a region by region basis. 

Regionally based collaboration between the Country Medical Workforce 
Interagency Committee agencies 
In every health region there was a consistent message that increased collaboration was needed by 
the agencies on the ground to support increased integration of the medical workforce and medical 
education and training across the various health care settings.  

Some agencies had a stronger regional presence than others and in some locations the offices 
were collocated. This seems a very sensible approach that offices and overheads be shared as it 
will also bring the agencies closer together for increased integration of effort. 

This is especially the case between WAGPET, RCSWA and Rural Health West.  

Recommendation 10 
WAGPET, RCSWA, Rural Health West to examine locations where they can share offices and 
potentially share the staff. 

Mentoring and promotion of the Rural Generalist Pathway Western 
Australia style 
RCSWA should carry responsibility for the mentoring and support of student placements into rural 
areas and the provision of a safe and rewarding experience for the students exposed to rural 
practice. This will include advice about the various career options.  

WAGPET will provide mentoring and support for junior doctors based in rural areas and interested 
in rural general practice. 

This description should include advice on the pay rates for junior doctors in rural WA compared to 
their Eastern States counterparts. This differential is significant with WA paying a base salary of 
$104,456 for an intern, compared to the nearest rate of $77,228 in New South Wales down to 
$68,936 in Tasmania. Paying $27,000 more than the nearest competitor is a significant and 
important drawcard. 

The CMWIC members will jointly develop promotional material describing to the students and 
junior doctors the benefits of rural based education and training in WA with a superior pay package 
to every other jurisdiction. As the future interns are intended to be employed by the WACHS, it is 
encumbent on WACHS to directly advertise and select its interns on the basis of their 
preparedness to practice in rural WA. 
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Recommendation 11 
RCSWA, WAGPET, WACHS and Rural Health West will jointly develop promotional material 
describing the Western Australian Rural Generalist Program and how each of the agencies 
contributes to a streamlined medical education and training experience. 

Adopting the Pilbara specialist rotation program 
The Pilbara has developed a highly successful locum support model based on a cohort of regular 
locums in key areas such as surgery, anaesthetics and obstetrics supported by resident 
specialists.  

Most hospitals use locum services as a last resort to support unforeseen absences or where 
recruitment is slow or not fruitful. This is a very expensive way of maintaining services. In the 
Pilbara, Dr Phil Montgomery, Regional Medical Director has adapted the model to provide a more 
reliable and versatile workforce with a mix of fly-in/fly-out locums with locally based residents.  

This approach means that the regular locums are familiar with the regional services and how the 
hospitals operate. On the other hand the service isn’t reliant on just one or two specialists to 
maintain their service. 

This very innovative approach has worked well in the Pilbara and should be considered as a basic 
workforce strategy for similar circumstances in other regions. 

Recommendation 12 
The Pilbara model of specialist rotations to be considered by other health regions to provide 
certainty in the provision of key acute care and procedural services. 

Non-Vocational recognition  
The continued recruitment of doctors who are not vocationally recognised into rural WA is a poor 
medical workforce strategy.  

While there may be short term benefits to service delivery it ultimately restricts the capacity to train 
the future workforce. Some hospitals and some general practices have resorted to this recruitment 
strategy because it is quick and because the non-vocationally recognised doctors have limited 
market appeal and are often prepared to go to more difficult locations. 

Many are internationally recruited and are prepared to work in locations that Australian trained 
doctors will not. The Australian Government has recently introduced policies to ensure these 
doctors are in a training program and have a limited time to achieve vocational recognition or face 
cessation of the exemptions that allow their patients access to the higher Medicare rebate. 

Recommendation 13 
Rural general practice and rural hospitals should apply a policy that they will not recruit general 
practitioners who are without vocational recognition and who are not in a training program 
(WACHS and Rural Health West). 
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SECTION 5 
Country Medical Education and Training Plan 
This plan is based around the unique opportunity arising from the increase in graduates coming 
from the WA medical schools starting in 2022 and reaching its steady state with an extra 110 
graduates from 2027. 

Any medical education and training plan should be based around achieving the right mix of doctors 
in the right locations for community needs. It has to acknowledge the rapidly changing environment 
both in innovation and technology solutions as well as the changing needs of the new graduates.  

Medical leadership and culture cannot be underestimated to ensure that the future medical 
workforce meets the needs of the community. This plan acknowledges that much of the training for 
the country medical workforce will continue to occur in the metropolitan area but looks specifically 
at what is achievable in the country. 

The plan is based around giving the dedicated rural graduates a streamlined pathway to rural 
practice, either as a specialist or GP. There is still a need for metropolitan based junior doctors to 
experience country rotations, this is important as we know that exposure to different careers during 
the prevocational time has a strong influence on their future medical career choice.  

In particular, this plan offers three year long regional positions to junior doctors wishing to stay in 
one location. These rotations include terms in the community and the hospital. This is a departure 
from the traditional approach in the metropolitan hospitals where there is very few, or no 
community-based placements.  

To achieve this outcome it is recommended that WACHS increase the number of junior doctors 
they directly employ and select all the junior doctors undertaking rotations into country WA. The 
growth in rural interns could go from 30 in 2018 progressively up to 65 in 2028.  

This growth is described in Table 5.1. It is envisaged that most interns will be employed directly by 
WACHS to enable them to undertake the three year streamlined program, before ultimately training 
for GP or specialist roles. 

The current arrangement whereby a junior doctor has to work for a particular tertiary hospital in 
order to be placed in a particular region is ad hoc and disorganised and basically prevents junior 
doctors from undertaking a rural internship, except in Albany or Bunbury.  

A system-wide approach should be adopted whereby doctors in training who have a commitment 
to work in rural areas should receive a preference from the wider health system in order to address 
the current maldistribution of doctors. This means that the health system needs to fill the rural 
based education and training places first. 

It is proposed that the number of rural RMOs (PGY2 and 3) goes from 73 in 2018 to 110 in 2028. 
This is inclusive of the Advanced Rural Skills Training Posts which grow from 12 to 40. 

It is proposed that the number of rural community placements (PGY2 and 3) goes from 8 in 2018 
rising slowly to 30 in 2028. These numbers are additional to the PGY2+ places and should be 
funded through the Australian Government’s Rural Primary Care Stream placements. 

It is proposed that the number of rural GPs in training should increase from 50 in 2019 to 65 in 
2028. This is based on the current medical workforce needs in country WA. 
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RCSWA will continue to place 25 per cent of all medical students under its program growing from 
90 students per annum in 2018 to 112 in 2028. 

Advanced Rural Skills Training 
In rural GP training, trainees must undertake at least twelve months of training in a specialised 
area such as mental health, Aboriginal health, obstetrics and gynaecology, anaesthetics or 
palliative care. Diagram 1 explains the training pathway for rural GPs for both Colleges.  

This plan proposes a large increase in the number of Advanced Rural Skills Training positions 
increasing from 12 in 2018 to 40 by 2024 in WACHS hospitals. Whilst WACHS will supply a large 
number of the Advanced Rural Skills Training positions many will also be provided in the 
community in Aboriginal Medical Services, RFDS and general practice.  

These posts are particularly important as WAGPET has committed to 50 new rural GP training 
places from 2019. These posts will enable many of the WAGPET trainees to stay in rural areas to 
develop these skills rather than have to go back to Perth for their Advanced Rural Skills Training. 

In addition, these posts offer prevocational doctors the opportunity to work in a specialised area 
staying in the country before deciding on a particular vocational pathway. 

Medical workforce gaps 
The workforce analysis undertaken has shown that country WA has a shortage and maldistribution 
of GPs and so most of the work of the Country Medical Education and Training Plan is aimed at 
addressing this issue. The findings show that country WA needs 111 GPs per annum to meet its 
current turnover and meet the national average of GPs to population ratio. The aim of this plan is to 
reduce the number of IMGs recruited each year and increase the number of local graduates that 
stay in country WA. The GP shortage has started to be addressed with the increased funding to 
WAGPET to train 50 GP registrars for country WA with advanced skills.   

Feedback from the regions and health profiles also highlight the need for more mental health and 
drug and alcohol services and this has been partially addressed with the additional Advanced 
Rural Skills Training positions for psychiatry, four in country WA and two based in Perth. 

WACHS has established a skills matrix needed for doctors working in its hospitals. This matrix 
highlights the need for more emergency skills training for doctors working in WACHS hospitals. 
The additional Advanced Rural Skills Training emergency medicine posts in rural WA will need to 
be supplemented by Perth-based placements. These costs have not been added as they will be 
service positions in the metropolitan hospitals. 

Specialty training in country Western Australia 
Many dedicated rural junior doctors wish to undertake specialty training, however this is often 
difficult without moving to the metropolitan area. 

Whilst there are a number of six to twelve month specialty rural training positions available, there is 
relatively little influence or input from the CMWIC agencies in the selection and support for these 
registrars. It is recommended that some mentoring and support be established to help these junior 
doctors maintain their rural commitment throughout their training.  

WACHS has been developing two new programs, one around surgical training and one around 
general physician training.  
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Surgical training 
A two year surgical training program is being established between Bunbury and Albany hospitals, it 
can be utilised either by a GP trainee or a junior doctor wishing to undertake surgical training. It is 
proposed that two positions are available each year and these are incorporated in Advanced Rural 
Skills Training at Table 5.2.  

If a GP registrar undertakes this program they will then be mentored to work in at specific site that 
needs a GP surgeon. This will be discussed prior to them undertaking the training and they will be 
part of a team with a specialist surgeon visiting the town to support them.  

Physician training 
A Medical Education Registrar has been working with WACHS Medical Education Unit to establish 
a pathway for general physician training in WACHS. In order for this training to occur there needs 
to be an established network with a tertiary hospital in Perth.  

There will be the capacity to train one general physician a year. Whilst the early years of training 
have been included in the Advanced Rural Skills Training, the latter years will be funded through 
changing current service posts to training positions. The current negotiations with the tertiary 
hospitals in Perth need funding for a supernumerary position to work in Perth for eighteen months 
during advanced physician training. The funding for this has not been included in the current 
figures. The training will be specifically targeted for the North West and the needs of the remote 
communities. 

Opportunities for country Western Australia to grow its medical 
education and training 
In order to action the proposed medical education and training growth across rural WA, matched 
with the growth in the number of medical graduates from 2022, an analysis of the capacity in each 
of the regions for expanded internships, PGY1 and 2 and community residency programs has been 
undertaken. 

Each regions input as well as that from the central WACHS Medical Education Unit has been taken 
into consideration in the development of this plan. The main caveat from each region was that the 
training was subject to adequate funding for positions, supervision, travel and accommodation. 
With this, they all agreed that these positions were achievable. 

Table 5.1 describes the current number of medical graduates, RCSWS students, interns, PGY2+, 
Community Residency Program and Advanced Rural Skills Training posts region by region. The 
numbers in the brackets reflect the number of doctors employed directly by WACHS. It then tables 
the known numbers of medical graduates from 2022 to 2028, with the possible number of interns, 
PGY2+, Community Residency Program and Advanced Rural Skills Training participants that can 
be accommodated in each of the regions. It should be noted that the Advanced Rural Skills 
Training numbers are included in the PGY2+ numbers and are not additional. 

Table 5.2 outlines the capacity and type of  Advanced Rural Skills Training posts region by region. 
These have been fast tracked compared to the increasing number of medical graduates due to the 
recent increase in training numbers for rural GP registrars that WAGPET are now funded to train. 
The cost of the Perth-based Advanced Rural Skills Training has not been included in the costs as 
they will be service positions for these metropolitan-based hospitals. 
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The rural posts can be used by trainees in all Colleges as either six or twelve month positions. 
They will all require College accreditation. 

Table 5.3 outlines year-on-year the increased number of interns, PGY2+, and Community 
Residency Program positions, region by region with a suggestion of who employs the junior 
doctors. This table shows how the interns can continue in a region to gain their three year long 
training. It also highlights how junior doctors from Perth can still access rural training opportunities 
to try before they make a commitment to rural training. The regions all felt that the Community 
Residency Program should be longer than a ten week term rotation for those doctors coming from 
Perth in order for them to better understand the region. 

Table 5.4 outlines the costs of the increased number of interns, PGY2+, Community Residency 
Program and Advanced Rural Skills Training posts. This table is followed by notes explaining the 
cost analysis. 
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Diagram 1 
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Table 5.1 

Proposed growth in country based medical education and training matched with growth in medical graduates 

 Medical 
graduates 

WACHS 
Regions 

RCSWS 
students Interns PGY2+ 

Community 
Residency 
Program 

Advanced 
special skills 

Career 
options 

2018 318 Southwest 

19 11 26 0 9 

GP registrar 
(GPR) - 44 
Specialist 
registrar - 34 

  Great 
Southern 10 6 8 1 3 

GPR - 21 
Specialist 
registrar - 8 

  Wheatbelt 8 0 0 1 0 GPR - 8 
  Goldfields 14 5 11 2 0 GPR - 8 
  Midwest 

14 4 15 0 0 
GPR - 16 
Specialist 
registrar - 6 

  Pilbara 
11 2 5 1 0 

GPR - 4 
Specialist 
registrar - 1 

  Kimberley 
14 2 8 3 0 

GPR - 20 
Specialist 
registrar - 2 

Total 2018   90 30  73 8  12  
         
2022 400- 

UWA (230) 
ND (110) 
Curtin (60) 

Southwest 

 15 30 1 12 

 

  Great 
Southern  10 8 1 4  

  Wheatbelt  0  2 0  
  Goldfields  10 11 2 0  
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 Medical 
graduates 

WACHS 
Regions 

RCSWS 
students Interns PGY2+ 

Community 
Residency 
Program 

Advanced 
special skills 

Career 
options 

  Midwest  5 18  3  
  Pilbara  5 10 2 5  
  Kimberley  5 8 5 0  
Total 2022   100 50 85 13 24  
         
2024 420 

UWA (230) 
ND (110) 
Curtin (80) 

Southwest 

 15 33 3 14 

 

  Great 
Southern  10 15 2 7  

  Wheatbelt  0 2 2 0  
  Goldfields  10 18 3 7  
  Midwest  5 19 2 4  
  Pilbara  5 10 2 5  
  Kimberley  5 11 5 3  
Total 2024   110 50 108 19 40  
         
2028 450 

UWA (230) 
ND (110) 
Curtin (110) 

Southwest 

 20 33 6 15 

 

  Great 
Southern  10 15 5 10  

  Wheatbelt  0 2 4 0  
  Goldfields  10 18 3 7  
  Midwest  10 19 5 6  
  Pilbara  7 12 2 5  
  Kimberley  8 11 5 3  
Total 2028   110 65 110 30 46  

 
Note:  The University of Western Australia is listed as UWA 
           The University of Notre Dame Australia Fremantle is listed as ND 
           Curtin University is listed as Curtin 
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Table 5.2 

Extended Skills Posts/Advanced Rural Skills Training/Advanced Specialised Training in hospitals 

 Kimberley Pilbara Midwest Goldfields Wheatbelt Great 
Southern 

South 
West 

Total 
WACHS Perth 

Training 
positions 
Total 

 2018 2024 2018 2024 2018 2024 2018 2024 2018 2024 2018 2024 2018 2024 2018 2024 2018 2024 2018 2024 

Anaesthetics             1 2 1 2 3 3 4 5 

Obstetrics    1  1  1    1  1 0 5 6 6 6 11 

Surgery            1  1 0 2   0 2 

Psychiatry  1      1    1  1 0 4  2 0 6 

Public health  1  1    1       0 3   0 3 

Emergency    1  2  2   2 3 8 9 10 17  5 10 22 

General 
medicine/ 
palliative care 

   1    1   1 1   1 3   0 3 

Paediatrics  1  1  1  1        4   0 4 

Total  3  5  4  7    7  14 12 40 9 16 21 56 
 
Note:  For ACRRM trainees a 12-month Advanced Specialised Training position is required, this includes Aboriginal health and the above positions.  

This is in addition to two years of hospital training post internship. RACGP require six months of extended skills for all trainees and 12 months of 
Advanced Rural Skills Training for their rural trainees. These posts can be utilised as six or 12 month posts. This is in addition to 18 months of GP 
training. 

Junior doctors costs at current award rates 
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Table 5.3 

WA Country Health Service regional junior doctors 2018 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie Royal Perth Hospital 5 5 

Great Southern Albany WA Country Health Service 5 6 

    Fiona Stanley Hospital 1   

Kimberley Broome Fiona Stanley Hospital 2 2 

Midwest Geraldton Sir Charles Gairdner Hospital 3 4 

   Joondalup Health Campus  1   

Pilbara Hedland Royal Perth Hospital 1 2 

   Sir Charles Gairdner Hospital 1   

Southwest Bunbury WA Country Health Service 5 11 

    Royal Perth Hospital 6   

Total      30 

Resident Medical Officers  

Regional positons Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 3 11 

    Royal Perth Hospital 6   

    Perth Children’s Hospital 2   

Great Southern Albany WA Country Health Service 8 8 
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Kimberley Broome WA Country Health Service 8 8 

Midwest Geraldton WA Country Health Service 15 15 

Pilbara Hedland Sir Charles Gairdner Hospital 3 5 

  Karratha Sir Charles Gairdner Hospital 2   

Southwest Bunbury WA Country Health Service 26 26 

Sub total      73 

Resident Medical Officers - Community Residency Program 

Regional positons Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  Metro 1 1 

  Esperance Metro 1 1 

Great Southern Albany Metro 1 1 

Kimberley Broome WA Country Health Service 1 1 

  Derby Metro 1 1 

  Kununurra Metro 1 1 

Pilbara Karratha Metro 1 1 

Wheatbelt Narrogin Metro 1 1 

Sub total      8 
Total      81 
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WA Country Health Service regional junior doctors 2020 
Interns  

Region positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie Royal Perth Hospital 5 5 

Great Southern Albany WA Country Health Service 5 6 

    Fiona Stanley Hospital 1  

Kimberley Broome Fiona Stanley Hospital 2 2 

Midwest Geraldton Sir Charles Gairdner Hospital 3 4 

    Joondalup Health Campus  1  

Pilbara Hedland Royal Perth Hospital 1 2 

    Sir Charles Gairdner Hospital 1  

Southwest Bunbury WA Country Health Service 10 11 

    Royal Perth Hospital 1  

 Total     30 

Resident Medical Officers 

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service/Royal Perth Hospital 6/5 11 

Great Southern Albany WA Country Health Service 8 8 

Kimberley Broome WA Country Health Service 8 8 

Midwest Geraldton WA Country Health Service 15 15 

Pilbara Hedland Sir Charles Gairdner Hospital 3 5 

  Karratha Sir Charles Gairdner Hospital 2  

Southwest Bunbury WA Country Health Service 26 26 

    Sub total  73 
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Resident Medical Officers - Community Residency Program 

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  Metro 1 1 

  Esperance WA Country Health Service 1 1 

Great Southern Albany WA Country Health Service 1 1 

Kimberley Broome WA Country Health Service 1 1 

  Derby WA Country Health Service 1 1 

  Kununurra Metro 1 1 

Pilbara Karratha Metro 1 1 

Wheatbelt Narrogin Metro 2 2 

Southwest Margaret River WA Country Health Service 1 1 

Sub total     10 
Total     83 
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WA Country Health Service regional junior doctors 2021 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie Metro 5 5 

Great Southern Albany WA Country Health Service 5 6 

    Metro 1  

Kimberley Broome Metro 2 2 

Midwest Geraldton Metro 3 4 

    Metro 1  

Pilbara Hedland Metro 1 2 

    Metro 1  

Southwest Bunbury WA Country Health Service 10 11 

    Metro 1  

Total     30 

Resident Medical Officers 

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service/Royal Perth Hospital 6/5 11 

Great Southern Albany WA Country Health Service 8 8 

Kimberley Broome WA Country Health Service 8 8 

Midwest Geraldton WA Country Health Service 15 15 

Pilbara Hedland WA Country Health Service 3 5 

  Karratha WA Country Health Service 2  

Southwest Bunbury WA Country Health Service 26 26 

Sub total     73 
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Resident Medical Officers - Community Residency Program  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  Metro 1 1 

  Esperance WA Country Health Service 2 2 

Great Southern Albany WA Country Health Service 1 1 

Kimberley Broome WA Country Health Service 1 1 

  Derby WA Country Health Service 1 1 

  Kununurra WA Country Health Service 1 1 

Pilbara Karratha Metro 1 1 

Wheatbelt Narrogin Metro 2 2 

Southwest Bunbury 
Margaret River  

WA Country Health Service/Metro 2/1 3 

Sub total     13 
Total     86 
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WA Country Health Service regional junior doctors 2022 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie WA Country Health Service/Royal Perth Hospital 5/5 10 

Great Southern Albany WA Country Health Service/Royal Perth Hospital 5/5 10 

Kimberley Broome Metro 5 5 

Midwest Geraldton WA Country Health Service 5 5 

Pilbara Hedland Metro 3 5 

    Metro 2  

Southwest Bunbury WA Country Health Service 15 15 

Total     50 

Regional Medical Officers  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 11 11 

Great Southern Albany WA Country Health Service 8 8 

Kimberley Broome WA Country Health Service 8 8 

Midwest Geraldton WA Country Health Service 18 18 

Pilbara Hedland WA Country Health Service 5 10 

  Karratha WA Country Health Service 5  

Southwest Bunbury WA Country Health Service 30 30 

Sub total     85 
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Regional Medical Officers - Community Residency Program  

Regional positons Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  WA Country Health Service 1 1 

  Esperance WA Country Health Service/Metro 1/1 1 

Great Southern Albany WA Country Health Service 1 1 

Kimberley Broome WA Country Health Service 1 1 

  Derby WA Country Health Service 1 1 

  Kununurra Metro 1 1 

Pilbara Karratha WA Country Health Service 1 1 

Wheatbelt Narrogin Metro 2 2 

Southwest Margaret River WA Country Health Service/Metro 2/1 3 

Sub total     13 
Total     98 
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WA Country Health Service regional junior doctors 2023 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie WA Country Health Service/Metro 5/5 10 

Great Southern Albany WA Country Health Service/Metro 5/5 10 

Kimberley Broome WA Country Health Service 5 5 

Midwest Geraldton WA Country Health Service 5 5 

Pilbara Hedland Metro 3 5 

    Metro 2  

Southwest Bunbury WA Country Health Service 15 15 

Total     50 

Resident Medical Officers  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 15 15 

Great Southern Albany WA Country Health Service 10 10 

Kimberley Broome WA Country Health Service 10 10 

Midwest Geraldton WA Country Health Service 19 19 

Pilbara Hedland WA Country Health Service 5 10 

  Karratha WA Country Health Service 5  

Southwest Bunbury WA Country Health Service 30 30 

Sub total     94 
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Resident Medical Officers - Community Residency Program  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  WA Country Health Service 1 1 

  Esperance WA Country Health Service/Metro 1/1 2 

Great Southern Albany WA Country Health Service/Metro 1/1 2 

Kimberley Broome WA Country Health Service/Metro 1/1 2 

  Derby WA Country Health Service 1 1 

  Kununurra WA Country Health Service/Metro 1/1 2 

Pilbara Karratha WA Country Health Service 1 1 

Wheatbelt Narrogin Metro 2 2 

Southwest Margaret River WA Country Health Service/Metro 2/1 3 

Sub total     16 
Total     110 
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WA Country Health Service regional junior doctors 2024 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie WA Country Health Service/Metro 5/5 10 

Great Southern Albany WA Country Health Service/Metro 5/5 10 

Kimberley Broome WA Country Health Service 5 5 

Midwest Geraldton WA Country Health Service 5 5 

Pilbara Hedland Metro 3 5 

   Metro 2  

Southwest Bunbury WA Country Health Service 15 15 

Total     50 

Resident Medical Officers  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 18 18 

Great Southern Albany WA Country Health Service 15 15 

Kimberley Broome WA Country Health Service 11 11 

Midwest Geraldton WA Country Health Service 19 19 

Pilbara Hedland WA Country Health Service 5 10 

  Karratha WA Country Health Service 5  

Southwest Bunbury WA Country Health Service 33 33 

Wheatbelt Northam WA Country Health Service 2 2 

Sub total     108 
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Resident Medical Officers - Community Residency Program  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  WA Country Health Service 1 1 

  Esperance WA Country Health Service/Metro 1/1 2 

Great Southern Albany WA Country Health Service/Metro 1/1 2 

Kimberley Broome/Fitzroy WA Country Health Service/Metro 1/1 2 

  Derby WA Country Health Service 1 1 

  Kununurra/Halls Creek WA Country Health Service/Metro 1/1 2 

Pilbara Karratha/Port Hedland WA Country Health Service 2 2 

Wheatbelt Narrogin WA Country Health Service/Metro 1/1 2 

Southwest Margaret River WA Country Health Service/Metro 2/1 3 

Midwest Geraldton/Carnarvon WA Country Health Service 2 2 

Sub total     19 
Total     127 
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WA Country Health Service regional junior doctors 2025 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie WA Country Health Service/Metro 5/5 10 

Great Southern Albany WA Country Health Service/Metro 5/5 10 

Kimberley Broome WA Country Health Service 5 5 

Midwest Geraldton WA Country Health Service/Metro 5/5 10 

Pilbara Hedland Metro 3 5 

    Metro 2  

Southwest Bunbury WA Country Health Service 15 15 

Total     55 

Resident Medical Officers  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 18 18 

Great Southern Albany WA Country Health Service 15 15 

Kimberley Broome WA Country Health Service 11 11 

Midwest Geraldton WA Country Health Service 19 19 

Pilbara Hedland WA Country Health Service 5 10 

  Karratha WA Country Health Service 5  

Southwest Bunbury WA Country Health Service 33 33 

Wheatbelt Northam WA Country Health Service 2 2 

Sub total     108 
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Resident Medical Officers - Community Residency Program  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  WA Country Health Service 1 1 

  Esperance WA Country Health Service/Metro 1/1 2 

Great Southern Albany WA Country Health Service/Metro 1/1 2 

Kimberley Broome WA Country Health Service/Metro 1/1 2 

  Derby WA Country Health Service 1 1 

  Kununurra WA Country Health Service/Metro 1/1 2 

Pilbara Karratha WA Country Health Service 2 2 

Wheatbelt Narrogin WA Country Health Service 2 2 

Southwest Margaret River WA Country Health Service/Metro 2/1 3 

Midwest Geraldton/Carnarvon WA Country Health Service/Metro 1/1 2 

Sub total     19 
Total     127 
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WA Country Health Service regional junior doctors 2026 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie WA Country Health Service/Metro 5/5 10 

Great Southern Albany WA Country Health Service/Metro 5/5 10 

Kimberley Broome WA Country Health Service 5 5 

Midwest Geraldton WA Country Health Service/Metro 5/5 10 

Pilbara Hedland WA Country Health Service 3 5 

    WA Country Health Service 2  

Southwest Bunbury WA Country Health Service 15 15 

Total     55 

Resident Medical Officers 

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 18 18 

Great Southern Albany WA Country Health Service 15 15 

Kimberley Broome WA Country Health Service 11 11 

Midwest Geraldton WA Country Health Service 19 19 

Pilbara Hedland WA Country Health Service 7 12 

  Karratha WA Country Health Service 5  

Southwest Bunbury WA Country Health Service 33 33 

Wheatbelt Northam WA Country Health Service 2 2 

Sub total     110 
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Resident Medical Officers - Community Residency Program  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  WA Country Health Service 1 1 

  Esperance WA Country Health Service/Metro 1/1 2 

Great Southern Albany WA Country Health Service/Metro 2/1 3 

Kimberley Broome WA Country Health Service/Metro 1/1 2 

  Derby WA Country Health Service 1 1 

  Kununurra WA Country Health Service/Metro 1/1 2 

Pilbara Karratha WA Country Health Service 2 2 

Wheatbelt Narrogin WA Country Health Service 2 2 

Southwest Margaret River WA Country Health Service/Metro 2/1 3 

Midwest Geraldton/Carnarvon WA Country Health Service/Metro 2/1 3 

Sub total     21 
Total     131 
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WA Country Health Service regional junior doctors 2027 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie WA Country Health Service/Metro 5/5 10 

Great Southern Albany WA Country Health Service/Metro 5/5 10 

Kimberley Broome WA Country Health Service 5 5 

Midwest Geraldton WA Country Health Service/Metro 5/5 10 

Pilbara Hedland WA Country Health Service 3 5 

    WA Country Health Service 2  

Southwest Bunbury WA Country Health Service/Metro 15/5 20 

Total     60 

Resident Medical Officers  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 18 18 

Great Southern Albany WA Country Health Service 15 15 

Kimberley Broome WA Country Health Service 11 11 

Midwest Geraldton WA Country Health Service 19 19 

Pilbara Hedland WA Country Health Service 7 12 

  Karratha WA Country Health Service 5  

Southwest Bunbury WA Country Health Service 33 33 

Wheatbelt Northam WA Country Health Service 2 2 

Sub total     110 
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Resident Medical Officers - Community Residency Program  

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  WA Country Health Service 1 1 

  Esperance WA Country Health Service/Metro 1/1 2 

Great Southern Albany WA Country Health Service/Metro 2/2 4 

Kimberley Broome WA Country Health Service/Metro 1/1 2 

  Derby WA Country Health Service 1 1 

  Kununurra WA Country Health Service/Metro 1/1 2 

Pilbara Karratha WA Country Health Service 2 2 

Wheatbelt Narrogin WA Country Health Service 2 2 

Southwest Margaret River WA Country Health Service/Metro 2/1 3 

Midwest Geraldton and region WA Country Health Service/Metro 2/2 4 

Sub total     23 
Total     133 
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WA Country Health Service regional junior doctors 2028 

Interns  

Regional positions Site Employer Site numbers Total numbers 

Goldfields  Kalgoorlie WA Country Health Service/Metro 5/5 10 

Great Southern Albany WA Country Health Service/Metro 5/5 10 

Kimberley Broome WA Country Health Service/Metro 5/3 8* 

Midwest Geraldton WA Country Health Service/Metro 5/5 10 

Pilbara Hedland WA Country Health Service/Metro 3/2 7* 

    WA Country Health Service 2  

Southwest Bunbury WA Country Health Service/Metro 15/5 20 

Total     65 

Resident Medical Officers 

Region positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie WA Country Health Service 18 18 

Great Southern Albany WA Country Health Service 15 15 

Kimberley Broome WA Country Health Service 11 11 

Midwest Geraldton WA Country Health Service 19 19 

Pilbara Hedland WA Country Health Service 7 12 

  Karratha WA Country Health Service 5  

Southwest Bunbury WA Country Health Service 33 33 

Wheatbelt Northam WA Country Health Service 2 2 

Sub total     110 
  



 

Towards a medical workforce strategy for rural WA  |  January 2019 72 
 

Resident Medical Officers – Community Residency Program 

Regional positions Site Employer Site numbers Total numbers 

Goldfields Kalgoorlie  WA Country Health Service 1 1 

  Esperance WA Country Health Service 2 2 

Great Southern Albany WA Country Health Service/Metro 3/2 5 

Kimberley Broome WA Country Health Service/Metro 1/1 2 

  Derby WA Country Health Service 1 1 

  Kununurra WA Country Health Service/Metro 1/1 2 

Pilbara Karratha WA Country Health Service 2 2 

Wheatbelt Narrogin/Moora  WA Country Health Service/Metro 2/2 4 

Southwest Regional WA Country Health Service/Metro 4/2 6 

Midwest Regional WA Country Health Service/Metro 3/2 5 

Sub total     30 
Total     140 

 

  



 

Towards a medical workforce strategy for rural WA  |  January 2019 73 
 

Table 5.4 

Summary cost 

Cost of Additional 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 Total 

Interns    $4266420 $4266420 $4266420 $5333025 $5333025 $6399630 $7466235  

Resident Medical Officers    $2994017 $3454635 $8291124 $8291124 $8751742 $8751742 $8751742  

Community Residency 
Program* 

 $2057840 $2675192 $2675192 $3292544 $3909896 $3909896 $4321464 $4733032 $5953520  

Regional cost**            

Intern    +20   +5  +5 +5 +35 

Resident Medical Officers    +13 +2 +21  +2   +38 

Community Residency 
Program* 

 +10 +3  +3 +3  +2 +2 +7 +30 

Additional educational 
support 

           

Karratha            

Northam            
 

*Community Residency Program should be funded through the Australian Government from 2020 onwards. 

The Australian Government announced in the 2018/19 budget through the Stronger Rural Health Strategy’s Streamlining General Practice Training, 
improving access to training in rural areas and the private sector through junior doctor training and that it would fund 300 junior doctor positions in 
rural general practice. This initiative is seen to support the National Rural Generalist Pathway. It is envisaged that WA will have access to at least 30 
of these positions.  

**We do not yet have the regional costings  
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Notes 

2020 
Community Residency Program costs  

These positions are at PGY2 and 3 level and so an average of their salaries is $119,834 (PGY2 
$109,678 and PGY3 $129,990)  

Salary costs of a Community Residency Program position $119,834 

Oncosts at 30 per cent are $35,950 

Training and GP costs* $50,000 

Average cost Community Residency Program position $205,784 

Total for 10 positions $2,057,840 

* The National Rural Generalist Pathway costed at $20,000 per trainee in PGY2 for a community 
rotation in WA. With five rotations for each Community Residency Program position the cost would 
be $100,000 per position, however it should be noted that this is the same cost as supporting an 
intern therefore the amount has been halved to $50,000 per Community Residency Program 
position.  

2021 
Intern and Resident Medical Officer numbers stay the same. 
Community Residency Program position numbers grow to 13. 

2022 
Intern numbers increase by 20 at a salary of $104,456 

On-call and call back $36,560 

Oncosts at 30 per cent $42,305 

Supervision $30,000 

Average cost per intern $213,321 

Resident Medical Officer number increase by 13   

Averaging out the wages between PGY2 and 3 gives a cost of $119,834 

On-call and call back $41,942 

Oncosts $48,533 

Mentoring and training $20,000 

Average cost per Resident Medical Officer $230,309 
 

Community Residency Program positions stay the same. 
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2023 
Intern numbers remain unchanged. 

Resident Medical Officer numbers increase by two. 

Increased costs are $460,618. 

Community Residency Program positions increase by three. 

Increased costs are $617,352. 

2024 
Intern numbers stay the same. 

Resident Medical Officer numbers increase by 21. 

21 at $230,309 equates to $4,836,489. 

Community Residency Program positions increase by three. 

Increased costs are $617,352. 

2025 
Intern numbers increase by five to a cost of $1,016,605. 

Resident Medical Officer numbers stay the same. 

Community Residency Program numbers stay the same. 

2026 
Intern numbers stay the same. 

Resident Medical Officer numbers increase by two to a cost of $460,618. 

Community Residency Program numbers increases by two to a cost of $411,568. 

2027 
Intern numbers increase by five at cost of $1,016,605. 

Resident Medical Officer numbers stay the same. 

Community Residency Program numbers increase by two at a cost of $411,568. 

2028 
Intern numbers increase by five to 65 at a cost of $1,1016,605. 

Resident Medical Officer numbers stay the same. 

Community Residency Program numbers increase by seven at a cost of $1,220,488. 
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With 65 interns, 140 PGY1 and 2 and Community Residency Program positions, WACHS should 
have Medical Education Unit support including: 

• 1 x Medical Education Registrar 
• 2 x Administration support 
• 2 x Medical Education Officers 
• 1 x Director of Clinical Training 
• 1 x Director of Postgraduate Education 

In addition, WACHS also has regionally distributed education and training support for each region 
with the exception of the Wheatbelt and Karratha. The costs for this additional support has been 
included in the supervision component of the salaries as described above. 
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SECTION 6 
Regional profiles and key regional issues 
A full analysis was undertaken on the key health issues and medical workforce trends for every 
health region in country WA. 

The data underpinning the regional profiles was drawn from the data holdings held by WAPHA, 
WAGPET, RCSWA, WACHS and Rural Health West. The profiles were then confirmed with the 
leadership group in each region and local consultations were undertaken on the local health and 
medical workforce issues and the best way to address them.  

In each case, the profiles were ultimately signed off by those participating in the consultation 
process as representing an accurate reflection of the region and its key health and medical 
workforce issues. 

Although the figures for the junior doctors were all sourced from WACHS, the Medical Education 
Unit has advised that the registrar positions vary between service and training and the data 
differentiating these roles is not clear. As was stated at the beginning of the regional consultations 
all workforce numbers change from time to time and the numbers where only ever meant to 
represent a trend over the ten year period. On this basis, the data for the specialist registrar 
positions should be treated with caution. 

The purpose of these regional profiles was to gather a picture of the regional differences and 
variations and ensure they were acknowledged in the broader statewide policy and strategy 
proposals and recommendations.  

To this end the Country Medical Education and Training Plan has a region by region focus based 
on what the regions might be expected to support in terms of the growth in medical education and 
training places, but also reflecting what each region management team believed could be delivered 
in the timeframe required. These are very much dependant on having sufficient funding, 
supervisory systems and accredited positions. The positions need to be well marketed to ensure 
they are attractive to junior doctors and of high quality. This will require considerable hard work on 
the part of regions and the Medical Unit. 

A key issue emerging in the Pilbara and the Kimberley was that the current medical service models 
are making virtually no inroads into the health outcomes nor preventable admissions, which are the 
highest in WA. In these regions access to primary care, environmental health and community 
development programs must be addressed. The Australian Government’s recent commitment to 
fund increased GP telehealth consultations into remote communities provides an opportunity to 
build a model better suited to these regions. 

Recommendation 14 
WAPHA to sponsor the redesign of the Primary Health Care models in the Kimberley and Pilbara 
to find a way of ensuring that primary health care reaches those who need it and reduce the 
State’s highest rates of preventable admissions to hospitals through environmental health and 
community development programs. 

A full profile for each region is included at Appendix A. 
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A summary of the key issues, excluding those associated with medical education and training, 
arising from the consultative process and the analysis of the health and medical workforce data is 
as follows: 

Great Southern health region 
The regional profile was well received by all parties and seems to reflect most peoples’ impression 
of the change in workforce, with the exception that there was a belief that the increase in resident 
specialists had grown more than the numbers reflect. This was due to exclusion of semi-retired 
specialists who moved to Denmark and were counted as resident specialists.  

The medical model, the changes in the medical service model and the growth in the medical 
workforce in the Great Southern was basically validated. 

The region is well supported by a strong and highly skilled GP workforce and the hospital 
continues to have a good relationship with the GP’s. While the health service has recruited a range 
of highly skilled specialists and strengthened the hospital’s retention of cases, the specialists are 
working in a very effective shared care model. 

Albany is an attractive place for GP proceduralists to work with good support and rosters. In the big 
picture it will be important that there is still room to train the next generation of GP proceduralists 
for Albany and also potentially for other regions.  The new specialist centre should enable more 
surgical work to occur in Albany and support GP proceduralists. 

Albany currently has a stable and vibrant model in place making best use of private practice and 
the public hospital with a shared care model between GPs and specialists. This model is the most 
cost effective and safe model for a community of this size. 

As the supply of specialists increase in WA there may be a challenge with more specialists seeking 
work in the region. This may in turn impact on the number of GPs working in the region.  

The challenge going forward will be how this model accommodates the new day hospital and how 
to maintain the economies of scale of work that the Albany Regional Hospital currently enjoys. 

All respondents agreed that there was a definite need for specialist paediatric services.  

The majority felt that this should be focussed mainly on developmental services but a smaller 
group felt there was support for an acute paediatric service as well. However it is seen that the rate 
of neonatal transfers does not necessarily support this need. The Emergency Department (ED) 
view was that very few Neonatal retrievals are required as the local GP’s are well skilled. 

In discussion about other medical gaps, there was less consistency and certainly not as a clear a 
case as developmental paediatrics. 

WACHS Great Southern has completed a regional service plan for paediatrics and is finalising a 
business case for a multidisciplinary paediatric service, that when funded, will over several years 
implement a new model of care with a mix of public, private and GP services, including mental 
health. 

A second anaesthetist was seen as appropriate for some stakeholders, others believed there was 
already sufficient anaesthetics capability and indeed some GP anaesthetists were signalling that 
the level of work available was becoming marginal for them. WACHS Great Southern will be 
advertising for the second anaesthetist in late 2018.The introduction of the new private day hospital 
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next year was likely to increase available private cases in the region as more people accessed 
local private services. There may be some impact at the hospital.  

An additional geriatrician was also considered important into the future given the age profile of the 
community and a nephrologist and team to address the age related burden of end stage renal 
disease. 

Most felt the region could be developed as a centre for rural training.  

Innovation and new initiatives in the Great Southern 

Telehealth and the Emergency Telehealth Service (ETS) have been very beneficial in the smaller 
centres. There is also a new telehealth service providing acute care to inpatients being trialled.  
Ravensthorpe is one of the sites. 

WAPHA, WACHS and the GPs are working together to deliver an innovative after-hours service to 
aged care and primary care. This involves a nurse practitioner working on the ground with the 
support of GPs on-call for advice and support when needed.  

The approach shows considerable cooperation between the general practices and the Albany 
Regional Hospital to provide a better and more sustainable service. 

South West health region 
The medical service model in Bunbury is based around the co-located public and private hospital. 
This was the first co-located public/private partnership in WA. This model has attracted specialists 
to the region and it is interesting to note that 47 per cent of all resident specialists working in rural 
WA do so in the South West. 

The population of Bunbury and the number of doctors in the town has resulted in a medical service 
model more aligned to the city than the rest of country WA. It has a typical specialist led and 
delivered hospital service with outpatients clinics provided outside the hospital. 

The regional profile was seen as a reasonable reflection of the developments over ten years. 
Clearly it shows Bunbury growing in stature as the regional hospital with strong growth in junior 
doctors being trained in the region.  

The region has probably benefited most from the growth in rural doctors across WA over time. It 
has a very substantial specialist workforce operating from both hospitals and has increased 
capability to provide more medical education and training. 

The importance and substantial visiting medical workforce needs to be reflected on the medical 
workforce analysis as it is a strategy in its own right. It works particularly well for the South West 
given the proximity to Perth. 

All respondents reinforced the importance of mental health and substance abuse across the 
region. A large part of the current issues related back to the consequence of societal and 
community issues with family breakdowns a key cause. It was felt by many respondents that while 
the region faced enormous social issues, the consequences were being seen as health issues and 
so the health system was being seen as the solution rather than community and societal 
responses. 

General practitioners see the greatest load of mental health conditions from anxieties, personality 
disorders as well as more acute mental health conditions. They are not able to address the base 
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cause and what is needed is a broader societal response. Respondents report that the medical 
model alone was simply not coping. 

Aboriginal health was clearly an issue, while the South West Aboriginal Medical Service was seen 
as a very effective service for the region. 

The South West is relatively well supplied with its hospital medical workforce and has a strong GP 
workforce compared to the remainder of WA. However, there do remain some areas of 
disadvantage including Collie. 

There is a need for an ear, nose and throat (ENT) surgeon and while there has been an IMG on a 
specialist pathway they are unable to claim Medicare. 

The respondents described some issues with the current medical service model: 

• First, the significant gaps being charged for out-of-pocket specialist consultations especially 
oncology and paediatrics by the private practitioners was a barrier to many patients. Both the 
South West Aboriginal Medical Service and WACHS were on occasion subsidising the service 
to ensure all patients had access. This is a concern when similar outpatient clinics for the same 
services in Perth hospitals are bulk billed. 

• Second, the interface between the public and private hospitals for shared medical services has 
on occasion been difficult, especially involving a mixed fee-for-service and salaried service. It is 
important that this can be quickly resolved given the importance of a viable and strong public 
and private service for the city and wider region. The shared campus with St John of God has 
many advantages but there have been some problems getting private patients into St John of 
God Bunbury Hospital and this needs to be resolved. 
All the private specialists work under a fee-for-service model.  Recently the region has invested 
in some salaried specialist support with positions for Heads of Departments for surgery, 
medicine and obstetrics and gynaecology of which 0.4 is clinical and 0.6 is administrative (0.4 
Bunbury and 0.2 Regional).  

• Third, the impact of introducing a salaried model for Busselton has seen a degree of 
disengagement between the General Practice community and the Hospital. The recent 
appointment of Dr Mark Monahan in Busselton has seen increased efforts to restore GP 
engagement and involvement in the hospital. This is important to sustain services and also 
provide the means to develop an integrated medical education and training program in 
Busselton. 

Innovation and new initiatives in the South West 

Rural Health West is providing secretarial support to the newly created South West Health 
Professionals Education and Network Group. This combines the forces of all agencies in the area 
to support education, training and networking amongst health professionals. The purpose of the 
group is to encourage and support greater integration between those working in hospitals and 
community as well as across disciplines and professions.  

This is seen as a very important initiative and has strong buy-in and support from across the 
region. The first event was hugely successful, it included allied health professionals and nurses as 
well as medical practitioners.  

A further initiative has seen a mental health nurse working across WACHS and the Duchess 
General Practice, these cross appointments are seen as a future direction to support closer 
integration for the benefit of patients. 
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There is a recognised need locally for greater investment into public health. That is preventing ill 
health and promoting good health in the community and together with the Community and Early 
Years programs.  

Telehealth, particularly in palliative care has been successfully adopted to support regional 
patients. 

The South West health providers have been strong advocates for My Health Record and the region 
has one of the highest take-up of the My Health Record in Australia. 

Goldfields health region 
The regional profile was accepted as an accurate reflection of the current state of the medical 
workforce and the current profile reflected the loss of many highly skilled and senior general 
practitioners from the city over a short period of time. 

The hospital is very reliant on fly-in/fly-out services in many of the disciplines and has more 
recently employed resident specialists. 

The WAPHA representatives described the region as having four different settings: 

1 Remote Aboriginal communities, 75 per cent Aboriginal people. 
2 Small towns with a solo doctor and hospital, 20 per cent Aboriginal people. 
3 Esperance, 5 per cent Aboriginal people. 
4 Kalgoorlie, Boulder and Kambalda, 12 per cent Aboriginal people. 

Each of these areas needs a different medical model to address their needs.  

One of the biggest issues for the region is the lack of GPs who have their vocational recognition, 
with 47 per cent of doctors in the region not having vocational recognition with the relevant 
College. This figure increases to 67 per cent in Boulder and 60 per cent in Kalgoorlie.  

Another issue for the region is the loss of procedural and special interest GPs. This combination 
has meant that there are far fewer potential supervisors for either GP trainees or new recruits as 
those without vocational recognition by the relevant College must be supervised and/or be in a 
training program themselves. 

The region now has adequate specialist services in child and adolescent psychiatry, adult 
psychiatry, oncology, palliative care, dermatology, neurology, urology and sleep medicine. This has 
occurred since the Rural Health West report Specialist Services in Rural Western Australia Gap 
and Equity Analysis Update March 2016. 

The Goldfields is experiencing severe shortages of general practitioners that is threatening primary 
health care and patient care in Kalgoorlie, Boulder and Kambalda. This is a major problem for the 
wider community as almost all the health issues for the region are a key focus for general practice 
and without general practice these health issues will simply worsen and create increased 
hospitalisation. 

Innovation and new initiatives in the Goldfields 

The Primary Health Network is supporting patients’ use of GP telehealth after-hours by funding 
ReadyCare for services in Leinster and Kambalda. This service is new and is being evaluated to 
see how successful it is. 
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The remote communities all have access to good telecommunications and use online banking and 
cashless debit cards. There is an opportunity to use more telehealth and e-medicine in these 
areas. 

Joint agency work is being conducted in The Lands. This includes access to telehealth for mental 
health. 

The Goldfields WACHS executive has found a way to maintain its essential hospital services in the 
wake of major changes to its available medical workforce. While these efforts have been effective 
to bridge a major gap it cannot offer a long-term solution for the region. 

In contrast to the experiences in Kalgoorlie, Boulder and Kambalda the remainder of the region has 
seen major improvements. This has been especially the case in Esperance where a very highly 
skilled range of GP’s work in a close collaboration with the hospital services to offer the community 
both a stable and highly competent medical service. This has attracted more doctors wishing to 
work within the integrated and effective model.  

Key issues to be addressed include: 

5 Professor William Hart, Dean of Medicine at the Curtin Medical School to be invited to 
Kalgoorlie to discuss options for student placements, internships and Goldfields medical career 
pathways. Also enter discussions on potential for a remote health research centre in Kalgoorlie 
as an arm of metropolitan universities or institutes. 

6 Implement the key directions agreed at the Rural Health West sponsored workshop held in 
Kalgoorlie on 23 August 2018 to restore a healthy general practice community in Kalgoorlie, 
Kambalda and Boulder including: 
 Establishing a Regional Health Professionals Network to connect health professionals 

across the region and to coordinate education and social activities. 
 Actively promoting training opportunities to new GP registrars and support them to 

undertake placements in the region. 
 Advocate for current non-vocationally registered doctors to receive priority access onto 

supported Fellowship programs. 

7 WACHS Goldfields to host and sponsor a social event to build relationships across the 
community in support of a strong, vibrant and collegial health community dedicated to good 
health in the Goldfields. 

Kimberley health region 
The integrated training between RCSWA, WAGPET and the Kimberley Aboriginal Medical 
Services Council (KAMSC) has revolutionised the medical workforce stability in Broome. The 
strong presence of teaching and training that has been established has supported the next 
generation of young medical graduates to the region.  

In fact the Kimberley as a whole now has the second lowest percentage of non-vocationally 
registered doctors in country WA. This model should be expanded and developed in other regions. 

Despite this achievement, the Kimberley continues to have the worst burden of ill health in WA, it 
ranks at the top for preventable hospital admissions and the following major health issues for the 
region will see continued poor health outcomes for the foreseeable future: 

• 91 per cent of people don’t eat the recommended daily serves of fruit and vegetables. 
• 46 per cent of adults over 16 drink alcohol at a risk to long-term health. 
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• 3.7 times higher rate for alcohol related hospitalisation. 
• 4 times the State rate of ED attendances. 
• 6.5 times the State rate of hospitalisation for cellulitis. 
• 6.8 times the rate of hospitalisation of Aboriginal people aged 15 to 64. 
• Suicide rate 8.4 times the rate for males and 6.6 times the rate for females aged 15 to 24 when 

compared with the State. 
• In 2015 the proportion of Kimberley children rated as developmentally vulnerable on one or 

more domains ranged from 34 per cent in Broome to 69 per cent in Halls Creek. 
• The proportion of children accessing primary health care was significantly less than the State 

average (1.1 times the rate), and proportion accessing hospital care was significantly more (1.3 
times the rate). 

• The rate of Potentially Preventable Hospitalisations (PPH) was 3.2 times the rate for the State. 
For Kimberley children with ENT conditions being the most common at 4.8 times the rate for 
the State average 

• The rate of notifiable disease was significantly higher at 3.8 times the rate for adults and 4.5 
times the rate for children. 

• 78 per cent of ED attendances were for triage 4 and 5 (semi or non-urgent). The WACHS 
average is 66 per cent. 

• The rate for triage 4 was 4 times the rate of the State average and triage 5 was nine times 
higher than the State. 

• Hospitalisations occurred at twice the State rate for Kimberley residents. 
• The leading cause of hospitalisation is injury and poisoning. 

The mortality rate of the Kimberly region was 1.7 times that of the State rate.  The mortality rate in 
Kimberley residents for alcohol and tobacco-related causes were significantly higher at 2.3 and 1.6 
times that of the State rate.  

The Kimberley has amongst the poorest health outcomes and highest level of health risk in WA.  

The hospitals are operating effectively, this is despite having a tenuous medical workforce that is 
very dependent on short term locums with variable reliability. 

The clearest issue for the Kimberley is the inadequacy of the primary health care services and the 
inability of the communities and the health services to jointly address the underlying causes of ill 
health in the region. 

While the current model is designed to ensure health issues are addressed when they develop, 
there remains a significant gap in the provision of preventive and community partnered approaches 
to reduce the burden of poor health. 

This is coupled with major social problems across many of the communities and an inability to 
provide a full range of services to the most remote and hardest to reach communities. 

Key issues needing to be addressed include: 

• The three agencies KAMSC, WAPHA and WACHS and their specialist staff should convene to 
specifically consider the medical service model that will best address the poor health outcomes 
in the region.  

It should also consider the use of Aboriginal health practitioners and nurse practitioners in a 
broader primary health care model of service in collaboration with local community leadership 



 

Towards a medical workforce strategy for rural WA  |  January 2019  86 
 

to address the causes of ill health. It should be noted that there is no award provision for 
Aboriginal health practitioners in WACHS therefore no career path and currently paid at senior 
Aboriginal health worker Level 3. 

• Any alternative primary health care service model designed through the collaboration should be 
costed and submitted to both State and Australian Governments for consideration.  

• Consideration should be given to support on the ground health services through innovative 
models that may further add to the engagement of health providers within the remote 
communities. This might include technologies such as telehealth and point of care testing.  

• Establish a Health Professions Network to coordinate education and training events across the 
region. This should have an increased focus on the East Kimberley and be used to ensure 
there is effective integration and coordination of medical and health professionals. 

• Kimberley to employ its own interns and establish rotations for junior doctors throughout the 
region, including remote communities which could include an element of remote supervision to 
complement on-site supervision. These positions which include the Community Residency 
Program should be for a minimum of six months in the region and generally longer. 

Pilbara health region 
The identified health issues and profile were acknowledged and agreed by the local 
representatives. However, special emphasis was given by stakeholders to the importance of 
environmental Health and mental health as the major issues for the region. As much as 25 per cent 
of hospital admission costs are associated with environmental health causes. It is this area that 
particularly concerns the health leadership in the Pilbara.  

While the hospital workforce is relatively stable the primary health care and environmental services 
are inadequate across the region and without a strong primary health care and environmental 
health program the already poor health of the population will not improve. 

As part of the consultation process a special meeting of the Pilbara Health Workforce Working 
Group was convened to meet with the consultants. The purpose of the working group is to seek 
ways of addressing the longstanding health workforce shortages and turnover in the Pilbara. 

This is an important group for the identification of new innovation and commitment from agencies 
outside the region to both understand the issues but also to assist to address them in a 
collaborative manner. Rural Health West’s Regional Advisor North is the Chair of the Group. 

The biggest issue in the region is a lack of a vibrant, traditional general practice sector, the cost of 
primary care and lack of GP after-hours services.  Traditional private general practice has largely 
failed in the region and the corporate sector has filled that gap with a service and business model 
that ensures financial sustainability. 

It is reported that general practice in the region has a large focus on the demand from the mining 
industry, particularly for occupational medicine. This work is well paid, but can mean less time is 
available to address the more pressing health issues, including chronic disease and mental health 
conditions. 

While corporate practices have been able to make a business model work in the region, it is clear 
that traditional general practice is less able to do so.  

The attraction of working with WACHS where doctors are paid significantly more to work in the 
public sector on a salary with a house and car provided as well as professional development and 
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leave. This is in contrast with running a small business with overheads and all the concerns and 
responsibilities that it carries.  

This medical service model effectively places the responsibility for provision of medical services 
with the State government, rather than shared with the Australian Government.  

Dr Andrew Png under the banner of Pilbara Doctors is in discussion to establish a presence in 
Karratha, Dampier and Wickham. He aims to place as many GP registrars in these practices as is 
practical.  Puntukurnu Aboriginal Medical Service is going to establish a primary healthcare facility 
in Newman to service the Aboriginal patients in Newman.  

Yinhawnagka Gobawarrah native title group are in the early stages of discussions about 
establishing a primary care practice in Karratha. They would like to support a bulk billing service for 
their community.  

These developments are a strong indicator that alternative models to support primary health care 
in the region are needed to ensure the entire community has access to the services they need. 

The logic from these developments is to develop the future of general practice in the Pilbara 
around corporate approaches and the Aboriginal Medical Service model. However each of these 
models needs to consider how it provides a fuller primary health care service to the community. 

In this environment the integration of multidisciplinary care in general practice and between primary 
and secondary care is needed. The use of shared medical records would make a huge difference 
to the care of patients in the region with over fifty per cent of the after-hours presentations to Port 
Hedland hospital represented by Aboriginal patients.  

Innovation and new initiatives 

WAPHA have funded a psychiatric liaison nurse in the ED departments of Hedland and Karratha 
Health Campus. It is making a significant difference, as the role traverses the tertiary health and 
primary health care sectors, keeping people supported and well in the community.  

However, they still have to transfer some mental health patients on occasion and fly them out 
which is poor practice. The rural link that the region has with Royal Perth Hospital has helped fast 
track patients from the ED to Perth and this is seen as a useful innovation. 

The use of more community care workers and health navigators to help reduce demand and 
manage and support and self-management of chronic conditions in the community is seen as an 
important area to develop further. Medicare payments for GP telehealth would help with access for 
remote communities and remote clinical staff. It was suggested that a trial would be run in the 
region.  

Point of care testing is also useful to capture patient information and ensure they are treated in a 
timely manner. The region would like to see an increased focus on the youth in the region as many 
of them are at risk and also require additional child developmental services.  

Key issues to be addressed include: 

• A round table of all agencies was suggested, similar to the Goldfields, to consider innovative 
ways of improving general practice services across the Pilbara. This work should be 
undertaken in conjunction with the Pilbara Health Workforce Working Group. 

• Establish a Pilbara Health Professionals Network to support the recruitment, retention, 
education and training of health professionals in the region. 
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• Market the unique “locum” program that is supporting Port Hedland hospital as a model that 
could work in other health regions. 

• Develop options for remote supervision for GP registrars, for example the Remote Vocational 
Training Scheme program. 

• Investigate the use of MBS telehealth for GP consults to support the very small and remote 
communities. 

• Trial or develop a mechanism for shared medical records for patients across the Aboriginal 
Medical Services and the Pilbara hospitals. 

• Develop shared community and hospital based positions for GP supervisors and GP registrars. 
• Consider and develop a business case for establishing a teaching, training and research 

practice in the region. 

Wheatbelt health region 
The region comprises of 44 local governments over an area of 157,000 square kilometres. 

The region does not have a large regional hospital, which is a common feature of the other 
regions. It has access to Fiona Stanley Hospital for the Southern Wheatbelt, Midland in the west 
and Joondalup to the north. The current services are located around the four district hospitals of 
Northam, Narrogin, Moora and Merredin. In addition to these sites there are 18 small hospitals with 
most operating as multi-purpose service sites with combined aged care and acute health funding, 
two primary health care demonstration sites and 15 health centres/nursing posts and clinics.  

The Wheatbelt retains just 30 per cent of the hospital activity generated in the region.  This is 
largely due to the small size of the facilities and the small and highly dispersed communities. This 
becomes an enormous challenge for providing effective medical cover and services. 

It is acknowledged that the Wheatbelt region presents probably the most challenging 
circumstances for recruitment and retention of doctors. This is largely due to the lack of critical 
mass provided through a regional centre, low levels of activity and close proximity to Perth. 

The spread of small towns across the Wheatbelt also means the region is not conducive to growing 
its own doctors. It can accommodate and provide good experiences for students, but has limited 
capacity for subsequent education and training. 

Improvements to the medical coverage and stability have come from initiatives such as the 
Southern Inland Health Initiative and the Emergency Telehealth Service. To build on these 
initiatives it is suggested that: 

• The five agencies, Rural Health West, WAGPET, RCSWA, WAPHA and WACHS should 
convene to specifically consider further supports or innovative models that may further add to 
the medical workforce strategy in the region. This might include options such as telehealth 
consultations, remote supervision of trainees and the use of nurse practitioners. 

• Consider sub-contracting the future supply of doctors to another health region. For example the 
South West might be commissioned to train and maintain the skills of the future Wheatbelt 
medical workforce. Alternatively the closer alignment of the Wheatbelt with Fiona Stanley 
Hospital, St John of God Midland Public Hospital and Joondalup Health Campus could extend 
to supporting and backing up the medical workforce and providing medical services into the 
region, rather than simply accepting patient transfers from the region. 
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• Ensure the Wheatbelt health region is required to be a member of any selection panel for 
doctors being recruited by local Shires. This will seek to assist the recruitment panels and 
ensure doctors can be credentialed to the hospital and are clinically safe. 

Midwest health region 
It is acknowledged that the Midwest region has good general medical coverage and service 
models that are well directed towards the health issues and needs in the region however there 
remain some gaps that are well known to the medical leadership in the region. 

WACHS, St John of God Private Hospital, Geraldton Regional Aboriginal Medical Service and 
general practices have good effective professional relationships which will help them to deal with 
these and emerging issues. 

There was considerable consensus amongst those consulted on the current state of the medical 
workforce and more importantly what is needed into the future. 

All those consulted felt that the region could and should strengthen its medical education and 
training capability and provide a clearer pathway from students, interns and prevocational and 
vocational training in the region.  

This will require some education and training infrastructure within the future redevelopment and 
some alternative approaches in the meantime to increase intern and junior doctor placements 
across the service areas, public, private, community and Aboriginal medical services. 

The key actions arising from the consultative process in the region include: 

• WAGPET, WAPHA and RCSWA to look for opportunities to share offices and overheads and 
coordinate education and training resources and programs. 

• The region to consider the introduction of the Health Professions Network to facilitate increased 
integration of medical and other health professional education and training in the region. 

• Midwest to employ its own interns and to grow the number of interns up to ten, with ED 
rotations through metropolitan or Bunbury until the redevelopment of the health campus is 
completed. A further increase in junior doctors of five PGY2+ is also possible. 

• WACHS Midwest to develop an integrated medical education and training program in 
collaboration with St John of God Health Care, Geraldton Regional Aboriginal Medical Service, 
RCSWA, WAPHA, RFDS Western Operations and WAGPET providing rotations through 
Geraldton and the wider Midwest and Gascoyne services. 

• Key service gap is in acute mental health service requiring secure beds and a further resident 
psychiatrist to provide more locally available services and avoid late evacuations. 
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Great Southern Regional Profile 
 

Medical practitioner by type over the last 10 years 

 Great Southern Change Country WA Change 

 2008 2017  2008 2017  

General practitioner 55 79 44% 464 659 42% 

Procedural GP* 20 28 40% 192 190 1% 

GP registrar 7 21 200% 43 121 181% 

Resident specialist 16 19 18% 111 145 31% 

Specialist training registrar 0 8  N/A 48  

Junior doctor 0 16  29 118 303% 

Salaried + doctor 0 6   131  

Medical administration 1 2 100% 10 18 80% 

Turnover rate GP  4.5% 10.5%  15.4% 13.2%  

 
Data source 

*Numbers from Maintaining an effective procedural workforce 2006-2015. 

The data source for the remainder are from the Rural Health West database and the Medical 
Workforce Unit of WACHS. 

Salaried doctor numbers from WACHS are not available for 2008. 

+Salaried doctors exclude specialists, registrars, junior doctors and medical administration. 

The major growth in numbers has come from the junior doctors and registrars.  This is encouraging 
and it means medical education and training has a major role in the region. RCSWA has a well-
established centre in Albany. 

Working hours for both GPs and specialists have decreased slightly over the 10 year period from 
42.3 to 41.1 for GPs and 43.4 to 41.5 for specialists. 

Medical service model 
During the last ten years medical services in the region have been transformed.  

In 2008, the Albany hospital was supported by resident general practitioners who provided all the 
emergency services and much of the inpatient services. The obstetric and anaesthetic services 
where provided by a group of highly skilled general practitioners working in a shared care model 
with resident specialist doctors. 
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In 2010/11 a decision was made in consultation with all local GP’s to augment the GP coverage of 
the hospital’s ED with salaried doctors. This was due to a shortage of GPs available to cover the 
ED.  By bringing in salaried doctors, GPs could increase their practice availability and also their 
support for anaesthetics and obstetrics. At the same time, junior doctors were integrated into the 
hospital as part of the medical workforce. Some of the Albany based GP practices continue to 
provide an inpatient service to the hospital. 

In 2013, the new Albany hospital was opened, this has enabled the additional specialist services 
and activity levels have increased in line with this workforce and infrastructure. For example, aged 
care services have been strengthened with the employment of a resident geriatrician. 

A new specialist centre has just opened in Albany which will be aligned to the soon to be built 
private day hospital. This private initiative should see the attraction of additional specialists and 
more private work being undertaken locally. 

There are five small hospitals in the region being Denmark, Mt Barker, Kojonup, Gnowangerup and 
Ravensthorpe and one integrated district health centre in Katanning. 

All of these centres are supported by the local GPs and the Emergency Telehealth Service. 

Denmark is the largest of these centres with two private GP practices followed by Mt Barker and 
Katanning both with a group GP practice, the other towns are supported by solo doctor practices 
including Kojonup, Jerramungup, Gnowangerup, Lake Grace and Ravensthorpe.  

Among these other solo practices there is an increasing trend towards larger or other practices 
providing services across more than one town. This includes St Lukes Practice in Katanning that 
also operates Kojonup. One of the practices in Denmark is associated with the Southern Regional 
Medical Group and Mt Barker is now part of the Pioneer Practice in Albany. 

The newly completed integrated district health centre of Katanning has seen the attraction of new 
specialist services to the area. It is still not able to support resident obstetric/maternity services due 
to the lack of 24/7 cover for both obstetrics and anaesthetics but does provide comprehensive ante 
natal and postnatal care including a midwife focussing on Aboriginal clients. 

There were two practices in town, one solo and one group, the solo practice has since closed 
during the course of this project. The hospital ED roster is well supported. The Primary Health 
Network and Country Health Initiative (formerly the Southern Inland Health Initiative) medical 
incentives both support some new community services in Katanning including a nurse practitioner 
based in the hospital to help co-ordinate ED presentations with general practice. 

There is a changing model in Mt Barker with Pioneer Medical (Albany based) now operating the 
practice. 

GPs provide the backbone of the primary care services. They are also instrumental in supporting 
emergency services, anaesthetics and obstetrics services in a shared care model with the 
specialists. It is also noted that GPs also provide the majority of palliative care services in the 
Great Southern in partnership with the Great Southern Palliative Care Service and with the 
guidance and support of the resident specialist Dr Kirsten Auret, under a highly successful shared 
care model. 

Resident specialists in Albany cover anaesthetics, emergency medicine, general surgery, general 
medicine, respiratory medicine, psychiatry, infectious diseases, ophthalmology, obstetrics and 
gynaecology, orthopaedic surgery, palliative care and radiology.  
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Rural Health West undertook a Specialist services in rural WA gap and equity analysis in March 
2016.  It identified the Great Southern as having low access to specialist services in paediatrics, 
child and youth psychiatry, ENT, gastroenterology, immunology, renal medicine and oncology. 

The Emergency Telehealth Service now supports the small hospitals and integrated district health 
centre in the region with specialist support available 24/7 for emergency patients. Some of the 
small hospitals are now being covered for inpatient telehealth services, with strict inclusion and 
exclusion criteria.  

Population of the region and projected growth 
The Great Southern region had an estimated resident population in 2016 of 62,104. This 
represents an increase of seven per cent over the previous decade. It has an older age structure 
than the rest of the State, with 41 per cent of the population over 50 (State average is 32 per cent). 
Its population is expected to grow by 0.6 per cent per annum over the next decade. However, the 
70+ age group is expected to grow by 3.2 per cent per annum.  

Aboriginal people represent 4.5 per cent of the region’s population with more Aboriginal people 
proportionately living in the central Great Southern than Albany.  

The region has some very low socio-economic areas particularly in Katanning and some suburbs 
of Albany. 

In 2016 the Great Southern had 100 GPs (including registrars) which equates to 1.6 GPs per 1,000 
population. WA as a whole had 1.38 GPs per 1,000 population (General Practice Workforce 
Statistics Australian Government Department of Health) whilst the average for Australia is 1.5. 
Whilst the Great Southern has a better than average GP to population ratio it must be remembered 
that the GPs in the region do much of the emergency and inpatient work in the sites outside Albany 
and a proportion of the planned procedural work. 

With a population growth of 0.6 per cent per annum the population in the Great Southern will reach 
63,992 in 2021 and 65,934.5 in 2026. In order to maintain the current GP/population ration this will 
mean that 102 GPs are needed in 2021 and 105 by 2026. 

With an average turnover of around 10 per cent per annum for GPs, the Great Southern needs to 
attract 10 TO11 GPs per annum to maintain its current workforce and meet its future needs. 

Validation of the regional profile 
The regional profile was well received by all parties and seems to reflect most peoples’ impression 
of the change in workforce, with the exception that there was a belief that the increase in resident 
specialists had grown more than the numbers reflect. This was due to exclusion of semi-retired 
specialists who moved to Denmark and were counted as resident specialists.  

The medical model, the changes in the medical service model and the growth in the medical 
workforce in the Great Southern was basically validated.  

The region is well supported by a strong and highly skilled GP workforce and the hospital 
continues to have a good relationship with the GPs. While the health service has recruited a range 
of highly skilled specialists and strengthened the hospital’s retention of cases, the specialists are 
working in a very effective shared care model. 
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Key health issues 
The WACHS Great Southern Health Profile 2018, and the Rural Health West Outreach Great 
Southern Population and Health Snapshot outlines the major health issues for the region.  

Of specific interest are: 

• The public health issues of obesity, high rates of alcohol and smoking usage, and inactivity. 
• Dental rates as an issue for potentially preventable hospitalisation for both children, 

adolescence and adults. 
• Youth suicide rates are also higher than the State average for both male and female. 
• Aboriginal patients had nine per cent of all the potentially preventable hospitalisations, a rate of 

twice that for non-Aboriginal people. 

In 2016/17 82 per cent of Great Southern residents’ hospitalisation to public hospitals occurred 
within the region. The WACHS average is 76 per cent. 

Fifty-seven per cent of all emergency admissions were classified as semi or non-urgent. This rate 
is lower than the WACH average of 66 per cent showing that there is significantly better access to 
primary care than most of country WA.  

The leading cause of death in the region was ischemic heart disease, followed by dementia and 
cardiovascular disease. 

WAPHA has also undertaken health profiles of the Great Southern.  

Lessons of Location: Potentially Preventable Hospitalisation Hotspots in Western Australia 2017 
report commissioned by WAPHA and the Western Australia Department of Health investigated 
potentially preventable hospitalisations and looked at where these were higher than the State 
average (hot spots being defined as having a 50 per cent higher rate than the State average or a 
ratio of 1.5) The potentially preventable hospitalisations they investigated were characterised into 
three groups – vaccine preventable, chronic and complex conditions, and acute medical 
conditions. 

For the top ten potentially preventable hospitalisation hot spots, the Great Southern had Denmark, 
Katanning, Kojonup and Gnowangerup represented. Of significance however, is that Katanning is 
a hotspot when all 22 potentially preventable hospitalisations are taken together.  

Regional perspective on key health issues 
Most of the respondents were of the view that in general terms the region is being well served by 
its medical services. However several pointed out that Aboriginal health continues to be an issue 
for the region as a whole and that there are pockets of very serious disadvantage.  

No-one could understand why the potentially preventable hospitalisations for dental was so high 
and we agreed that this needed some more investigation. There are many private dentists in the 
region with availability but at a relatively high cost. There is also a public dental service that has a 
long waiting list. 

Obstetric services in Katanning continues to be an issue. There are two practices in town, one solo 
and one group. A number of doctors from the group GP practice are likely to leave in the near 
future which could create some issues.  
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Medical workforce issues going forward 
A number of practices in the region are now run as large group practices. Albany has several large 
group practices, Denmark has two, one being closely aligned to a practice in Albany. Katanning 
has a group practice that is owned by a doctor who lives in Busselton (and works in Katanning). He 
also runs the Kojonup practice.  

Katanning has not been able to support obstetric services for a number of years due to a lack of 
24/7 obstetric and anaesthetic cover. It is now unlikely that this will occur in the near future.  

The current practice has seven doctors of which only one is procedural. Procedural doctors no 
longer wish to be on-call excessively and the only way to have a reasonable roster would be to 
have two to three GP obstetricians and two to three GP anaesthetists in town.  

Albany is an attractive place for GP proceduralists to work with good support and rosters. In the big 
picture it will be important that there is still room to train the next generation of GP proceduralists 
for Albany and also potentially for other regions. The new specialist centre should enable more 
surgical work to occur in Albany and support GP proceduralists. 

Albany currently has a stable and vibrant model in place making best use of private practice and 
the public hospitals with a shared care model between GPs and specialists. This model is the most 
cost effective and safe model for a community of this size. 

As the supply of specialists increase in WA there may be challenge with more specialists seeking 
work in the region. This may in turn impact on the number of GPs working in the region.  

The challenge going forward will be how this model accommodates the new day hospital and how 
to maintain the economies of scale of work that the Albany Health Campus currently enjoys. 

Specific medical workforce issues raised in the region 
All respondents agreed that there was a definite need for specialist paediatric services.  

The majority felt that this should be focussed mainly on developmental services but a smaller 
group felt there was support for an acute paediatric service as well. However it is seen that the rate 
of neonatal transfers does not necessarily support this need. The ED view was that very few 
neonatal retrievals are required as the local GPs are well skilled. 

In discussion about other medical gaps, there was less consistency.  

WACHS Great Southern has completed a regional service plan for paediatrics and is finalising a 
business case for a multidisciplinary paediatric service, that when funded, will over several years 
implement a new model of care with a mix of public, private and GP services, including mental 
health. 

A second anaesthetist was seen as appropriate for some stakeholders, others believed there was 
already sufficient anaesthetics capability and indeed some GP anaesthetists were signalling that 
the level of work available was becoming marginal for them. WACHS Great Southern will be 
advertising for the second anaesthetist in late 2018.The introduction of the new private day hospital 
next year was likely to increase available private cases in the region as more people accessed 
local private services. There may be some impact at the hospital.  
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An additional geriatrician was also considered important into the future given the age profile of the 
community and a nephrologist and team to address the age related burden of end stage renal 
disease. 

Most felt the region could be developed as a Hub for rural training.  

The region has a very strong and effective shared care model in place. The model is well designed 
and supported by the local specialists. To ensure the training connects effectively with the shared 
care service there should be a clear description of the shared care model, with specialists, GPs 
and other health providers all trained together to support the team and understand each other’s 
strengths and weaknesses.  

Video interviews on the shared care model with Dr Kirsten Auret (palliative care physician), Dr Tom 
Bowles (general surgeon) and Dr Anne Karczub (specialist obstetrician and gynaecologist) have 
been organised. 

The shared care model supports one specialist working with a group of advanced skilled GPs in 
that specialty.  

The GPs then undertake the day-to-day skilled work and on-call and work closely with the 
specialist who support their education and clinical rigour, team work and importantly assists in 
complex decision making for difficult clinical cases.  

Complex cases are usually referred to the specialist for support and educational opportunities. This 
model works well for most specialties such as obstetrics, anaesthesia, geriatrics, palliative care 
and general medicine with some exceptions as general surgery and some of the subspecialties 
such as renal medicine. 

Innovation and new initiatives 
Telehealth and the Emergency Telehealth Service have been very beneficial in the smaller 
centres. There is also a new telehealth service providing acute care to inpatients being trialled.  
Ravensthorpe is one of the sites. 

WAPHA, WACHS and the GPs are working together to deliver an innovative after-hours service to 
aged care and primary care. This involves a nurse practitioner working on the ground with the 
support of GPs on-call for advice and support when needed.  

The approach shows considerable cooperation between the general practices and the Albany 
hospital to provide a better and more sustainable service. 

Education and training opportunities 
Good experience as a medical student provides an excellent foundation and lead in to them 
considering a future rural internship and RMO positions in Albany.  

Good training is being offered and delivered for interns and PGY2s. There are less options for 
PGY3s and less developed rural pathways for registrars other than secondment for three to six 
months. 

Some of the key medical education issues for the Great Southern are that there is little or no link 
between WACHS junior doctors in training and GP registrar positions in rural practices. This 
means there can be a subsequent loss of PGY3 doctors to the metropolitan area or elsewhere. 
There is also little or no matching of GP registrars with rural practices, particularly in smaller towns. 
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No matching system exists with WAGPET. 

While there is an online process for registrars to apply for a practice and an option for GP 
registrars to directly contact GP practices and subsequently notify WAGPET, there is still an issue 
in identifying and assisting an appropriate matching of registrars and practices. 

There is an opportunity to move toward a model based on more remote supervision, like that 
undertaken by the Remote Vocational Training Scheme, particularly for registrars in smaller towns. 
This could involve a combination of site visits, telehealth supervision and on line teaching. 
Incorporating and engaging the Emergency Telehealth Service for educational delivery. 

Placement of medical students in satellite towns should also be considered as follows: 

• Hospital could increase to ten interns and 12 residents, subject to budget.  
• In 2019 Pioneer Health Albany will have two community based interns. 
• Psychiatry has established an innovative three year training program in the Great Southern. 
• ED does outreach training and support and GPs come into Albany for upskilling. There is 

currently capacity to train two GPs per annum to get the Australian College of Emergency 
Medicine Certificate in Emergency Medicine, either for 12 months part-time or six months full-
time. 

• Opportunities for specialty surgical training may also be possible if it is integrated with the 
Bunbury and Fiona Stanley hospitals. 

Key issues to be addressed 
1 The application processes for WAGPET and hospital positions need to be aligned, as it is 

difficult to hold a job for someone and then find out they are not accepted onto the program 
which leaves the job vacant. 

2 There was a desire amongst the respondents to focus more attention on ensuring integration of 
the medical education and training between the hospital and general practice. 

Regional consultation 
Consultation in the region was conducted in July 2018. This included discussions with: 

• David Naughton, Regional Director, WACHS Great Southern 
• Dr Mahesh Reddy, Regional Medical Director, WACHS Great Southern 
• Dr Peter Kendall, Director Clinical Training, WACHS Great Southern 
• Dr Clark Wasiun, Southern Regional Medical Group 
• Dr Tom Bowles, Surgical Lead for WACHS 
• Dr Kirsten Auret and Dr Brian Cunningham, RCSWA 
• Lesley Pearson, Regional Manager Great Southern, WAPHA 
• Dr Russell Young, WACHS ED, South Coast Sports Medicine and Pioneer Health 
• Viv Duggin, Regional Advisor South, Rural Health West 
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South West Regional Profile 
 

Medical practitioner by type over the last 10 years 

 South West Change Country WA Change 

 2008 2017  2008 2017  

General practitioner 128 216 68% 464 659 42% 

Procedural GP* 58 50 14% 192 190 1% 

GP registrar 13 44 238% 43 121 181% 

Resident specialist 54 68 26% 111 145 31% 

Specialist training registrar 0 34  N/A 48  

Junior doctor # 12 43 258% 29 118 303% 

Salaried doctor  35   131  

Medical administration 2 3 50% 11 23 109% 

Turnover rate GP  9.92% 9.95%  15.4% 13.2%  

 
Data source 

*Numbers drawn from Maintaining an effective procedural workforce 2006-2015.  

The other figures are from the Rural Health West database and the Medical Workforce Unit of 
WACHS. 

Salaried doctor numbers from WACHS do not include specialists (headcount). 

# Advertised positions 2018 for interns and RMOs. 

The major increase in the number of doctors in the South West over this period is in general 
practitioners, GP registrars, junior doctors and specialist registrars. 

The only practitioner numbers to decrease over this time is that of procedural GPs. At the same 
time as these numbers have dropped there has been an offsetting increase in specialist numbers 
over the same period. 

Working hours for GPs have decreased from 42.8 in 2008 to 39.3 in 2017, while specialist working 
hours have remained steady at 44.5 hours a week. (Source: Rural Health West Annual Workforce 
Updates) 

There is a very strong RCSWA in the South West with the current Head residing in Bunbury and 
with Albany as the centre for the Integrated Training Hub for the southern part of the State.  
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Medical service model 
The medical service model in Bunbury is based around the co-located public and private hospital. 
This was the first co-located public/private partnership in WA. This model has attracted specialists 
to the region and it is interesting to note that 47 per cent of all resident specialist working in rural 
WA do so in the South West. 

The population of Bunbury and the number of doctors in the town has resulted in a medical service 
model more aligned to the city than the rest of country WA. It has a typical specialist led and 
delivered hospital service with outpatient clinics provided outside the hospital. 

The new Busselton hospital opened its doors in 2015. This has brought about a change in the 
medical service model for the town, with salaried doctors now providing ED and inpatient support.  

This represents a significant change since 2008. At that time there were only a small number of 
salaried doctors working across both Bunbury and Busselton EDs. There were also some visiting 
doctors from Bunbury and Perth. The local GPs provided the bulk of the support to the hospital. 
Now there are 23 salaried doctors, six consultants and a medical administrator working alongside 
the GPs. 

The smaller inland towns in the South West of Collie, Harvey, Donnybrook, Bridgetown, Boyup 
Brook, Pemberton, Margaret River, Manjimup, Nannup and Augusta are all supported by private 
GPs. These GPs work in group practices and support the local hospital for inpatient, ED services 
and in some cases obstetrics and surgery.  

The nature of some of these practices is changing as most of the solo GP practitioners retire they 
are replaced by group practices. 

The region is well covered by most specialists, including interventional cardiology and radiation 
oncology. Busselton, Dunsborough, Collie, Manjimup and Margaret River all receive a full range of 
visiting specialist services.   

Population of the region and expected growth 
The South West is the most populous region in rural WA with an estimated resident population in 
2016 of 175,904. 2.6 per cent of the population identify as being Aboriginal. 

The region is a major tourist destination with a large number of visitors to the region particularly in 
peak holiday seasons. The region is predicted to grow by 1.3 per cent per annum over the next 10 
years.  

In 2016 the region had 1.5 GPs for every 1,000 people, the State average is 1.38 GPs per 1,000 
people, with the national average of 1.5 per 1,000 people. In order to maintain this ratio the South 
West will need 281 GPs in 2021 and 302 in 2026.   

With a turnover of 10 per cent per annum this equates to requiring around 28 to 30 new GPs each 
year (WA Tomorrow 2015 Series B projected Estimated Resident Population for the region). 

This of course does not take into account the ageing of the population or any current deficits in GP 
needs. Although the ratio of GPs is the same as the national average it must be remembered that 
many rural GPs across the South West do much more than primary care, they do emergency care, 
inpatient work, obstetrics and anaesthetics. 
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Validation of the regional profile 
The regional profile was seen as a reasonable reflection of the developments over ten years. 
Clearly it shows Bunbury growing in stature as the regional resource centre with strong growth in 
junior doctors being trained in the region.  

The region has probably benefited most from the growth in rural doctors across WA over time. It 
has a very substantial specialist workforce operating from both hospitals and has increased 
capability to provide more medical education and training. 

The importance and substantial visiting medical workforce needs to be reflected on the medical 
workforce analysis as it is a strategy in its own right. It works particularly well for the South West 
given the proximity to Perth. 

Some other minor adjustments were made to the specialist registrar numbers based on advice 
from the region. The change to the medical service model in the region was confirmed. 

Key health issues 
South West Health Profile compiled by WACHS and the Rural Health West Outreach South West 
Population and Health Snapshot are the source for the following findings: 

• Public health issues of obesity, high rates of smoking and alcohol use at a level considered to 
be high risk for health. They also have a slightly lower immunisation rate than the State 
average. 

• High rates of substance abuse and youth suicide. 
• Dental conditions are the most common cause of potentially preventable hospitalisations. 
• Aboriginal patients have a 2.2 times higher hospitalisation rate than non-Aboriginal people (5 

per cent of potentially preventable hospitalisations were for Aboriginal patients who only make 
up 2.6 per cent of the population). 

The region uses hospital services for semi-urgent and non-urgent cases at a lower rate than the 
rest of WACHS with 58 per cent of attendances in these categories compared to 66 per cent for 
the rest of the country regions. This would generally indicate better access to primary care than 
other country regions. 

Eighty four per cent of all hospitalisations for South West residents to public hospitals occurred 
within the region. WACHS country-wide average is 76 per cent. 

The mortality rate for the South West is similar to the State rate. 

Lessons of Location: Potentially Preventable Hospitalisation Hotspots in Western Australia 2017 
commissioned by WAPHA and the Western Australia Health Department investigated the hotspots 
for potentially preventable hospitalisations. These were classified as places where there was at 
least a 50 per cent higher rate for 22 conditions considered potentially preventable. The conditions 
were categorised into three groups: vaccine preventable; chronic and complex conditions; and 
acute medical conditions.  

In the South West only Harvey, Dardanup and Collie were mentioned in the report for chronic 
potentially preventable hospitalisations. None of the towns qualified for the overall hotspots (that is, 
taking all 22 conditions together). 
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The WAPHA Regional Manager advised that a WAPHA needs analysis currently in progress has 
identified high rates of admission for chronic health conditions in both Bunbury and Manjimup. 

Regional perspective on the key health issues 
All respondents reinforced the importance of mental health and substance abuse across the 
region. A large part of the current issues related back to the consequence of societal and 
community issues with family breakdowns a key cause. It was felt by many respondents that while 
the region faced enormous social issues the consequences were being seen as health issues and 
so the health system was being seen as the solution rather than community and societal 
challenges. 

General practitioners see the greatest load of mental health conditions from anxieties, personality 
disorders as well as more acute mental health conditions. They are not able to address the base 
cause and what is needed is a broader societal response. Respondents report that the medical 
model alone was simply not coping. 

A new initiative has seen a mental health nurse working across WACHS and the Duchess Medical 
Practice. These cross appointments are seen as a future direction to support closer integration for 
the benefit of patients. 

There was a recognised need for greater investment into public health. That is, preventing ill health 
and promoting good health in the community together with the community and early years’ 
program.  

Aboriginal health was clearly an issue, while the South West Aboriginal Medical Service was seen 
as a very effective service for the region. 

Workforce Issues going forward 
The South West is relatively well supplied with its hospital medical workforce and has a strong GP 
workforce compared to the remainder of WA. However there does remain some areas of 
disadvantage including Collie. 

There is a need for an ENT surgeon and while there has been an international medical graduate 
on a specialist pathway they are unable to claim Medicare. 

While there is capacity in the region to increase medical education and training at all levels there 
are some areas where more workforce is not needed to the same degree as other regions.  The 
regional education and training capacity may be more geared to educate and train the future 
workforce for other areas of the State, including the potential for rotations to take advantage of the 
high clinical load in the region. 

The respondents described some issues with the current medical service model as follows: 

• First, the significant gaps being charged for out of pocket expenses on specialist consultations 
especially oncology and paediatrics by the private practitioners was a barrier to many patients. 
Both the South West Aboriginal Medical Service and WACHS were on occasion subsidising the 
service to ensure all patients had access. This is a concern when similar outpatient clinics for 
the same services in Perth hospitals are bulk billed. 

• Second, the interface between the public and private hospitals for shared medical services has 
on occasion been difficult, especially involving a mixed fee-for-service and salaried service. It is 
important that this can be quickly resolved given the importance of a viable and strong public 
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and private service for the city and wider region. The shared campus with St John of God 
Health Care has many advantages but there have been some problems getting private patients 
into St John of God Hospital Bunbury and this needs to be resolved. 
All the private specialists work under a fee-for-service model.  Recently the region has invested 
in some salaried specialist support with positions for heads of departments for surgery, 
medicine, obstetrics and gynaecology of which 0.4 is clinical and 0.6 is administrative (0.4 
Bunbury and 0.2 Regional).  

• Third, the impact of introducing a salaried model for Busselton has seen a degree of 
disengagement between the general practice community and the hospital. The recent 
appointment of Dr Mark Monahan, Medical Director Busselton has seen increased efforts to 
restore GP engagement and involvement in the hospital. This is important to sustain services 
and also provide the means to develop an integrated medical education and training program 
in Busselton. 

Innovation and new initiatives  
Rural Health West is providing secretarial support to the newly created South West Health 
Professionals Education and Network Collaborative. This combines the forces of all agencies in the 
area to support education, training and networking. The purpose of the group is to encourage and 
support greater integration between those working in hospital and community as well as across 
disciplines and professions.  

This has been seen as a very important initiative and has strong buy in and support from across 
the region. The first event was hugely successful, it included allied health professionals and nurses 
as well as medical practitioners.  

Telehealth, particularly in palliative care has been successfully adopted to support regional 
patients. 

Education and training opportunities  
Of all the regions, the South West has the greatest capacity to increase the breadth and extent of 
medical education and training at all levels. Together with Albany it has been one of the first to 
accept employment responsibility for its interns and junior doctors. 

A key aim would be to not only train for the region’s future medical workforce, but also to be a 
training hub for other regions either in full or on rotation. The clear message to those in training 
under this arrangement is an expectation that they will subsequently practice in other areas where 
they are needed most.  

The current status is that GPs who train in the areas 56 practices are tending to stay on and there 
are some larger practices that do not train GPs for various reasons. 

There is a big gap in the GP training area, with the agencies not directly involved in GP training not 
knowing where or what is driving the GP training growth.  

The opportunities for growing the education and training capacity in the region was discussed with 
all agencies and the following represents some key observations: 

• RCWA representative said there is a lack of awareness of opportunities to grow training in this 
area. 
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• The future for training at all levels is to ensure it integrates and trains across public and private, 
and allows integrated training between hospitals and general practice for the required rotations. 

• The WACHS perspective was that there is support for Bunbury to take on more training. There 
is plenty of clinical work to support this. Bunbury is currently undertaking master planning for 
the site and its hospital activity will likely double.  

• It is thought that for Bunbury to undertake more training there may need to be additional 
salaried doctors to ensure adequate supervision and training. 

• Currently there are six FTE of mid-level ED staff that could be redeployed to junior doctors to 
undertake their certificate in emergency medicine to comply with the WACHS guidelines. 
However most doctors do not complete this certificate in six months and require longer, so 
ideally 12 doctors could be trained per annum but practically it would be more like six to nine.  

• GP diplomas in anaesthetic and obstetric could also be undertaken in Bunbury on rotation. 
• St John of God Health Care representative said that they see themselves as contributors to a 

wider health system and not just running a private hospital.  
• Specialists in private practice support the existing GP workforce and sub specialisation of 

resident specialists. For example, cardiology, palliative care, respiratory medicine is increasing 
to meet the population’s growing needs. There is a good emphasis on training in the private 
settings and there are specialists willing and able to train through succession planning and 
mentoring. Several specialist trainees have already returned as South West resident 
specialists. 

• The hospital is prepared to accept rotations for anaesthetics, obstetrics, orthopaedics, 
medicine and palliative care and general surgery registrars. However don’t expect the private 
hospital to take interns or junior doctors, but they can take advanced trainees and PGY4 and 
above. St John of God Health Care currently have advanced trainee accreditation for medicine, 
palliative care and orthopaedics. Advanced trainees in palliative positions and trainees in 
medicine and orthopaedics are currently in place.  

• The hospital has been a strong advocate for My Health Record and the South West is one of 
the strongest regions in Australia for take-up. This has the potential to make a major difference 
for clinical care and avoiding duplicate diagnostics across the health system. 

Specific medical education opportunities 
The range of medical education and training capable of being offered from the region is significant. 

The following points reflect the potential for the South West region to strengthen its role in medical 
education and training to offer increasingly specialised training across public and private hospitals 
and to also provide rotations for GP registrars from other WACHS regions. 

Should a decision be made to pursue this expansion, then it will require additional resourcing and 
support to the South West, with an explicit understanding that the region will provide a statewide 
role in medical education for rural doctors to a specified and agreed level. 

• Bunbury could offer additional rotations in obstetrics and gynaecology and paediatrics. They 
currently have two six month terms and these could be doubled with some additional support. 

• Bunbury could potentially provide rotations for updating skills in GP obstetricians, both the 
Diploma of The Royal Australian and New Zealand College of Obstetricians and 
Gynaecologists (DRANZCOG) Basic and Advanced (subject to discussions with King Edward 
Memorial Hospital) as they currently do so for GP anaesthetists. 
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• Any decision to provide additional anaesthetics training in Bunbury will need to reflect a 
balance between the regions own needs for locally trained specialist anaesthetists and the 
demand for GP anaesthetics training from other regions. 

• Could increase ED rotations in Busselton (1) and in Bunbury ED. Rotating GP registrars 
through the ED to gain ED skills and also obtain the Australasian College for Emergency 
Medicine (ACEM) certificates/diplomas. There are currently 12 ED registrar/Senior Medical 
Practitioner positions within the establishment at Bunbury and they are currently 2.3FTE below 
this. ACEM has guidelines on constructing and retaining a senior emergency medicine 
workforce, this includes modelling emergency departments based on activity. WACHS could 
consider the current staffing/recruitment to determine if a number of these positions could be 
quarantined for up-skilling of GPs working within WACHS. 

• Alternatively the region could develop rotations across obstetrics, ED and anaesthetics for 
those regions whose rotations are limited by insufficient clinical load or supervision. 

• With further investment the South West could offer further rotations outside obstetrics, 
anaesthetics and ED with the ultimate aim of supporting other regions to grow their own 
medical workforce. For example, some regions can provide appropriate rotations in most areas, 
but often have a relatively low clinical load and supervision, which Bunbury or Busselton could 
fill. Bunbury could also look at introducing the two year surgical training program. 

• Master planning for the Bunbury Health Campus is underway and it would be possible to 
develop the site with extra infrastructure to support a wider State role on medical education and 
training, alternatively options for utilisation of the Edith Cowan University campus to support 
additional medical education at the Bunbury Health Campus should be explored as a first 
option.  

Additional actions that will be needed to develop a broader medical education role include: 

• Strengthen the relationship with the RCSWS to ensure effective targeting of students for later 
training opportunities. 

• Offer well defined prevocational terms in obstetrics and gynaecology and paediatrics to attract 
junior doctors to the South West hospitals and expose them to working in rural WA. 

• Develop the vocational terms/opportunities in obstetrics, ED, anaesthetics and/or surgery. For 
example, Busselton is currently applying for WAGPET accreditation for its ED.  Similar 
rotations through Busselton and potentially Margaret River should be explored. 

• Explore options to recruitment and credentialing across the region. The purpose being to 
ensure doctors can hold contracts with the main hospital sites, but rotate or exchange with 
smaller sites to aid service delivery and also to aid the upskilling/maintenance of skills of those 
doctors working in the smaller sites. 

• Build in competencies around clinical leadership and management and develop a professional 
development package for our heads of departments and potential future heads of department. 

Regional consultation 
Consultation in the region was conducted over July and August, 2018. This included discussions 
with: 

• Ms Kerry Winsor, Regional Director, WACHS South West 
• Dr Allison Johns, Regional Medical Director, WACHS South West 
• Dr Geoff Williamson, Medical Director, Bunbury Health Campus 
• Mr Mark Grime, Chief Executive Officer, St John of Gold Bunbury Hospital 
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• Dr Andrew Kirke, Head of Division of The Rural Clinical School of Western Australia 
• Dr Bronwyn Pierce FACEM, The Rural Clinical School of Western Australia 
• Ms June Foulds, The Rural Clinical School of Western Australia 
• Carol Chandler, Project Officer, Integrated Rural Training Pathway, The Rural Clinical School 

of Western Australia 
• Dr Sarah Moore, The Rural Clinical School of Western Australia 
• Kate Cross, Regional Manager South West, WA Primary Health Alliance 
• Ms Lesley Nelson, Chief Executive Officer,  South West Aboriginal Medical Service 
• Dr Stephen Arthur, Senior Medical Officer, South West Aboriginal Medical Service 
• Viv Duggin, Regional Advisor South, Rural Health West 
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Goldfields Regional Profile 
 

Medical practitioner by type over the last 10 years 

 Goldfields Change Country WA Change 

 2008 2017  2008 2017  

General practitioner 49 71 45% 464 659 42% 

Procedural GP* 16 14 12% 192 190 1% 

GP registrar 4 8 100% 43 121 181% 

Resident specialist 10 7 30% 111 45 31% 

Registrar 0 0 0 0 48  

Junior doctor 5 18 260% 29 118 303% 

Salaried+ doctor N/A 8  N/A 131  

Medical administrator 1 2 100% 11 18 80% 

Turnover rate GP  14.89% 14.93%  15.4% 13.2%  

 
Data source 

*Numbers from Maintaining an effective procedural workforce 2006-2015. 

The other figures are from the Rural Health West database and the Medical Workforce Unit of 
WACHS. 

+Salaried doctors exclude consultants, junior doctors and registrars. 

The Goldfields has seen a decrease in both procedural GPs and resident specialist doctors over 
the last ten years. Whilst there has been growth in the GP registrar and junior doctor numbers 
these are still relatively small for the region with the region only having 7 per cent of all GP 
registrars, no specialist registrars and 15 per cent of junior doctors. The region has 10 per cent of 
the WACHS population. Only three of the 18 junior doctors working in the region are employed 
directly by WACHS, the remainder are on rotation from Perth-based hospitals. 

There have been some years where the turnover of GPs in the region has been very high, in 2012 
it was over 25 per cent.  

The working hours have dropped for GPs from 43.5 in 2008 (they were at a high in 2010 at 48.8 
hours) to 40.7 in 2017. Specialist working hours were at a high of 50 in 2013 and have dropped to 
45 hours in 2017.  

Medical service model 
The Kalgoorlie hospital has undergone a major redevelopment over the last 10 years, with the new 
development being officially opened in 2015. 
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The hospital clinical services are now largely run by salaried staff, with a number of key fly-in/fly-
out consultants supporting the hospital. In the past, GPs were responsible for supporting the ED, 
obstetrics and anaesthetics in a shared care model. Whilst there is still some GP involvement in 
the hospital it has slowly decreased with the loss of the older cohort of highly skilled GPs. 

There has been a large turnover in general practice in Kalgoorlie (over 25 per cent in 2012) and a 
large number of GPs were recruited directly from overseas. In 2013, 13 new GPs arrived directly 
into the region from overseas, this is the largest number of direct from overseas recruits in one 
year into any region over the ten year period.  

Many of the new doctors recruited to general practice from overseas were not vocationally 
registered and as a consequence many did not have the skills needed to work in the hospital as 
well as in general practice, which was the model in the past. In response, the hospital also had to 
recruit doctors to replace the large number who had left Kalgoorlie and no longer supported the 
hospital rosters. These replacement doctors were largely drawn from overseas and were on 
salaried employment.  

In contrast, the town of Esperance has very little turnover and the hospital is supported by the local 
GPs who provide all the ED, obstetrics, anaesthetics and surgery. The number of GPs in 
Esperance has grown significantly over the last ten years and there remains a core group of long 
serving procedural GPs in the town. This service has been supported by payments through the 
Southern Inland Health Initiative. 

The smaller towns of Kambalda, Coolgardie, Norseman, Leonora, Leinster and Laverton have had 
problems recruiting doctors and most of them will only support a solo practitioner. To overcome 
this obstacle many of these towns now rely on fly-in/fly-out GPs (which have increased from four to 
eight over the decade) and the use of the Emergency Telehealth Service for times when a doctor is 
not available. St John Ambulance (WA) is about to commence running the GP practice in 
Kambalda, with a full-time resident GP, supported by the Shire of Coolgardie and WACHS. 

The region has a large Aboriginal population of over 12 per cent, many of whom live in remote 
locations. There are four Aboriginal medical services in the region. This includes Wiluna and as 
most of the patients from Wiluna use the Goldfields as their regional centre it would seem sensible 
to include it in this profile rather than in the WACHS Midwest Region. The Ngangganawili 
Aboriginal Medical Service in Wiluna is also part of the Goldfields Aboriginal Health Planning 
Forum. These services employ twelve GPs to support their work. 

RCSWA has its main administrative hub based in Kalgoorlie. 

WACHS has 11 consultant positions in the Goldfields of which there are seven resident specialists. 
The other positions are covered by fly-in/fly-out arrangements and this has been a very resilient 
and successful way of maintaining a hospital based workforce in the face of difficulties in recruiting 
resident specialists. The resident specialists cover general medicine, general surgery, 
anaesthetics, obstetrics and gynaecology, emergency and psychiatry.  

The Rural Health West Specialist Services in Rural Western Australia Gap and Equity Analysis 
Update 2016 shows the Goldfields to have gaps in child and adolescent psychiatry, dermatology, 
neurology, oncology, palliative care, plastic surgery, adult psychiatry, sleep medicine, urology, and 
vascular surgery. 
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Population of the region and projected growth 
The Goldfields covers almost one third of country WA with an estimated resident population of 
54,821 (10 per cent of country WA). Aboriginal people represent twelve per cent of the population. 
It has a predicted population growth of 0.5 per cent over the next decade, however over the last 
five years the population has dropped significantly from over 58,000 to the current level and the 
resident population is highly geared to the mining industry. 

Currently there are 1.3 GPs per 1,000 people in the Goldfields. This is lower than the state and 
national average. If the region is to have the national average of 1.5 GPs per 1,000 people it 
should have 82 GPs.  

With a static population but a turnover rate of almost 15 per cent the region requires at least 12 
new GPs per annum to maintain the status quo and get to the national average. There is also a 
large number of GPs undertaking occupational medicine as the area has a huge reliance on mining 
for its livelihood. 

The vastness of the region, the pockets of extremely low socio-economic status and the very 
heavy reliance of the community on the local hospital for care make the provision of primary health 
care through general practice difficult.   

Validation of the regional profile 
The regional profile was accepted as an accurate reflection of the current state of the medical 
workforce and the current profile reflected the loss of many highly skilled and senior general 
practitioners from the city over a short period of time. 

The hospital is very reliant on fly-in/fly-out services in many of the disciplines and has more 
recently employed resident specialists. 

The WAPHA representatives described the region as having four different settings: 

1 Remote Aboriginal communities, 75 per cent Aboriginal people. 
2 Small towns with a solo doctor and hospital, 20 per cent Aboriginal people. 
3 Esperance, 5 per cent /Aboriginal people. 
4 Kalgoorlie, Boulder and Kambalda, 12 per cent Aboriginal people. 

Each of these areas needs a different medical model to address their needs.  

One of the biggest issues for the region is the lack of GPs who have their vocational recognition, 
with 47 per cent of doctors in the region not having vocational recognition with the relevant 
College. This figure increases to 67 per cent in Boulder and 60 per cent in Kalgoorlie.  

Another issue for the region is the loss of procedural and special interest GPs. This combination 
has meant that there are far fewer potential supervisors for either GP trainees or new recruits as 
those without vocational recognition by the relevant College must be supervised and/or in a 
training program themselves. 

The region now has adequate specialist services in child and adolescent psychiatry, adult 
psychiatry, oncology, palliative care, dermatology, neurology, urology and sleep medicine. This has 
occurred since the Rural Health West report on the specialist services gaps in 2016. 
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Key health issues of the region 
The region has some areas with a very low Socio-Economic Index for Areas score. 

The WACHS Goldfields health profile 2018 and the Rural Health West Health Outreach Goldfields 
Population and Health Snapshot highlight the main health issues as follows: 

• Obesity rate of 38 per cent for adults, high blood pressure, drinking at high risk levels. 
• Less likely to use dental services, allied health or primary health care services. 
• Significantly higher rates of alcohol and tobacco hospitalisation rates. 
• High rates of hearing loss and ear and mastoid process hospitalisations. 
• High rates of smoking during pregnancy. 
• High suicide rates. 
• Pockets of high rates of developmentally vulnerable children. 
• The leading cause of hospitalisation is for dialysis, with diabetes complications being the most 

common cause of potentially preventable hospitalisations. 
• Leading causes of mortality are ischemic heart disease, lung cancer and cerebrovascular 

disease. 

The community (all age groups) have a much higher than average potentially preventable 
hospitalisation rate than the rest of the State. 

The region has 71 per cent of emergency attendances for semi-urgent and non-urgent conditions 
(the State rate is 58 per cent), Aboriginal patients account for 25 per cent of ED attendances with 
only 12 per cent of the population. 

The region delivers 74 per cent of the resident’s public hospitalisations, this compares to a 
WACHS average of 77 per cent (2016/17). 

Lessons of Location: Potentially Preventable Hospitalisation Hotspots in Western Australia 2017 
jointly published by WA Primary Health Alliance and the Western Australian Department of Health 
investigated the potentially preventable hospitalisations and looked at where these occurred at a 
higher than average rate. They classified hotspots as those where the rate was 50 per cent higher 
than the State average. They classified 22 potentially preventable hospitalisations into three 
groups: vaccine preventable; chronic and complex conditions; and acute medical conditions. 

This report shows that the region was host to two areas of the overall hotspots (takes into account 
all 22 potentially preventable hospitalisations, there are 14 listed overall hotspots for the State). 
These towns included Leinster/Laverton and the City of Kalgoorlie-Boulder. 

Lack of mental health services and eye injections for macular degeneration where up to forty 
patients are required to travel to Perth once a month for the required injection, diabetes educators 
and dieticians were cited as areas for attention in the region. 

An increased focus on local home dialysis services, and more home dialysis training in the region 
was also seen as a need in light of the substantial growth in end state renal failure in the region. 

Medical workforce issues going forward 
The Goldfields is experiencing severe shortages of general practitioners that is threatening primary 
health care and patient care in Kalgoorlie, Boulder and Kambalda. This is a major problem for the 
wider community as almost all the health issues for the region are a key focus for general practice 
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and without general practice these health issues will simply worsen and create increased 
hospitalisation. 

As a result of the very immediate and critical situation, Healthfix consulting was asked by Rural 
Health West to facilitate a meeting involving all of the key health agencies to seek to find some 
short term solutions and coordinate a commitment from the respective agencies to help to restore 
a healthy general practice community in Kalgoorlie, Boulder and Kambalda. 

The facilitated meeting arrived at a series of actions that would improve the degree of integration 
between the hospital and general practice and promote opportunities to collaborate amongst the 
doctors in various settings for the common good. 

The very severe shortages in general practice and the high number of non-vocationally registered 
GPs means that the city and immediate surrounding practices find it difficult to provide supervision 
for new registrars and are feeling increasingly isolated as they have less time to develop 
professional relationships and maintain local networks. 

The outcomes from the meeting of rural health agencies was outlined by Mr Tim Shackleton, Chief 
Executive Officer of Rural Health West in his letter to local general practitioners which advised of 
the key outcomes as follows: 

Rural health agencies respond to GP shortages in the Goldfields 
Rural Health West convened a workshop in Kalgoorlie on 23 August 2018 in response to ongoing 
challenges attracting and retaining GPs in the Goldfields.  

General practices in the region have reported difficulty attracting and retaining GP registrars and 
vocationally registered GPs for some time and this impacts negatively on community access to 
services.  

The workshop was attended by senior representatives from WACHS, RCSWA, WAGPET, WAPHA 
and Rural Health West.  

Kim Snowball and Dr Felicity Jefferies from Healthfix Consulting facilitated the workshop. 

The objective of the workshop was to identify what is behind the GP workforce challenges in the 
Goldfields and to find practical strategies to restore a healthy general practice sector. 

Workshop outcomes 
Workshop participants have agreed to a number of short-term and longer-term activities to 
strengthen community-based general practice in the region. These include: 

• Establish a Regional Health Professionals Network to connect health professionals across the 
region and to coordinate education and social activities. 

• Actively promote training opportunities to new GP registrars and support them to undertake 
placements in the region. 

• Advocate for current non-vocationally registered doctors to receive priority access onto 
supported Fellowship programs. 

Several other longer-term strategies are also proposed to strengthen combined medical education 
and training across the hospital and community-based general practice settings. 



 

Towards a medical workforce strategy for rural WA  |  January 2019  114 
 

Each of the organisations involved has signalled a strong commitment to implementing these 
actions and continuing to monitor and collaborate to restore a healthy general practice community 
in the region. The agencies recognise that it is essential that this is done in collaboration with 
general practitioners in the region. 

Innovation and new Initiatives 
WAPHA is supporting patient’s use of GP telehealth after-hours by funding ReadyCare for services 
in Leinster and Kambalda. This service is new and is being evaluated to see how successful it is. 

The remote communities all have access to good telecommunications and use online banking and 
cashless debit cards. There is an opportunity to use more telehealth and e-medicine in these 
areas. 

Joint agency work is being conducted in The Lands. This includes access to telehealth for mental 
health. 

The Goldfields WACHS executive has found a way to maintain its essential hospital services in the 
wake of major changes to its available medical workforce. While these efforts have been effective 
to bridge a major gap it cannot offer a long term solution for the region. 

In contrast to the experiences in Kalgoorlie, Boulder and Kambalda the remainder of the region has 
seen major improvements. This has been especially the case in Esperance where a very highly 
skilled range of GP’s work in a close collaboration with the hospital services to offer the community 
both a stable and highly competent medical service. This has attracted more doctors wishing to 
work within the integrated and effective model.  

Education and training opportunities 
It was acknowledged by the WACHS Regional Leadership team that a better clearer pathway to 
medical practice in the Goldfields was needed and that the Goldfields were in competition for 
doctors and should seek to grow more of their own.  

As a result, it needed to be able to offer something different, clinically rewarding but clear, easy 
and simple. 

The current arrangement is that RCSWA offers excellent opportunities for medical students to 
experience what the Goldfields has to offer with placements in general practice, hospital and the 
Aboriginal medical service. However, for these students to return to the Goldfields as interns they 
must first become interns at Royal Perth Hospital and then hope they are selected to do a 
Goldfields rotation.  

Fiona Stanley Hospital is the Goldfields tertiary link hospital and working to ensure an 
understanding is developed between the services seems sensible. However the intern rotations 
are all from Royal Perth Hospital. It would seem sensible to align these together or have the interns 
employed by the Goldfields rather than Royal Perth Hospital. 

The Goldfields Executive Leadership team perspective is that the Goldfields could easily employ 
up to 12 interns and 12 PGY2+.  

There would then be an opportunity to offer local students the opportunity to return to the region 
and be trained in the region. One, two and three year contracts could be negotiated with doctors 
wanting to make a long term commitment.  
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There are also opportunities to rotate junior doctors between Esperance, Kalgoorlie and The 
Lands. There are also positions available for doctors to train in obstetrics, medicine, public health, 
paediatrics, psychiatry and ED at the hospital. The clinical scope is extremely interesting.  

The hospital is looking at employing a senior doctor 0.6 in the hospital and 0.4 in the community. 
This should help with the relationship between the hospital and community medicine and 
encourage more integration and rotation of trainees through both general practice and hospital 
settings.  

General practice in Kalgoorlie has had a particular focus on it recently due to a number of 
circumstances.   

There is support for more education, training and social cohesion between the medical 
practitioners in the community and hospital to ensure that the region is more attractive to new 
doctors.  

This initiative was discussed at the special meeting in August 2018 which resulted in WAPHA, 
Rural Health West and RCSWA agreeing to contribute funding to support doctors and other health 
professionals to better integrate and network amongst health professionals in the region.  

The old Medicare Local had some funding to support local doctors educationally and socially that is 
in a separate funding pool and could be used to support this.  

There was discussion about developing a centre of excellence in remote health into the region. 
The clinical work is so different and rewarding that having something like the Menzies Centre to 
help attract medical practitioners would seem an ideal solution. 

The Southern Inland Health Initiative has made a significant difference to the attraction and 
retention of doctors in Esperance and Norseman, it now needs to be made mainstream. There is 
an issue with the fact that there is a large financial incentive for people working in the North West 
when Kalgoorlie is just as hard to work in and just as isolated and does not attract these same 
incentives.  

Goldfields to begin growing its own medical workforce 
Now that WACHS has been recognised as a Primary Employing Service, it is open for the 
Goldfields to achieve a new vision for medium and long-term attraction and retention of doctors.  

The approach would mean directly employing its interns and to provide students who have 
experienced the Goldfields or have a preference for the Goldfields to have priority entry into its 
internships. 

The region has the capacity and the clinical load to offer students and interns a very good 
education and training experience.  

These interns may then continue to undertake roles as Resident Medical Officers in the hospital 
and obtain further training across the hospital, Aboriginal medical services and local general 
practices. This combination provides an opportunity for the Goldfields to grow its own medical 
workforce in an integrated and collaborative arrangement that is simple and easy for the 
participants. 

In addition, the region could establish a centre of excellence in both research and education, and 
training in remote health provision. It has good infrastructure, very different community settings, 
health risks and status that is conducive to a wide range of educational and research experiences. 
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With the introduction of the new Curtin Medical School with its focus on rural, general practice and 
low socio economic areas, it would be sensible to develop an early relationship with the Curtin 
Medical School in student placements (in association with RCSWA) and to also offer internships 
for the students who subsequently show interest in ultimately practising in the region. 

While any arrangement with the Curtin Medical School would not be exclusive it would make sense 
to engage with Curtin University, given its history in Kalgoorlie with the nursing school and the 
current presence through the Western Australian School of Mines and other infrastructure.  

It was agreed that the Head of the Curtin Medical School, Professor William Hart would be 
encouraged to meet and discuss options with the key Goldfields stakeholders. The Curtin Medical 
School will be producing graduates in 2022 so there is a short window to develop an effective 
relationship, accredit places and be able to offer these students both internships and support to 
establish a future career in the region. This relationship could include discussions around options 
in remote health research. 

Specific education and training opportunities 
• Kalgoorlie Health Campus to employ 12 interns, including five interns already on rotation from 

Royal Perth Hospital. This will mean Royal Perth Hospital to transfer the funds for the 
internships to Kalgoorlie and Kalgoorlie to seek an additional seven internships to meet the 
growth in interns from Curtin University in 2022. 

• Employ 12 RMO’s (PGY2+) directly rather than on rotation from Royal Perth Hospital and Perth 
Children’s Hospital. This will require transfer of the associated funding for these positions to 
Kalgoorlie. 

• Develop the current capacity for rotations for GP registrars in ED, psychiatry, internal medicine, 
Public Health, paediatrics and obstetrics in Kalgoorlie and develop rotations to Esperance and 
The Lands. Esperance is already able to add an ED rotation. 

• Liaise with Curtin University to establish a relationship for future placements of students and 
interns. Further develop the concept for a centre of excellence in remote health research and 
education and training including potential for building research and academic places. 

• Increase GP supervised registrar positions from five to ten with stabilisation of supervisors. 
This effectively doubles GP registrars assuming the positions in each of the participating 
practices can be accredited. 

• Under current arrangements a Diploma in Emergency Medicine cannot be undertaken in 
Esperance as they cannot offer Fellowship of the Australasian College for Emergency Medicine 
supervision. It is recommended that a Remote Vocational Training Scheme approach to 
provide remote supervision should be explored to ensure access to the Diploma is made easier 
for those in smaller centres. 

• Kalgoorlie Health Campus to consider introduction of a pool of locums for key specialist roles 
so that they have locums with an understanding of services, systems and people in the region. 
A successful approach is being delivered in the Pilbara with good success and could be used 
to underpin continuous education and teaching. 

Key Issues to be addressed 
1 Professor William Hart, Dean of Medicine at the Curtin Medical School to be invited to 

Kalgoorlie to discuss options for student placements, internships and Goldfields medical career 
pathways. Also enter discussions on potential for a remote health research centre in Kalgoorlie 
as an arm of metropolitan universities or institutes. 
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2 Implement the key directions agreed at the Rural Health West sponsored workshop to restore a 
healthy general practice community in Kalgoorlie, Boulder and Kambalda including: 
 Establishing a Regional Health Professionals Network to connect health professionals 

across the region and to coordinate education and social activities. 
 Actively promote training opportunities to new GP registrars and support them to undertake 

placements in the region. 
 Advocate for current non-vocationally registered doctors to receive priority access onto 

supported Fellowship programs. 

3 WACHS Goldfields to host and sponsor a social event to build relationships across the 
community in support of a strong, vibrant and collegial health community dedicated to good 
health in the Goldfields. 

Regional consultations 
Consultation in the region was conducted over August 2018. This included discussions with: 

• Geraldine Ennis, Regional Director, WACHS Goldfields 
• Dr Kelvin Billingshurst, Regional Medical Director, WACHS Goldfields  
• Dr Clare Huppatz, Director, Population Health, WACHS Goldfields 
• Mr Peter Tredinnick, Operations Manager, Esperance WACHS Goldfields 
• Mr David Bowdidge, Operations Manager, Kalgoorlie, WACHS Goldfields 
• Dr Paddy Glackin, Senior Medical Officer, Esperance, WACHS Goldfields 
• Ms Tralee Cable, Regional Manager Kalgoorlie, WA Primary Health Alliance 
• Ms Linda Richardson, General Manager, Place-Based Commissioning and Engagement 

WAPHA 
• Dr Ralph Chapman, The Rural Clinical School of Western Australia 
• Dr Loren Monck, The Rural Clinical School of Western Australia 
• Dr Kylie Sterry, Plaza Medical, Kalgoorlie, Western Australian General Practice Education and 

Training Ltd 
• Kelli Porter, General Manager Workforce, Rural Health West. 
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Wheatbelt Regional Profile 
 

Medical practitioner by type over the last 10 years 

 Wheatbelt Change Country WA Change 

 2008 2017  2008 2017  

GPs 52 75 44% 464 659 42% 

Procedural GP* 12 8 33% 192 190 1% 

GP registrar 6 8 33% 43 121 181% 

Resident specialist 2 3 50% 111 145 31% 

Specialist training registrar 0 0  7 48  

Junior doctor 0 1  29 118 303% 

Salaried+ doctor 0 5  N/A 131  

Medical administrator 1 1  11 18 80% 

Turnover rate GP  12% 15.8%  15.4% 13.2%  

 

*Numbers from Maintaining an effective procedural workforce 2006-2015. 

The other figures are from the Rural Health West database and the Medical Workforce Unit of 
WACHS. 

+Salaried doctors exclude consultants, junior doctors and registrars. 

Whilst there has been growth in the number of GPs in the region this has mainly been in drive-
in/drive-out GPs (24 currently when there were none in 2008). 

There has also been a decrease in the number of procedural GPs working in the region. The 
specialist numbers have always been low and continue at low levels. 

The turnover rate of GPs working in the region has increased by 25 per cent. 

The number of hours worked by GPs has decreased considerably from 49.2 hours per week to 
40.1 hours per week over the ten years.  

In 2008 there were two specialists in the Wheatbelt, both have left and three have since moved 
into the region.  

Medical service model 
The region is comprised of 44 local government areas over an area of 157,000 square kilometres. 

The region does not have a large regional hospital, which is a common feature of the other 
regions. It has access to Fiona Stanley Hospital for the Southern Wheatbelt, St John of God 
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Midland Public Hospital in the west and the Joondalup Health Campus to the north. The current 
services are located around the four district hospitals of Northam, Narrogin, Moora and Merredin. 
In addition to these sites there are 18 small hospitals, most operating as Multi Purpose Service 
sites with combined aged care and acute health funding, two primary health care demonstration 
sites and 15 health centres/nursing posts and clinics.  

The Wheatbelt is probably the most difficult challenge in terms of an appropriate medical service 
model and medical workforce strategy and to develop any substantial medical education and 
training presence. It retains 30 per cent of the hospital activity, largely due to the small size of the 
facilities and the small and highly dispersed communities. This becomes an enormous challenge 
for providing effective medical cover and services. 

The medical model has changed significantly since 2008. In 2008, most of the small towns were 
covered by independent solo GPs who would organise ad hoc on-call arrangements with their 
neighbours. It was not unheard of for no doctors to be available on-call on a weekend anywhere 
between Kalgoorlie and Midland.  

In 2011 the State government funded the Southern Inland Health Initiative. This funding was to 
transform the health and medical services in the region. It had a number of funding streams to 
address infrastructure needs, primary care services, emergency services and aged care. 

A recent review and report on the introduction of the Southern Inland Health Initiative undertaken 
by Rural Health West shows that support from Southern Inland Health Initiative has allowed better 
organisation amongst the solo doctors with a final outcome that all towns in the Wheatbelt now 
have medical cover. 

All medical services were previously covered by private GPs who supported the local hospital for 
emergency medicine and inpatient care. Northam and Narrogin are the only hospitals undertaking 
procedural work (Merredin does have visiting specialist surgeons who bring their own 
anaesthetists). Currently, Narrogin is the only site undertaking medical led obstetrics in the region. 
Northam has a maternity group practice which is a midwife led model.  

The Southern Inland Health Initiative funding ensured that GPs were supported to be involved in a 
roster for their local district, aiming to ensure all the district hospitals had 24/7 medical services 
available. Services are often supported by telehealth when there is no local medical practitioner. 

The Emergency Telehealth Service was also established with the Southern Inland Health Initiative 
funding to support the emergency services initially in the smaller hospitals, but today covers over 
73 sites across WACHS. The Emergency Telehealth Service enables all hospitals to have access 
to emergency medical services 24/7.  The inpatient telehealth service has commenced recently 
allowing stable patients in the smaller hospitals to remain in the local hospital when their GPs are 
away. 

WACHS also now employs eight doctors across the region to help ensure adequate hospital cover, 
they work with the local GPs. There are also GPs employed by the Wheatbelt Health Network, they 
work in Northam and Narrogin to provide primary care to Aboriginal patients in the region. 

With the support of telehealth in the region there is now less demand from the hospital on the GPs 
working in the small towns. This allows the GPs to work in the region but live elsewhere. They 
typically drive to work on a Monday and leave on Thursday or Friday. This has seen the rise of the 
drive-in/drive-out GP, now numbering 24. 
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There is only one junior doctor in the region, a Community Residency Program position in 
Narrogin. If the region is to develop its education and training potential there will need to be 
significant work into examining innovative ways to support training in the region. 

There are three resident specialists in the region, a cardiologist, geriatrician and psychiatrist. There 
are a number of visiting services to the region but many patients travel to Perth for these services, 
given the regions proximity. 

The Rural Health West Specialist Services in Rural Western Australia Gap and Equity Analysis 
Update March 2016 highlights that the Wheatbelt region has relatively less access to paediatrics, 
psychiatry, ENT, general medicine, general surgery, genetics, immunology, neurology, obstetrics 
and gynaecology, oncology, ophthalmology, orthopaedics, plastic surgery, palliative care, sleep 
medicine, and vascular surgery. 

Only 30 per cent of public hospital work for the Wheatbelt residents occurs in the regions hospitals.  

Population of the region and expected growth 
The region has an estimated resident population of 76,394 (Australian Bureau of Statistics 
Estimated Resident Population 2016), Aboriginal people represent 6 per cent of the population.  

Based on WA Tomorrow 2017 the population is expected to grow at 0.4 per cent per annum over 
the ten years from 2016. 

There are currently 83 GPs working in primary care (including registrars) or 1.1 GPs per 1,000 
people in the region. The WA average is 1.38 GPs per 1,000 people and the Australian average is 
1.5 GPs per 1,000. If the region was to have the Australian average there should be 114 GPs in 
the region. By 2026 there are predicted to be 79,504 people living in the region. To achieve the 
current Australian average this will require 119 GPs or an increase of 38 GPs, with a turnover of 
over 15 per cent the region will need to recruit around 16 to 18 GPs per annum. 

Validation of the regional profile 
The regional profile was well received and reflected perspectives of the changes in the workforce 
in the region.  

WACHS Wheatbelt did comment that they believed that the number of procedural GPs has 
decreased more significantly from 2015. 

Local feedback highlights and reinforces that there is a shortage of developmental paediatric 
services, oncology, ENT, immunology and genetics as their most pressing needs. 

Key health issues 
The WACHS Wheatbelt Health Profile 2018 and Rural Health West Outreach Wheatbelt Population 
and Health Snapshot outline the major health issues for the region. 

The key public health issues include: 

• 38 per cent of the population are obese. 
• 45 per cent do not do enough physical activity. 
• There is a 1.2 times higher hospitalisation due to alcohol related conditions. 
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Within the Wheatbelt hospitals there was a 38 per cent decrease in births between 2012 and 2016. 
The decrease for women in the Wheatbelt was 10 per cent. These figures highlight that since 
Northam has stopped doing deliveries, more women are having their babies outside of the region. 

Like the rest of the State, Aboriginal people are twice as likely to have a Potentially Preventable 
Hospitalisation. Aboriginal people have 1.8 times the cancer mortality rate compared with non-
Aboriginal patients and Aboriginal people were 2.2 times more likely to be hospitalised (15 to 64 
year olds) than non-Aboriginal people. 

The region has 4.3 times the death rate for transport accidents and a much higher suicide rate for 
both males (1.8 times the rate) and females (1.5 times the rate) compared with the rest of the 
State. 

The most common cause of Potentially Preventable Hospitalisations in the region is due to dental 
conditions followed by chronic obstructive pulmonary disease (COPD).  The overall rate of 
Potentially Preventable Hospitalisations was 1.2 times the rate of the rest of the State. 

Sixty-five per cent of ED attendances were for semi-urgent and non-urgent conditions, a similar 
rate to the rest of WACHS (66 per cent). 

The mortality rate was similar to the rest of the State. The leading causes of death were ischemic 
heart disease, lung cancer, dementia, cerebrovascular disease and COPD. The leading causes 
differ for Aboriginal people with intentional self-harm, transport accidents, and diabetes the leading 
causes of death. 

WAPPHA and the Western Australian Department of Health undertook a study known as Lessons 
of Location: Potentially Preventable Hospitalisation Hotspots in Western Australia 2017 which 
highlighted where in the State Potentially Preventable Hospitalisations occurred at a rate of 50 per 
cent higher than the State average. They looked at three types of Potentially Preventable 
Hospitalisations, vaccine preventable, chronic and complex conditions and acute medical 
conditions. A total of 22 conditions were identified. 

Six areas in the Wheatbelt qualified for a hotspot, these included Mukinbudin (convulsions, 
epilepsy and diabetes complications), Narrogin (convulsions and epilepsy) Merredin (ENT, COPD, 
convulsions and epilepsy), Moora (diabetes complications and COPD), Dowerin (COPD) and 
Cunderdin (COPD). 

Regional perspective on key health issues 
The key health issues seemed to reflect most of the regional management experience. Local 
stakeholders flagged that there is a major issue in the region with the volunteer ambulance service. 
They provide excellent retrieval for sick/injured patients but cannot handle the increased demand 
for intra regional hospital transfers. 

RFDS Western Operations relies on the ambulances to transport patients from the hospital or 
roadside to the airstrip in order for the RFDS to transfer the patient.  With the communities getting 
smaller and many of the doctors only working four days per week the ambulance services are 
under increasing pressure.  

It is worth noting that WAPHA uses slightly different boundaries for their Wheatbelt region and so 
represents 43 Shires rather than 44 with the exclusion of the Shire of Boddington and the Shire of 
Dandaragan (Jurien Bay).  
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Medical workforce issues going forward 
Since Northam introduced a salaried model to support the hospital there has been a marked 
deterioration in engagement between the local GPs and the hospital.  Only a few local GPs are 
involved with the hospital.  

This has resulted in most of the work being undertaken by FACEMS and visiting GPs in Northam. 
The local GP super clinic does not seem to have achieved its original intent in supporting and 
growing a competent local integrated primary care health service. 

There are good relationships between WACHS and the GPs in Narrogin and Moora.  

Narrogin however is struggling to cover the hospital with fewer GPs involved in the roster.  

As a hub hospital, it becomes very busy over the weekends when many of the solo town GPs 
leave town. As a result, WACHS have employed three salaried doctors to support the Narrogin 
Regional Hospital in obstetrics, anaesthetics, ED and the wards. 

The introduction of the inpatient telehealth service may help alleviate some of this workload, 
however it does need to ensure it works closely with the private GPs. The risk is that as more work 
is undertaken by telehealth the local services become less viable. Ideally local doctors would 
support and undertake much of the inpatient telehealth service.  

Merredin has a five day per week salaried medical service and relies on GPs for after-hours cover. 
They often have locums covering and there are gaps in the roster. Merredin has a very low level of 
activity.  

The Southern Inland Health Initiative has been highly successful in recruiting doctors into the 
region and keeping them there. There is now no town without GP cover. There are however still 
difficulties with recruiting the new generation of graduates to the region.  

Communities still want GPs 24/7 but do like the Emergency Telehealth Service and it is now well 
supported. Nurse practitioners have had limited success in the region. There is one working in the 
Merredin ED, that is going well, one in the Northam ED and the primary care nurse practitioner in 
the Eastern Wheatbelt has been a good model. The other sites have not worked well and there 
seems to be more need for practice nurses to support GPs rather than nurse practitioners.  

Specific medical workforce issues raised in the region 
The WACHS Wheatbelt region is not funded to deliver resident specialist services. Surgical 
services are delivered on a visiting basis in Northam, Narrogin and Merredin. With the new 
redevelopments in Northam and Narrogin, there will be double the current theatre capacity.  

The region would like to bring back some of the work currently being undertaken by East 
Metropolitan Health Services on their behalf. They are currently only utilising one theatre three to 
four days per week, they would like to increase this to two theatres five times per week. 

Local doctors identified that obstetric services are at risk with Narrogin being the only current site 
providing delivery services for their community. It would be ideal to bring back obstetrics into 
Northam. There is a need for an urgent meeting in Narrogin to discuss obstetrics before the service 
potentially falls over. 

Aboriginal health services are provided by WACHS and other GP partners rather than through an 
Aboriginal Community Controlled Health Organisation. There is still more work needed on this 
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front, especially an increase in medical services (initially had a GP four days per week in both 
Northam and Narrogin, this has been reduced to three days per week). 

WACHS advised that they have no insight and little involvement into the recruitment of local GPs 
by Shires and do not understand what packages the different Shires are offering. It was strongly 
recommended that there be joint interviews for the recruitment of doctors into the Wheatbelt, 
especially if it was expected that the doctor would be credentialed to work in the local hospital.  

There are a number of challenges for the provision of general practice in the region. From the 
perspective of one long term GP he said “Job attractiveness is important, this includes the actual 
work undertaken, the remuneration, the lifestyle, work opportunities for the family, and support 
from the community”.  

It is also important that the GP practice works smoothly and is financially viable.  

As Dr Peter Maguire has stated “The whole funding, accreditation, recruitment model for the one 
doctor town is failing and it is not just the fault of WACHS or rural Shires - the funding model based 
on Medicare rebates is simply not supplying enough financial incentive to support those practices.” 

If the same doctor can get a salaried job for more money and less responsibility then there are 
risks for the survival of private general practice in the region and ongoing primary care in the 
community. Sixty per cent of current medical graduates are female, many of them will work less 
hours than the current GPs so there may be circumstances where there will be a need for two to 
three doctors to replace a one doctor town.  

Innovation and new initiatives 
There is a strong need for collaboration in the Wheatbelt. There needs to be strengthened 
engagement of all agencies working in the region to define how best to work together to get the 
best results for the communities.  

The recruitment of doctors is an ideal example of how collaboration could make an enormous 
difference. It needs the Shires, Rural Health West, WAPHA, RCSWA, WACHS and WAGPET 
working together to develop good supportive packages that will attract the next generation of 
doctors to the region. There was a feeling that the current relationships locally between the parties 
was not as good as it should be and needs some work to improve. 

WAPHA are supporting collaborative networks amongst GPs under the Comprehensive Primary 
Care Initiative program. This is hoped to help support the private GPs and make their businesses 
more viable. It is also aimed at bridging the gap between hospital care and primary care. 

There is support for MBS telehealth utilisation by local GPs working with isolated patients (either by 
distance or disability). 

The use of nurse practitioners has had limited success and is supported as a concept but needs to 
be integrated properly into the system. 

Education and training opportunities 
As there is no major centre in the Wheatbelt region and traditional junior doctor training is limited 
the region will need to work collaboratively with other sites to train the doctors they need for the 
future. The need is mainly for GPs with specific emergency skills. Whilst the Emergency Telehealth 
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Service is available in all sites there is still a need for the initial response emergency skill used prior 
to linking with the Emergency Telehealth Service. 

The opportunities for training in the region includes: 

• Narrogin could take three junior doctors to rotate between the hospital and community 
(Community Residency Program). 

• Moora has three to four GP registrars and is not interested in junior doctor training currently. 
• Northam could train two RMOs in the hospital. 
• Merredin is currently unable to undertake training and does not seem likely to in the next five 

years. 

There is a good innovative model of sharing a GP registrar between two practices in Moora and 
Dalwallinu (this has just ceased as the doctor has left Dalwallinu). There are definite opportunities 
to increase GP registrars across the region, especially if there is a willingness to share them 
across towns.  

The Remote Vocational Training Scheme is under represented in WA. The Wheatbelt region would 
be an ideal region to use remote supervision and training and doctors need to be made aware of 
this opportunity. 

RCSWA introduced a grand rounds in Narrogin. There was some discussion that these educational 
opportunities should be opened up to all doctors in the region. This would benefit the collegiality 
and support. There is a need for local collegiality opportunities, to help doctors settle and stay in 
the region.  

Key issues to be addressed 
It is acknowledged that the Wheatbelt region presents probably the most challenging 
circumstances for recruitment and retention of doctors. This is largely due to the lack of critical 
mass provided through a regional centre, low levels of activity and close proximity to Perth. 

The spread of small towns across the Wheatbelt also means the region is not conducive to growing 
its own doctors. It can accommodate and provide good experiences for students, but has limited 
capacity for subsequent education and training. 

Improvements to the medical coverage and stability have come from initiatives such as the 
Southern Inland Health Initiative and the Emergency Telehealth Service. To build on these 
initiatives it is suggested that: 

• The five agencies, Rural Health West, WAGPET, RCSWA, WAPHA and WACHS should 
convene to specifically consider further supports or innovative models that may further add to 
the medical workforce strategy in the region. This might include options such as telehealth 
consultations, remote supervision of trainees and the use of nurse practitioners. 

• Consider sub-contracting the future supply of doctors to another health region. For example, 
the South West might be commissioned to train and maintain the skills of the future Wheatbelt 
medical workforce. Alternatively, the closer alignment of the Wheatbelt with Fiona Stanley 
Hospital, St John of God Midland Public and private Hospitals and Joondalup Health Campus 
could extend to supporting and backing up the medical workforce and providing medical 
services into the region, rather than simply accepting the patient transfers. 
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• Ensure a representative of WACHS Wheatbelt is required to be a member of any selection of 
doctors undertaken by local Shires. This will seek to assist the recruitment panels and ensure 
doctors can be credentialed to the hospital and are clinically safe. 

Regional consultation 
Consultation in the region was conducted over August 2018. This included discussions with: 

• Mr Sean Conlan, Regional Director, WACHS Wheatbelt 
• Dr Peter Barratt, Regional Medical Director, WACHS Wheatbelt 
• Ms Amy Ryan, Regional Manager Wheatbelt, WAPHA 
• Ms Melissa Deegenaars, WAPHA Wheatbelt 
• Dr Peter Maguire, GP Narrogin and former WAGPET Board Director 
• Dr Peter Smith, GP Narrogin 
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Midwest Regional Profile 
 

Medical practitioner by type over the last ten years 

 Midwest Change Country WA Change 

 2008 2017  2008 2017  

GPs 76 76  464 659 42% 

Procedural GP* 23 28 22% 192 190 1% 

GP registrar 5 16 220% 43 121 181% 

Resident specialist 13 19 46% 111 145 31% 

Specialist training registrar 0 6  7 48  

Junior doctor 0 19  29 118 303% 

Salaried+ doctor N/A 23  N/A 131  

Medical administrator 1 1  11 18 80% 

Turnover rate GP  16.4% 10.8%  15.4% 13.2%  

 
*Numbers from Maintaining an effective procedural workforce 2006-2015. 

The other figures are from the Rural Health West database and the Medical Workforce Unit of 
WACHS. 

+Salaried doctors exclude consultants, junior doctors and registrars. 

Whilst there has been no growth in the number of GPs in the region, their employment conditions 
have changed, with only 11 of these GPs being employed by WACHS in 2017, compared to 22 in 
2008. There has been an increase in fly-in/fly-out and drive-in/drive-out GPs from three to seven 
over the time period. Over the ten years there has been an increase from 54 to 65 community 
based GPs. 

The Midwest is one of the three regions to see a growth in the procedural GP numbers. This has 
been supplemented by a growth in specialists and supporting registrars and junior doctors. 

There has been a massive increase in training positions in the regions, GP registrars (220 per 
cent), specialist registrars (from none to six) and junior doctors (from none to 19).  

Working hours have decreased for both GPs and specialists. GPs working hours per week have 
decreased from 48.6 in 2008 to 44.8 in 2017, at the same time specialist working hours have 
decreased from 46.4 to 39.7 hours per week. 

The turnover rate of GPs has decreased by 34 per cent. 
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Medical service model 
The medical services are concentrated in Geraldton, which is the regional hospital. Other main 
towns are Dongara, Kalbarri, Morawa, Meekatharra, Mullewa, Carnarvon and Exmouth. The region 
is highly diverse with small rural farming communities, remote Aboriginal communities, mining 
communities and fishing communities. The region has different medical services depending on the 
community they serve. 

Geraldton is serviced by both a public and private hospital. It is one of only two regions in WA to 
have access to a private hospital.  

Geraldton hospital moved to a salaried model in mid-2005.  Prior to this time the hospital had been 
run on the Visiting Medical Practitioner (VMP) model where private GPs and specialists supported 
all the medical services in the hospital including emergency, obstetrics, surgery, inpatient, 
paediatrics etc. The introduction of salaried doctors was initially disruptive but has now enabled the 
hospital to support training and allowed the GPs to work in the community and hospital. Today GPs 
support the obstetric, paediatrics and anaesthetic services in the hospital and work side by side 
with salaried doctors.  

There is a strong base for RCSWA in Geraldton and a smaller centre in Carnarvon. 

Geraldton is supported by both GPs and private specialists.  

There are two Aboriginal medical services in the region, one based in Geraldton and the other in 
Carnarvon (Wiluna is in the Midwest for the WACHS region but not the WAPHA region). They all 
undertake outreach services. The Geraldton Regional Aboriginal Medical Service also run an 
outreach clinic in Mt Magnet with a resident GP available five days per week. 

Carnarvon has a district hospital which is supported by salaried doctors who cover emergency, 
surgery, obstetrics and inpatient care. In addition to the Carnarvon Medical Service Aboriginal 
Corporation there is one private general practice. 

Meekatharra has a district hospital and has a Royal Flying Doctor base.  In the last couple of 
months a private GP service has taken over the provision of medical services to the Meekatharra 
hospital and the local general practice service. 

There are a number of smaller inland towns with small hospitals supported by solo GPs. These 
towns are difficult to attract doctors to, however the new Emergency Telehealth Service helps 
support the towns and enables doctors to have some down time. 

Dongara and Mullewa health centres are both undergoing redevelopment. The new centres will 
focus on keeping their communities healthy, they will house emergency services, telehealth 
facilities, as well as community based services.  

The Rural Health West Specialist Services in Rural Western Australia Gap and Equity Analysis 
Update March 2016 highlights that the Midwest has a relative lack of gastroenterology, psychiatry 
and urology specialist services when compared to the other regions. 

Population and expected growth 
The region has a population of 64,884 (Australian Bureau of Statistics Estimated Regional 
Population 2016) with 13 per cent being Aboriginal. It is expected to grow at a rate of 1 per cent 
over the next ten years.  
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With 81 GPs working in the community (GPs plus GP registrars but excluding the DMO’s in 
Carnarvon and Geraldton) this gives a ratio of 1.2 GPs per 1,000 people. WA as a whole has a 
ratio of 1.38 GPs per 1,000 people whilst Australia has a ratio of 1.5. If the Midwest was to have 
the Australian average this would equate to 97 GPs working in the community in 2017. By 2026 the 
Midwest is predicted to have 73, 766 residents based on WA Tomorrow 2017 projections. In order 
to reach the current Australian average it will need 111 GPs. The gap from today’s number of GPs 
to that needed in 2026 is 30 and with a turnover of 10 per cent per annum of GPs the Midwest will 
need to recruit around 12 GPs per annum each year over the next ten years to reach the 
Australian average. 

These figures do not take into account the distances, small population bases of some towns and 
the relatively low Socio-Economic Index for Areas scores for many of the areas in the Midwest. 

Validation of the regional profile 
The regional profile was generally accepted with the addition that there seemed to be a larger 
growth than the numbers reflect in GPs in Geraldton itself, with patients now being able to access 
GPs more easily.  

WACHS noted that in Geraldton they have salaried physicians, FACEMs, and orthopaedic 
surgeons, most of the other services are supplied by visiting medical practitioners. They utilise a 
shared care model for obstetrics and gynaecology, anaesthetics and paediatrics.  

The region comprises the following medical services: 

• Regional: Gascoyne  
 Denham – no GP, covered from Carnarvon. 
 Exmouth - no private GP. GP provided by WACHS in hospital, not ideal. 
 Carnarvon – employed model, Carnarvon Medical Centre in town and GP at Carnarvon 

Medical Service Aboriginal Corporation. 
 Burringurrah – visiting doctor from Carnarvon hospital. 

• Regional: Midwest and Murchison 
 Meekatharra – private GP practice started 1 August 2018 provides medical cover for 

hospital. 
 Sandstone – RFDS fortnightly visit. 
 Mt Magnet – no GP at WACHS, Geraldton Regional Aboriginal Medical Service have a 

presence five days per week. 
 Cue – nurse practitioner, monthly visit from RFDS and Geraldton Regional Aboriginal 

Medical Service. 
 Morawa – GP five day per week drive-in/drive-out. 
 Three Springs – various visits through the north Midlands, Coorow and Carnamah areas. 
 Mullewa – GP in town services. 
 Kalbarri – full time GP. 
 Northampton - visiting service. 
 Dongara – GP in town but no support for the hospital. 
 Yalgoo – monthly visit from RFDS and Geraldton Regional Aboriginal Medical Service. 
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• Geraldton Regional Hospital 
 Geraldton – employed physicians, FACEM and orthopaedic surgery.  Visiting Medical 

Practitioner specialist services and GP specialist support, obstetrics and gynaecology, 
anaesthetics. 

 Mental health psychiatrist is a real issue across the region. 

WAPHA have slightly differing boundaries for the region, they do not include Wiluna as part of the 
Midwest. 

Key health issues of the region 
The WACHS Midwest Health Profile 2018 outlines the major health issues for the region. These 
include: 

• 35 per cent obesity rate. 
• 1.1 time the suicide rate for males and 1.7 time the rate for females aged 15 to 24 compared to 

the rest of the State.2.4x death rate from transport accidents compared to the rest of the state 
• 3.1 times the hospitalisation rate for Aboriginal people aged 15 to 64 compared with non-

Aboriginal people. 
• 2.8 times the rate of hospitalisation for diseases of the ear for Aboriginal children compared to 

non-Aboriginal children. 
• Significantly higher rates of hospitalisation for alcohol and tobacco related causes (1.4 times 

the rate). 
• 66 per cent of ED presentations were for semi-urgent and non-urgent presentations. 
• ED attendances for Midwest residents was twice that of the State average. 
• The leading cause of hospitalisation is dialysis. 
• Potentially Preventable Hospitalisations were significantly higher than the State average with 

cellulitis and dental conditions being the most common. 
• 74 per cent of Midwest residents’ hospitalisations in public hospitals occurred in the region.  
• The leading causes of mortality are ischemic heart disease, lung cancer and COPD. 
• The mortality rate due to transport accidents and selected invasive infections were more than 

double for Midwest residents compared to the State. 

WAPHA and the Western Australian Department of Health have undertaken a study known as the 
Lessons of Location: Potentially Preventable Hospitalisation Hotspots in Western Australian 2017. 
This study investigated 22 Potentially Preventable Hospitalisations under three categories: 
immunisation preventable; acute conditions; and chronic conditions. They highlighted spots where 
the rate of the Potentially Preventable Hospitalisations were 50 per cent higher than the State 
average, these are known as hot spots.  

The Midwest had six towns that had at least one hotspot, of particular concern was that two areas 
qualified as an overall hotspot (this includes all the Potentially Preventable Hospitalisations and 
lists 14 sites across WA) they were Meekatharra and East Geraldton. 

Regional perspective on key health issues 
All stakeholders agreed that mental health is the biggest issue for the region. There is a need for a 
residential detox centre as well as increased local inpatient mental health care. The region is still 
flying out difficult mental health patients who unfortunately can end up intubated.  
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The general practice view was that a resident psychiatrist is needed to avoid the current trajectory 
where patients are managed in the community with their GP and any acute events are managed 
within the hospital system, however the inadequacy of the acute services means many are 
evacuated to Perth. One general practice is now using a Tasmanian-based psychiatrist to support 
their patients. 

Other gaps in services reported by GPs for the region include urology where there is seen to be 
enough activity for two local urologists, two registrars and two lists per week. Dermatology was 
also reported as a service gap. 

Medical workforce issues going forward 
With both the public and private hospital there are opportunities for procedural GPs to work in both 
sectors. Some of these GPs are only working in the private sector. The shared care model in 
anaesthetics is under some stress at the current time as many of the GP anaesthetist do not feel 
supported in their roles at the hospital despite doing a large share of the on-call. 

The Denham community is trying to get a local GP to the region rather than rely on visiting services 
from Carnarvon. 

There is a large decrease in GP registrar numbers coming to the region next year.  This is due to a 
number of factors including cuts to the support funding that has occurred as a result of WAGPET’s 
new contract. As a result, the region has engaged in a recruitment and marketing drive that is 
hoped to change this for the following year. They have also sought help from the local Shires to 
attract GP registrars.  Total unfilled registrar positions are eight to nine including one at Morawa 
and Carnarvon, two each at Panaceum and the Geraldton Regional Aboriginal Medical Service. 

The issue of GP registrar supervision in the smaller towns and at the Geraldton Regional 
Aboriginal Medical Service was also raised when they cover the hospital, it was discussed that a 
remote telehealth supervision model by WACHS may be useful when the local GP or senior doctor 
at Geraldton Regional Aboriginal Medical Service is away.  

Innovation and new ideas 
With the redevelopment of the Geraldton Health Campus there is an opportunity to strengthen the 
medical education and training in the region and to strengthen innovation. 

WAPHA are funding a GP liaison in mental health which is making a difference to the GPs and 
patients by streamlining services. GPs are also enabling their patients to utilise telehealth services 
delivered by interstate psychiatrists. These services give their patients timely access to mental 
health services.  

WACHS are moving to a stronger primary care focussed for their community hospital with ED 24/7 
coverage in smaller communities. They are utilising high tech innovation to assist in the 
development of patient pathways. The new comprehensive primary care centres will be utilising 
tele-monitoring for patients with chronic diseases. 

Use of the Emergency Telehealth Service and now inpatient telehealth services for overnight 
clinical governance where appropriate is also helping with the medical coverage for smaller towns. 

Many people felt there was a need for MBS telehealth billing to be available for patients in the 
smaller towns as many now travel long distances to see a GP.  
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Telehealth services have become part of mainstream services in the region. These services need 
the region to drive the development of the services they need, rather than new services being 
directed from Perth. 

Education and training opportunities 
From the perspective of WACHS leadership in the region, Geraldton could be a postgraduate 
medical education centre. This vision could be part of the new development in the health campus 
and is a potential for attracting university funding to support ongoing education. 

RCSWA and WAGPET are both doing a good job with training. It would however make sense for 
the administration support for both organisations to be combined in one position and in the same 
office. This view was shared by the GP educators in the region who said the support staff and 
offices could be shared between WAPHA, WAGPET and RCSWA. This would allow for combined 
resources in education and training events. 

There is a need for the region to select their own junior doctors and create pathways for them to 
stay in the region, combining education and training across hospitals and the community services 
including general practice. This would include using Geraldton as a hub and rotations through 
Carnarvon, Exmouth, Geraldton Regional Aboriginal Medical Service and the community.  

The sticking point at the moment is access to intern ED terms, with the ED being too small and 
space restrictions preventing the employment of more junior doctors. According to Postgraduate 
Medical Council of Western Australia there is also not enough FACEM cover or registrar cover to 
support interns. The ED expansion that is due for completion in four years will enable them to 
increase and employ their own junior doctors.  

It is thought that at this time the hospital could employ five interns and support five PGY2+ in 
paediatrics, obstetrics and gynaecology, ED, general medicine and surgery. They could also 
support a number of Advance Skills Training Posts for GP registrars in disciplines such as ED, 
obstetrics and gynaecology and paediatrics.   

The region would be happy to partner with another region in order to allow their interns to have 
enough ED time whilst they are waiting for their redevelopment to happen and also for junior 
doctors to have access to other areas that they may want to have advanced skills in such as 
palliative care. 

There are some specialist training opportunities, however these doctors are rotated from Perth with 
no link to the region. The region should be in control of which specialist registrars come to the 
region so that they can support those with an interest in country health. 

Again the view expressed by the WACHS Regional Director was supported by the GP educators 
consulted in the region. 

According to local GPs the new Curtin Medical School has not been engaged in any way and the 
nine students currently with clinical placements in Geraldton is about the limit. 

The local GP representatives and leaders in medical education and training in the region all 
expressed the view that Geraldton and the wider region needed to step up its capability to locally 
grow and develop future medical careers for the region.  

This included taking students, encouraging them to do locally employed internships and 
subsequent education and training on rotations between the hospital and general practice. There is 
sufficient clinical load and a strong teaching capacity and culture in the region. 
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Some gaps to achieve this are the ED rotations for interns and junior doctors, absence of rotations 
between hospital and general practice for those in GP training and the other gap is for general 
specialist training where the region should be involved in the selection process and where longer 
rotations should be available. 

Discussions with the St John of God Geraldton Hospital Chief Executive Officer Mr Mark Grime 
indicated that the region should not expect the hospital to take interns or junior doctors.  In the 
main they would be looking to support advanced trainees and PGY4+. The service gaps identified 
in the profile and the health priorities where supported by the private hospital. 

Key issues to be addressed 
It is acknowledged that the Midwest region has good general medical coverage and service 
models that are well directed towards the health issues and needs in the region. There remain 
some gaps that are well known to the medical leadership in the region. 

WACHS, the private hospital, Geraldton Regional Aboriginal Medical Service and general practices 
have good effective professional relationships which will help them to deal with these and 
emerging issues. 

There was considerable consensus amongst those consulted on the current state of the medical 
workforce and more importantly what is needed into the future. All those consulted felt that the 
region could and should strengthen its medical education and training capability and provide a 
clearer pathway for students, interns and prevocational and vocational training in the region.  

This will require some education and training infrastructure within the future redevelopment and 
some alternative approaches in the meantime to increase intern and junior doctor placements 
across the service areas, public, private, community and Aboriginal medical services. 

The key actions arising from the consultative process in the region include: 

• WAGPET, WAPHA and RCSWA to look for opportunities to share offices and overheads and 
coordinate education and training resources and programs. 

• The region to consider the introduction of the Health Professionals Network to facilitate 
increased integration of medical and other health professional education and training in the 
region. 

• Midwest to employ its own interns and to grow the number of interns up to ten, with ED 
rotations through metropolitan or Bunbury until the redevelopment of the health campus is 
completed. A further increase in junior doctors of five PGY2+ is also possible. 

• WACHS Midwest to develop an integrated medical education and training program in 
collaboration with St John of God Health Care, Geraldton Regional Aboriginal Medical Service, 
RCSWA, WAPHA and WAGPET. Providing rotations through Geraldton and the wider Midwest 
and Gascoyne services. 

• Key service gap is in acute mental health service requiring secure beds and a further resident 
psychiatrist to provide more locally available services and avoid late evacuations. 

Regional consultation 
Consultation in the region was conducted in August 

• Jeffrey Calver, Regional Director, WACHS Midwest 
• Dr Katy Templeman, Director of Clinical Training, WACHS Midwest 
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• Dr Allan Pelkowitz, Regional Medical Director, WACHS Midwest 
• Dr Ray Boucherds, GP, WAGPET 
• Dr Amanda Gee, GP Integrated Rural Training Pipeline 
• Dr Angela Glen, GP, RCSWA 
• Tracey Isidori, RCSWA 
• Jodie Green, Regional Manager Midwest, WAPHA 
• Mark Grime, Chief Executive Officer, St John of God Geraldton Hospital 
• Sandy Davies, Chair, Geraldton Regional Aboriginal Medical Service 
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Pilbara Regional Profile 
 

Medical practitioner by type over the last ten years 

 Pilbara Change Country WA Change 

 2008 2017  2008 2017  

GPs 50 59 18% 464 659 42% 

Procedural GP* 16 11 31% 192 190 1% 

GP registrar 0 4  43 121 181% 

Resident specialist 6 14 133% 111 145 31% 

Specialist registrars in 
training 

N/A 2  N/A 48  

Junior doctor 2 10 300% 29 118 303% 

Salaried+ doctor N/A 30  N/A 131  

Medical admininstrator 1 1  11 18 80% 

Turnover rate GP  26.2% 9.8%  15.4% 13.2%  

 
Data source 

*Numbers from Maintaining an effective procedural workforce 2006-2015. 

The other figures are from the Rural Health West database and the Medical Workforce Unit of 
WACHS. 

+Salaried doctors exclude consultants, junior doctors and registrars. 

This region has seen a major increase in salaried doctors over the 10 years. There has been a 300 
per cent increase in junior doctors in the region though the numbers are still relatively low.  

The GP procedural numbers have dropped significantly and been replaced by specialists and 
hospital doctors (who are not GPs). The rate of turnover of GPs has decreased substantially over 
the last 10 years from 26.2 per cent to 9.8 per cent. 

Interestingly there were 11 doctors recruited directly from overseas in 2008 and only four in 2017, 
at the same time the South West recruited four in 2008 and seven in 2017. The working hours of 
GPs has remained steady dropping from 43.6 to 43.1 whilst that of specialists has increased from 
41.3 to 45.6 over the ten year period. Whilst there are 59 GPs in the region, 22 of these are 
resident GPs working in private general practice, five work in Aboriginal Medical Services, five are 
fly-in/fly-out GPs the rest work as District Medical Officers/Senior Medical Officers in the hospitals. 
The increase in GPs over the last 10 years has been in the Aboriginal Medical Services (two) and 
the hospitals (seven). 



 

Towards a medical workforce strategy for rural WA  |  January 2019  136 
 

Medical service model 
Port Hedland is the Regional Resource Centre for the Pilbara. It is where most of the specialists 
reside and where patients are referred from within the region.  

Both Karratha and Port Hedland provide a salaried procedural medical service to their 
communities. A new hospital was opened in Port Hedland in 2010 and the new Karratha Health 
Campus will open later this year. 

Smaller hospitals are based in Roebourne, Onslow, Paraburdoo, Newman and Tom Price. 

There are salaried resident specialists in anaesthetics, emergency medicine, general medicine, 
surgery, obstetrics and gynaecology, paediatrics, psychiatry and public health. 

The region is supported by three Aboriginal Community Controlled Health Organisations, one in 
South Hedland, one in Roebourne and one in Newman which serves Newman and the Western 
Desert communities. 

There are GP practices in Tom Price, Paraburdoo, Newman, Wickham (not operating), Dampier 
(not operating), Karratha, Pannawonica and Port Hedland. Onslow is supported by a hospital 
doctor who flies in from Perth five days per week to provide visiting general practice services.  

Many of the practices are owned and run by corporate practices that employ the GPs as 
contractors and earn a percentage of their billings. Over the years many of these doctors have 
been international medical graduates who are on restricted working visas and restricted provider 
numbers. This has resulted in many of these doctors being unable to supervise GP registrars and 
often require a level of supervision themselves.  

On a comparative basis the Pilbara has not kept pace with other regions in the medical training 
sphere. The region trains four GP registrars, one specialist registrar, and eight junior doctors 
(whilst it has 11 per cent of country WA’s population and a large amount of clinically interesting 
patients).  

Rural Health West undertook a Specialist Services in Rural Western Australia Gap and Equity 
Analysis Update in March 2016. This report highlighted that the Pilbara had a relative lack of 
cardiology, general medicine, general surgery, oncology, ophthalmology, orthopaedics, vascular 
surgery, urology and psychiatry services. 

Population of the region and projected growth 
The Pilbara is the second most northern region of country WA. Most of the residents live in the 
western most third. The Pilbara’s economy is crucial to the State providing two of the largest 
exports, iron ore and liquefied natural gas. The region’s population fluctuates alongside the 
investment cycles of the major mining companies.  

It has an estimated resident population of 61,435 (ABS 2016). This decreased by 5.6 per cent from 
2013 to 2016 but is now expected to grow by 1.4 per cent per annum over the next decade. 
Aboriginal people represent 14 per cent of the population. 

Based on this population, the Pilbara has 1.0 GP per 1,000 people. WA as a whole has 1.38 GPs 
per 1,000 people, whilst Australia has 1.5 GPs per 1,000. In order for the Pilbara to have the WA 
average it would need 85 GPs, and to reach the Australian average it would need 92 GPs. To meet 
the population growth of 70,613 in 2026 there would need to be 106 GPs to meet the Australian 
average of 1.5 GPs per 1,000 people. It should be noted that the current GP count includes 
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salaried hospital doctors providing services through the emergency department on an episodic 
basis. 

A truer count for the Pilbara using only community GP,’s would be 1:2,275. 

With a turnover rate of 10 per cent and an additional 50 GPs needed over the next ten years, the 
Pilbara will need to recruit around 12 to 14 GPs per annum. 

Validation of the regional profile 
The regional profile was generally accepted as accurate at the time.  

Currently both Wickham and Dampier are without a doctor. This has resulted in WACHS applying 
for a 19(2) exemption for Roebourne. They are supplying a GP to Roebourne five days per week 
from Karratha. WACHS also run the GP clinic in Onslow under a 19(2) exemption, they are using a 
Perth-based doctor to undertake this work. 

The GP super clinic in Karratha has leased out the GP services to Sonic Health Care, a corporate 
practice. 

The long term doctor at Newman is leaving due to illness and will leave a significant gap in service 
provision for the town. The practices at Tom Price and Paraburdoo have also recently been sold to 
Queensland interests. 

Whilst there is a large number of vacancies in general practice in the region there are no vacant 
hospital District Medical Officer positions in the region. 

The hospitals rely on a shared care model of service delivery with GPs as the backbone of the 
service with specialist support. Many of the specialist positions in the Port Hedland hospital now 
work on a revolving locum basis where a pool of doctors work to cover one position.  

This approach allows flexibility for the hospital. It also suits the doctors who work hard while in Port 
Hedland and then have time off, usually in Perth with their families. As the locums are regular it 
ensures they understand the community and how the health system functions in the region.  

It is a popular model for those working in it and seems to have resolved many of the recruitment 
issues previously encountered in the region. The region has worked hard to deliver a very 
successful combination of locally residing specialists and GP proceduralists while supporting a 
rotation of specialists into the service from other centres. 

RCSWA is not as strong in the Pilbara as it is in other regions, it has six students in Port Hedland 
and five in Karratha. The WACHS regional leadership advised that it had begun developing a 
relationship with Bond University in order to secure future student placements. 

Key health issues 
The WACHS Pilbara Health Profile and the Rural Health West Outreach Pilbara Population and 
Health Snapshot outline the major health issues in the region. 

Specific interest from the health issues include: 

• High rates of drinking at a level considered to be harmful to health, nine out of ten people aren’t 
eating the recommended daily intake of fruit and vegetables, 36 per cent are obese, 14 per 
cent of children are obese (State rate is 6.5 per cent). 
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• Aboriginal people accounted for 55 per cent of Potentially Preventable Hospitalisations, but 
only make up 14 per cent of the population. 

• From 2010 to 2015 dialysis was the most common cause of hospitalisation for Aboriginal 
patients.  

• Cellulitis was the leading cause of Potentially Preventable Hospitalisations. 
• 1.8 times the State rate for mesothelioma. 
• 1.9 times the cancer mortality rate for Aboriginal patients. 

On the positive side, the rate of Aboriginal mothers smoking during pregnancy fell from 54 per cent 
in 2012/2013 to 39 per cent in 2015/2016. 

71 per cent of ED attendances were for semi-urgent and non-urgent causes (State average is 66 
per cent). 

The leading cause of avoidable mortality was ischemic heart disease (1.7 times the State 
average), diabetes (2.3 times the State average) and renal failure (3.4 times the State average). 

79 per cent of public hospital care occurred in the region for Pilbara residents. The WACHS 
average is 76 per cent. 

Lessons of Location: Potentially Preventable Hospitalisation Hotspots in Western Australia 2017 
work undertaken by WAPHA and the Western Australian Department of Health highlighted the 
Pilbara as the second area of greatest need. Their study investigated 22 potentially preventable 
conditions and showed which areas in the State these conditions occurred at a rate 50 per cent 
greater than the rest of the State.  

Roebourne and South Hedland were hotspots for vaccine preventable conditions. South Hedland 
was a hotspot for seven or the ten top conditions by volume and Roebourne was a hotspot for six 
of the top ten. The greatest inequity occurred in South Hedland with COPD rates five times the 
State average. There were five hotspots for COPD in the Pilbara, and four for both cellulitis and 
chronic cardiac failure.   

Regional perspective of health issues 
The identified health issues were acknowledged and agreed by the local representatives. 

However special emphasis was given to environmental health and mental health as being the 
major issues for the region. As much as 25 per cent of hospital admission costs are associated 
with environmental health causes. It is this area that concerns the health leadership in the Pilbara.  

While the hospital workforce is relatively stable the primary health care and environmental services 
are inadequate across the region and without a strong primary health care and environmental 
health program the already poor health of the population will not improve. 

Medical workforce issues going forward 
As part of the consultation process a special meeting of the Pilbara Health Workforce Working 
Group was convened to meet with the consultants. The purpose of the working group is to seek 
ways of addressing the longstanding health workforce shortages and turnover in the Pilbara. 

This is an important group for the identification of new innovation and commitment from agencies 
outside the region to both understand the issues but also to assist to address them in a 
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collaborative manner. Mr Chris Pickett, Regional Advisor North, Rural Health West is the Chair of 
the group. 

The biggest issue in the region is a lack of a vibrant, traditional general practice sector, the cost of 
primary care and lack of GP after-hours services.  Traditional private general practice has largely 
failed in the region and the corporate sector has filled that gap with a service and business model 
that ensures financial sustainability. 

It is reported that general practice in the region has a large focus on the demand from the mining 
industry, particularly for occupational medicine. This work is well paid, but can mean less time is 
available to address the more pressing health issues, including chronic disease and mental health 
conditions. 

While corporate practices have been able to make a business model work in the region, it is clear 
that traditional general practice is less able to do so. The attraction of working with WACHS is 
doctors are paid significantly more to work in the public sector on a salary with a house and car 
provided as well as a professional development and leave. This is in contrast with running a small 
business with overheads and all the concerns and responsibilities that it carries. This medical 
service model effectively places the responsibility for the provision of medical services with the 
State government, rather than shared with the Australian Government.  

Dr Andrew Png under the banner of Pilbara Doctors is in discussion to establish a presence in 
Karratha, Dampier and Wickham. He aims to place as many GP registrars in these practices as is 
practical.  Puntukurnu Aboriginal Medical Service is going to establish a Primary Health Care 
facility in Newman to service the Aboriginal patients in Newman.  

Yinhawnagka Gobawarrah native title group are in the early stages of discussions about 
establishing a primary care practice in Karratha. They would like to support a bulk billing service for 
their community.  

These developments are a strong indicator that alternative models to support primary health care 
in the region are needed to ensure the entire community has access to the services they need. 

The logic from these developments is to develop the future of general practice in the Pilbara 
around corporate approaches and the Aboriginal Medical Service model. However each of these 
models needs to consider how it provides a fuller primary health care service to the community. 

In this environment the integration of multidisciplinary care in general practice and between primary 
and secondary care is needed. The use of shared medical records would make a huge difference 
to the care of patients in the region with over fifty per cent of the after-hours presentations to Port 
Hedland hospital represented by Aboriginal patients.  

Innovation and new initiatives 
WAPHA have funded a psychiatric liaison nurse in the ED departments of the Hedland Health 
Campus and Karratha Health Campus. It is making a significant difference, as the role traverses 
the tertiary health and primary health care sectors, keeping people supported and well in the 
community.  

However, they still have to transfer some mental health patients on occasion and fly them out 
which is poor practice. The rural link that the region has with Royal Perth Hospital has helped fast 
track patients from the ED to Perth and this is seen as a useful innovation. 
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The use of more community care workers and health navigators to help reduce demand and 
manage and support self-management of chronic conditions in the community is seen as an 
important area to develop further. Medicare payments for GP telehealth would help with access for 
remote communities and remote clinical staff. It was suggested that a trial would be run in the 
region.  

Point of care testing is also useful to capture patients and ensure they are treated in a timely 
manner. The region would like to see an increased focus on the youth in the region as many of 
them are at risk and support child developmental services.  

Education and training opportunities 
There are opportunities to grow medical education in both Port Hedland and Karratha. 

The region would like to recruit their own junior doctors and work with another regions to enable 
them to offer the full suite of medical training required for junior doctors. The remote exposure is 
unique and offers an exciting experience for medical education.  

Port Hedland could have additional PGY2+ positions in ED, obstetrics and gynaecology, 
paediatrics and public health. 

With the move to the new Karratha Health Campus they could accommodate seven meaningful 
junior doctor (PGY2+) jobs. There is an immediate need for an additional junior doctor job in 
Karratha to cover the wards at night. 

The lack of general practitioners with vocational registration in the region, with only 56 per cent of 
community based GPs vocational registered, limits GP training that can be undertaken in the 
region.  

There is an innovative example of a hospital based GP supervising GPs by working part-time in the 
GP clinic. This has also worked for GP training in the Aboriginal medical service, with the GP 
registrars being supported by both the clinic and the hospital. Another model that should be 
investigated is remote supervision to support GP registrars in the region.  

It was suggested that there should be some dedicated resources to support, market and provide 
professional and pastoral support to pre-vocational doctors and GP registrars. A teaching practice 
with high quality generalist doctors who supported teaching, training and research would be ideal 
for the region. It would add a teaching capacity and a service capacity into the region, initially 
based in Karratha. 

Advanced Skills Training Posts for GPs could be established in paediatrics, obstetrics and 
gynaecology, general medicine and public health. Port Hedland is accredited to undertake training 
for the diploma and certificate in ED.  

Specialist training is accredited for paediatrics and physician training. The GP’s who are without 
vocational registration are being supported by the Forward to Fellowship program run by Rural 
Health West, under a grant through the Department of Primary Industries and Regional 
Development Pilbara program. 

There is a need for all the agencies involved in rural workforce to collaborate and coordinate 
programs and events. 
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There is also a need for all the parties involved in general practice to have a roundtable, open 
discussion on what is working well and what is not working well in the region and how they might 
work better together to create a healthier GP environment, with teaching a core part of business. 

Key issues to be addressed 
1 A round table of all agencies was suggested, similar to the Goldfields, to consider innovative 

ways of improving general practice services across the Pilbara. This work should be 
undertaken in conjunction with the Pilbara Health Workforce Working Group. 

2 Establish a Pilbara Health Professionals Network to support the recruitment, retention, 
education and training of health professionals in the region. 

3 Market the unique locum program that is supporting Port Hedland hospital as a model that 
could work in other health regions. 

4 Develop options for remote supervision for GP registrars, for example the Remote Vocational 
Training Scheme program. 

5 Investigate the use of MBS telehealth for GP consults to support the very small and remote 
communities. 

6 Trial or develop a mechanism for shared medical records for patients across the Aboriginal 
medical services and the Pilbara hospitals. 

7 Develop shared community and hospital based positions for GP supervisors and GP registrars. 
8 Consider and develop a business case for establishing a teaching, training and research 

practice in the region. 

Regional consultation 
Consultations in the region were conducted in August 2018 and included the following officers: 

• Margaret Faulkner, Regional Director, WACHS Pilbara 
• Dr Phil Montgomery, Regional Medical Director, WACHS Pilbara 
• Winnie Henry, Regional Manager Pilbara, WAPHA  
• Dr Daniel Saplontai, Medical Coordinator, RCSWA 
• Dr Ganesan Sakarapani, Senior Medical Officer, WACHS Port Hedland 
• Dr Graham Fitzclarence, District Medical Officer, WACHS Karratha 
• Dr Cherelle Fitzclarence, District Medical Officer, WACHS Karratha 
• Dr Colleen Bradford, Clinical Director – Training, WAGPET 
• Chris Pickett, Regional Advisor North, Rural Health West 
• Stephen Magwenzi, Deputy Chief Executive Officer, Wirraka Maya Aboriginal Medical Service 
• Sharon Sewell, Primary Health Liaison, WAPHA 
• Jo Haplin, Community Representative of the Pilbara Health Workforce Working Group 
• Rohan Rasiah, Western Australian Centre for Rural Health 
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Kimberley Regional Profile 
 

Medical practitioner by type over the last ten years 

 Kimberley Change Country WA Change 

 2008 2017  2008 2017  

GPs 65 83 28% 464 659 42% 

Procedural GP* 20 27 35% 192 190 1% 

GP registrar 8 20 150% 43 121 181% 

Resident specialist 10 17 70% 111 145 31% 

Specialist training registrar 1 4 50% 7 48  

Junior doctor 3 13 333% 29 118 303% 

Salaried+ procedural and 
non-procedural doctor 

N/A 49  N/A 131  

Medical administrator 1 1  11 18 80% 

Turnover rate GP  26.9% 20.7%  15.4%  13.2% 

 
Data source 

*Numbers from Maintaining an effective procedural workforce 2006-2015. 

The other figures are from the Rural Health West database and the Medical Workforce Unit of 
WACHS. 

+Salaried doctors exclude consultants, junior doctors and registrars. 

The Kimberley is one of two regions where all types of doctors have increased (except medical 
administration). The major increases have been in junior doctors and GP registrars. Whilst GP 
numbers have only grown by 28 per cent there has been a large increase in GPs working in the 
community. This has grown from five private GPs in 2008 to 18 in 2017, GPs working in the 
Aboriginal community controlled sector have also increased from 21 to 25 over the same period. 
The other GPs accounted for above are working as salaried doctors in WACHS. 

The working hours of GPs has decreased from 47.2 hours per week to 37.6 hours over the ten 
years, whilst that of specialists has increased from 35.3 to 40.4 hours per week. 

The turnover of doctors in the Kimberley remains high at over 20 per cent for GPs and of the ten 
specialists working in the region in 2008 all have left and been replaced by 17 new specialists.  

Medical service model 
The region is almost twice the size of Victoria with a population of 38,392, Aboriginal people 
represent 45 per cent of the population. It is remote and has a very low Socio-Economic Indexes 
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for Area rating. This mixture of a sparse dispersed population from typically poorer backgrounds 
leads to poor health outcomes and hard to deliver health services.  

Traditional private models of care don’t work and so the State government has had to provide 
much of the community services through the public hospitals. There are no private hospitals in the 
region. 

Of the 83 GPs in the region only 18 are in traditional private general practices and 25 work in 
Aboriginal medical services across the region.   

The major towns in the region are Broome, Derby, Fitzroy Crossing, Halls Creek, Kununurra and 
Wyndham. There are now 11 large community clinics in the bigger remote communities providing 
medical care including 24/7 on-call nurse led after-hours care.  One large community (Balgo) has a 
24/7 resident doctor, covered by three individuals on a fly-in/fly-out basis. Five of these 
communities are serviced by the Kimberley Aboriginal Medical Services Council and six by 
WACHS.  

The smaller communities have clinics with either resident nursing staff or visiting staff. Over thirty 
communities are serviced by visiting medical practitioners from either WACHS, Kimberley 
Aboriginal medical Services Council or the RFDS.  

Broome hospital is the Regional Health Campus for the region. There are District Hospitals at 
Derby and Kununurra. These undertake emergency and procedural work as well as inpatients and 
outpatients. Halls Creek, Wyndham and Fitzroy Crossing all have small hospitals providing 
emergency, inpatient work and outpatient services.  

Kununurra is closer to Darwin than it is to Broome or Perth and has a formal arrangement with 
Darwin Hospital for access to secured inpatient beds for agreed hospital admissions. This enables 
access to services closer to home for patients from Kununurra in an environment more closely akin 
to the East Kimberley. This medical service model makes a great deal of sense in an environment 
that is so remote and isolated. Developing other relationships with Darwin Hospital may also make 
sense for medical education and training arrangements. 

There are private general practices in Broome and Kununurra, and Aboriginal medical services in 
Broome, Derby, Halls Creek and Kununurra. Additionally there is a cultural health service in Fitzroy 
Crossing that works with WACHS to support culturally appropriate medical services to the area and 
the Kimberley Aboriginal Medical Service Council that supports the whole region and delivers 
some primary care services and manages the haemodialysis service in the four units across the 
region.  

The RFDS has its main base in Broome. RCSWA is active in the region with staff and students 
based in Broome, Derby and Kununurra. In Broome and Derby, RCSWA is based within the 
Aboriginal Community Controlled Health Services and works closely with all health services in the 
region. 

The three main hospitals in the region rely on a highly skilled procedural GP workforce to support 
obstetrics, surgery and emergency care. In 2017 the region had two part-time visiting FACEMS, 
general medicine specialists, three surgeons (one resident and others are locums), two 
obstetrician and gynaecologist, four paediatricians, four psychiatrists and one public health 
physician. These specialists work in a shared care model and often work in the community sector 
doing outreach clinics.  

Rural Health West undertook a Specialist Services in Rural Western Australia Gap and Equity 
Analysis Update March 2016 which showed that the Kimberley had, relative to the rest of rural WA, 
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low access to endocrinology, dermatology, gastroenterology, specialist genetics, immunology, 
neurology, oncology, palliative care, plastic surgery, respiratory and rheumatology services. Whilst 
this is the published data, the reality is that the Kimberley needs good specialist generalists which 
they now have to share the care with the GPs. 

Population of the region and projected growth  
The region has a population of 38,392 (Australian Bureau of Statistics Estimated Regional 
Population 2016). Aboriginal people represent 45 per cent of the population. This gives a GP 
(includes GP registrars) a ratio of 1.66 GPs per 1,000 people. The Australian average is 1.5 GPs 
per 1,000 population. By 2026 there is predicted to be 44,999 people living in the Kimberley 
according to the WA Tomorrow 2017 projections which is a growth of 1.6 per cent per annum over 
the ten years.  

This means that the region should have 75 GPs working in the Kimberley in 2026, It currently has 
63 (18 private GPs, 25 in the Aboriginal medical services and 20 GP registrars). With a turnover 
rate of 20 per cent and a gap of 12 GPs there will need to be around 14 new GPs recruited into the 
region each year over the next 10 years to maintain the current level of service. 

The region has a very low Socio-Economic Indexes for Areas rating particularly Halls Creek and 
the south-western portion of the West Kimberley. 57 per cent of Kimberley residents live in Local 
Government Authorities with a score in the lowest 10 per cent of the Socio-Economic Indexes for 
Areas rating in Australia. In addition to the high burden of disease borne by the community the 
distances that clinicians travel to see patients impacts greatly on the time they have available for 
clinical work, so for any given remote clinic several hours may be spent travelling.  

In these circumstances the standard GP to population ratio is not a good measure in a region such 
as the Kimberley.  

Validation of the regional profile 
The regional profile was seen to be a good reflection of the region. Some changes have been 
made to the profile to correct some information around the number of clinics in the region and the 
relationship with Darwin Hospital.  

The population to GP ratio used in this report includes GP registrars because it uses the Australian 
Government Department of Health’s Medicare statistics which include GP registrars.  

Key health issues 
The WACHS Kimberley Health Profile outlines the major health issues for the region. 

• 91 per cent of people don’t eat the recommended daily serves of fruit and vegetables. 
• 46 per cent of adults over 16 drank alcohol at a risk to long term health. 
• 3.7 times the higher rate for alcohol related hospitalisation.4x the state rate of Emergency 

Department attendances 
• 6.5 times the State rate of hospitalisation for cellulitis. 
• 6.8 times the rate of hospitalisation of Aboriginal people aged 15 to 64. 
• Suicide rate 8.4 times the rate for males and 6.6 times the rate for females aged 15 to 24 when 

compared with the State. 
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• In 2015 the proportion of Kimberley children rated as developmentally vulnerable on one or 
more domains ranged from 34 per cent in Broome to 69 per cent in Halls Creek. 

• The proportion of children accessing primary health care was significantly less than the State 
average (1.1 times the rate), and the proportion accessing hospital care was significantly more 
(1.3 times the rate). 

• The rate of Potentially Preventable Hospitalisations was 3.2 times the State average. For 
Kimberley children with ENT conditions being the most common at 4.8 times the State 
average. 

• The rate of notifiable diseases was significantly higher at 3.8 times the rate for adults and 4.5 
times the rate for children. 

• 78 per cent of ED attendances were for triage 4 and 5 (semi or non-urgent). The WACHS 
average is 66 per cent. 

• The rate for triage 4 was 4 times the State average and five was nine times higher than the 
State. 

• Hospitalisations occurred at twice the State rate for Kimberley residents. 
• The leading cause of hospitalisation is injury and poisoning. 

The mortality rate of the Kimberly region was 1.7 times that of the State rate.  The mortality rate in 
Kimberley residents for alcohol and tobacco-related causes were significantly higher (2.3 times and 
1.6 times) than the State rate.  

The leading causes of avoidable mortality was suicide and self-inflicted injuries followed by heart 
disease (3.4 times and 2.7 times the State rate respectively). 

Lessons of Location: Potentially Preventable Hospitalisation Hotspots in Western Australia 2017 
commissioned by WAPHA and the Western Australia Department of Health investigated Potentially 
Preventable Hospitalisation and looked at where these were higher than the State average 
(hotspots being defined as having 50 per cent higher rate than the State average or a ratio of 1.5) 
The Potentially Preventable Hospitalisations they investigated were characterised into three 
groups: vaccine preventable; chronic and complex conditions; and acute medical conditions.  

They summarised the findings in the Kimberley as: 

“The area of greatest need is the Kimberley. Each area in the Kimberley is a hotspot for multiple 
conditions. Each Kimberley area was also a hotspot for all Potentially Preventable Hospitalisations 
considered collectively and each major category of acute, chronic and vaccine preventable 
conditions. The hotspots with the greatest Standardised Rate Ratio and greatest inequity of 
outcome were Derby, West Kimberley and Halls Creek, particularly for Potentially Preventable 
Hospitalisations due to vaccine preventable conditions.  

The Kimberley was positive for the two strong predictors of hotspots, socioeconomic disadvantage 
and large proportion of Aboriginal people within their populations. The highest being Halls Creek 
(82 per cent) and Derby, West Kimberley (55 per cent). The lowest was Broome (28 per cent) and 
the State average was 3 per cent. All areas except Broome were in the 10 per cent of the most 
socio-economically disadvantaged areas. Broome however was in the top 30 per cent most 
disadvantaged areas”  
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Regional perspective on key health issues 
There was strong agreement that the biggest health issues in the region were in environmental 
health, preventative health care and primary care. Whilst Broome is seen as having a good range 
of medical services relative to its health needs, the rest of the Kimberley is not. 

The statement about the Potentially Preventable Hospitalisations being due to vaccine preventable 
conditions needs to be understood in the context that this data includes admissions for pneumonia, 
influenza and Hepatitis B. Each admission for a patient with a previous diagnosis of Hepatitis B is 
recorded as a Potentially Preventable Hospitalisation even if the admission is unrelated to Hepatitis 
B. Each admission for influenza is also recorded as a Potentially Preventable Hospitalisation even 
if it is for a strain that does not have a current vaccine. 

There was discussion around the need for community capacity building and engagement. All 
stakeholders acknowledged that the current medical service model was not addressing the 
underlying health needs of the community and was not reaching the more remote and difficult to 
reach communities. 

The view was expressed that the local communities need support to address many of the 
underlying causes of ill health and prevent recurrences, rather than individuals being treated by 
health professionals without a wider community prevention strategy. 

The general observation in the region was also that there was a lack of clear leadership and 
direction in the medical service model. Much of the GP services are run by Aboriginal medical 
services, Kimberley Aboriginal Medical Services Council, WACHS and private practice. These 
various models do not integrate primary healthcare with hospital services.  

Workforce issues going forward 
Whilst there has been a massive increase in medical education and training in the region it has 
been centred around Broome and the West Kimberley. The rest of the region still struggles to 
maintain medical services and suffers from severe medical workforce shortages.  

Derby is currently having difficulty maintaining its obstetric service with problems recruiting GPs 
with obstetric skills. 

WACHS are currently trying to undertake their specialist recruitment through rotating locums, much 
as the Pilbara has done. This allows a core group of specialist to service the region whilst 
maintaining their links with metropolitan-based practice. 

A real issue for the region is what primary health care service models will make a difference in the 
region? 

Should WACHS be employing doctors specifically to undertake primary care in their remote 
clinics? If so, they need to market for a different skill set and type of doctor. A problem with this 
approach will be that WACHS doctors are paid more than their counterparts in the community and 
if they start employing community-based doctors they will distort an already difficult market. 

The clear and constant need in the region is for community-based health services with innovative 
models capable of supporting community leaders to address the cause of illness in their respective 
communities. These models need to incorporate all the elements of a primary health care team, 
use technology to reach remote and hard to service communities and ensure a local presence is 
available where it can be supported. 
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For example, Kimberley Aboriginal Medical Service Council is currently training 30 Aboriginal 
health practitioners each year, many of whom cannot find employment. There is an obvious need 
for them and new models of care should be developed to utilise this workforce in the communities. 

To address these issues will require consideration of innovative service models amongst the 
current service providers and funders.  

Innovation and new initiatives 
The integrated training between the RCSWA, WAGPET and Kimberley Aboriginal Medical Service 
Council has revolutionised the medical workforce stability in Broome. The strong presence of 
teaching and training that has been established has supported the next generation of young 
medical graduates to the region. 

The Kimberley as a whole now has the second lowest percentage of non-vocationally registered 
doctors in country WA. This model should be expanded and developed in other regions. 

Telehealth is well utilised in the region, with one of the WACHS remote clinic communities asking 
why they cannot use telehealth for their GP services as well. 

Education and training opportunities 
The Kimberley services would like to employ more of their own junior doctors, however they 
recognise that they would need to partner with another region if they were to do this in order to get 
the required clinical coverage and supervision and oversight needed for interns.  

The Community Residency Program that currently has three doctors in the Kimberley is not 
working well. It gives junior doctors a ten-week stint working across the hospital and community, 
often they only spend one week in the community.  

It is recommended that doctors who come to the region should spend at least six months in the 
region to give them time to be mentored, supported and to understand how the system works, 
specifically across Aboriginal healthcare.  

Junior doctor employed by the Kimberley would have posts based in Broome and Kununurra as 
the hubs. They could then spend a term in the other sites such as Derby, Fitzroy Crossing and 
Halls Creek. There would be a need to support remote supervision to enable this to happen. This 
would enable at least three additional PGY2+.  

With the changes to the WAGPET contract last year and the uncertainty around the funding for 
wage subsidies to registrars working in Aboriginal health, there was a reduction in GP registrars 
working in the region in the current year. This has been corrected for next year.  

A combined effort to support education and professional development across the region is 
recommended with further emphasis towards the East Kimberley. This should be focused on 
supporting a future alternative medical service model. 

There is also a need for a Health Professionals Network to improve and maintain effective 
integration and coordination of medical and health professional education and training events.  

  



 

Towards a medical workforce strategy for rural WA  |  January 2019  149 
 

Key issues to be addressed 
The Kimberley has amongst the poorest health outcomes and highest level of health risk in WA. 
The hospitals are operating effectively and have a reasonable level of medical workforce, achieved 
through a variety of means.  

The clearest issue for the Kimberley is the inadequacy of the primary health care services and the 
inability of the communities and the health services to jointly address the underlying causes of ill 
health in the region. 

While the current models see health issues addressed when they develop there remains a 
significant gap in the provision of preventive and community partnered approaches to reduce the 
burden of poor health. This is coupled with major social problems across many of the communities 
and an inability to provide a full range of services to the most remote and hard to reach 
communities. 

A range of key actions are needed to begin the process of addressing the key health issues and 
service gaps. 

• The three agencies Kimberley Aboriginal Medical Service Council, WAPHA and WACHS and 
their specialist staff should convene to specifically consider the medical service model that will 
best address the poor health outcomes in the region. 

• It should also consider the use of Aboriginal health practitioners and nurse practitioners in a 
broader primary health care model of service in collaboration with local community leadership 
to address the causes of ill health. It should be noted that there is no award provision for 
Aboriginal health practitioners and so no career path. Currently paid at senior Aboriginal health 
workers at Level 3. 

• Any alternative primary health care service model designed through the collaboration should be 
costed and submitted to both State and Australian Governments for consideration.  

• Consideration should be given to support on the ground health services through innovative 
models that may further add to the engagement of health providers within the remote 
communities. This might include technologies such as telehealth and point of care testing.  

• Establish a Health Professionals Network to coordinate education and training events across 
the region. This should have an increased focus on the East Kimberley and be used to ensure 
there is effective integration and coordination of medical and health professionals. 

• Kimberley to employ its own interns and establish rotations for junior doctors throughout the 
region, including remote communities which could include element of remote supervision to 
complement on site supervision. These positions which include the Community Residency 
Program should be for a minimum of six months in the region and generally longer. 

Regional consultation 
Consultation in the region was conducted over September, 2018. This included discussions with: 

• Bec Smith, Regional Director, WACHS Kimberley 
• Dr Simon Wood, Acting Regional Medical Director, WACHS Kimberley 
• Dr Julie Matassa, GP Kimberley Aboriginal Medical Service Council, WAGPET Supervisor 
• Dr Sarah Woodland, GP Kimberley Aboriginal Medical Service Council, Integrated Rural 

Training Pipeline/RCSWA 
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• Professor David Atkinson, Head of the Division of The Rural Clinical School of Western 
Australia 

• Andrew McGaw, Regional Manager Kimberley, WAPHA 


