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F r o m

t h e

B o ar d

I am pleased to present the following report on Western Australia’s Community Residency Program. The
report was commissioned by the WAGPET Board and conducted by an independent consultancy firm, PDT
Consultancy, under the leadership of PDT Director, Faye Harris.
The report confirms what the initiators and developers of this program have long believed – that the
innovative contribution to prevocational training opportunities afforded by the Community Residency
Program in this state has, indeed, been a worthwhile investment.
While we think we have reason to celebrate the successes of this program, this report has also been
commissioned so that we may share the learning that has gone hand in hand with the innovation. We hope the knowledge,
experiences and achievements recorded in this document will be used to inform those developing future medical training models
both in Western Australia and beyond our borders.
The Community Residency Program no longer exists in its original form – as part of the journey of ongoing reflection and
improvement, it has evolved into an embedded model of the national Prevocational General Practice Placement Program (PGPPP).
WAGPET would like to thank all those interviewed for providing the rich body of information contained in this report. It is a great
reflection of their ability to view innovation, not as a threat, but as an opportunity.

Dr Damien Zilm MBBS FRACGP
Chair
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Drs Tim Koh and Penny Wilson,
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E X E C UT I V E

S U M M A R Y

Western Australia’s Community Residency Program provides an opportunity for Prevocational Doctors at PGY2 and above,
who are employed by WA state government hospitals and are unconditionally registered, to undertake a combined community
medicine and hospital specialty placement, concurrently, rather than sequentially.
The program began as a pilot in 2007 and grew from involving two Prevocational Doctors to an anticipated thirty-seven for 2011.
This independent review of the Community Residency Program was undertaken in order to assist the program’s stakeholders
with a process of reflection and improvement related to the program. It was also considered an appropriate time to undertake
the review due to recent changes to the program’s governance, management and funding arrangements. At this watershed
point the brief was to:
•

Formally document the history of the program’s development in Western Australia, including the initial drivers for
its establishment, the strengths and benefits of the program, and the initial challenges and how they were dealt
with.

•

Provide a potential blue-print that others could follow if interested in emulating the model based on lessons learnt
since 2006.

•

Identify any ongoing challenges and issues and suggestions for how these may be addressed.

The approach taken to inform the review comprised either a face-to-face or phone interview with: key individuals who have had
some direct involvement with the program’s development and implementation; and secondary stakeholders whose involvement
was less direct in terms of engaging in the program, but who were significant within the broader general practice and training
context. The semi-structured interviews were conducted with 41 stakeholders between late August and December 2010.
The task of this review was to “map the journey” and “tell the story” of the Community Residency Program to this point in time.
This would not have been possible without the generosity and frankness of those interviewed and every effort has been made
to accurately reflect the range of views.
The Community Residency Program (CRP) came into existence at a time when there were increasing pressures on the health
system in areas such as:
•

an increasing number of medical graduates requiring high quality prevocational placement and training

•

the need for an improved interface between general practice and the public health systems

•

the anticipated additional burden on registrars, senior doctors and consultants in the health system in the
provision of supervision

•

a fresh approach being needed to provide prevocational doctors with “relevant and high quality training
opportunities without distorting the efficient delivery of health services”

•

a need to respond to medical student and intern preferences for their training experiences

•

a pressing need to encourage more graduates into general practice, particularly in rural and outer metropolitan
areas.

The intended goals of the Program are comprehensive and strategic. They are:
•

To bridge the gap between hospital and community medicine so that Prevocational Doctors experience, and
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increase their understanding of, both settings in order to deliver better primary care based on the continuum
of care, regardless of their ultimate career decisions. This has the potential to produce a synergy of the two
environments when experiencing both of them at the same time.
•

To give Prevocational Doctors a chance to experience community medicine in order to assist their career choice,
and to encourage them to have a wider and more informed view about general practice and what it has to offer.
This is considered especially important given that, previously, Prevocational Doctors were required to make
choices without having experienced general practice, unlike the other specialties.

•

To continue to provide links with the hospital setting and other Prevocational Doctors, so that the Prevocational
Doctors do not have to sever their ties with the hospital context in order to experience general practice.

•

To provide clinical education and experience in rural and outer metropolitan hospitals where Prevocational
Doctors could have direct, hands-on experience in areas such as surgery and obstetrics, without competing with
registrars and others for opportunities in the tertiary hospitals.

•

To cater for the increased numbers of Prevocational Doctors coming through the system in providing clinical and
general practice placements and experience and in the longer term, to develop jobs in the community arena.

•

To increase the number of service providers in primary care, due to the relatively low numbers in Western
Australia, particularly in rural and remote areas, but also in outer metropolitan areas.

•

To assist those who had committed to a general practice pathway to experience it in a strongly supported setting
and prepare them for vocational training.

•

To provide some varied opportunities for Prevocational Doctors as part of their hospital and community
placements according to their areas of interest.

The CRP model and implementation were formally evaluated at the end of 2007, the first year of the pilot. It was evaluated again
at the end of the second year as a pilot and WAGPET has conducted internal quality assurance checks annually since these
evaluations as part of the quality improvement cycle for the program. In each evaluation, there have been some consistent
achievements and strengths identified, as well as some significant challenges.

Key Findings
There has been significant endorsement from those directly involved in the program, as well as by others who have an indirect
interest. Interest has continued to grow. In 2010, a turning point was reached in the program when there were more applicants
than were able to be supported.

Benefits of the Program
Some of the key benefits identified during the review process included:
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•

There was consistent and widespread support of the model that provided an opportunity for the blending of both
hospital and community medicine experiences in supportive environments.

•

The Prevocational Doctors reported that they had experienced increased and valued learning opportunities.
All of them compared the experience they had gained in the CRP as having been more varied and valuable
to them than the usual straight hospital terms. This was as a result of several different factors, but it included
having more opportunity for “hands on” experience in the hospital rotations, due largely to not having to compete
with others for opportunities, but also due to establishing a closer relationship with consultants than is normally

possible in tertiary hospitals. There was also strong endorsement for the additional learning opportunities within
the community medicine setting. Prevocational Doctors acknowledged their growth in confidence and in feeling
much more connected to the patient’s continuity of care.
•

There was clear evidence presented of greater clarity for Prevocational Doctors regarding career choices, as
well as some indication of gaining new insights into the complexity and variety that general practice had to offer.

•

Prevocational Doctors also reported that a major benefit of the CRP model was that they did not have to sever
ties with the hospital setting or with their colleagues in order to gain the experiences that it offered.

•

Rural and outer metropolitan hospitals and general practices indicated that one of the key benefits of the CRP
for them was the increased supply of Prevocational Doctors. There was also the potential benefit of attracting
more doctors into rural practice in the long term, regardless of whether or not they became general practitioners.

•

The promotion of general practice as a career alternative appears to be one of the key benefits of the CRP,
as there has been a substantial increase in the numbers of Prevocational Doctors applying for the program.
However, this is not really clear, as the increase in applicants may not necessarily have translated into more
doctors choosing the vocational path. There was certainly some evidence of an increased appreciation and
consideration of general practice, but the numbers have still been relatively small and over a fairly short timeframe
to identify an increased trend towards the vocational training. This may need to be monitored in the longer term
to ascertain the true impact in relation to recruitment into general practice.

•

The benefit of an increased understanding of primary care which assists in “bridging the gap” and improving
continuity of care was strongly endorsed by interviewees, regardless of ultimate career choice.

•

The CRP model was also given significant endorsement across almost all stakeholders who participated in the
review, and there were fairly minor changes suggested as improvements, as outlined in Section Three of this
report.

Key Challenges and Lessons Learnt
There is no doubt that there are also significant challenges in providing this program, such as the increasing need for inter-agency
collaboration, along with state and federal health collaboration. In a time of limited resources, there have been issues around
ensuring that the right programs are supported. There have been political and personal tensions, challenges with combining
private and government interests and ongoing issues of ensuring that workforce imperatives don’t subsume the need for quality
education and training. Coupled with this, for a good part of the program’s history, there has been an ongoing issue of not having
recurrent, sustainable funding in order to plan strategically and to provide some continuity of supply for practices and hospitals.
This latter situation has been ameliorated with GPET’s management of the PGPPP funding since 2010.
The key challenges that were identified for the future of the CRP included the areas of cooperation, collaboration and integration
at a strategic level amongst the various secondary stakeholders; sustained, recurrent funding for the program; and the
competing needs of workforce and education programs. These challenges can be read as the possible ‘pot holes’ that need
to be considered in the initial development of such a program in other contexts. Each set of challenges is accompanied by the
lessons learnt from them in setting up and implementing the WA CRP.
1.

Cooperation, Collaboration and Integration
Lessons Learnt:
•

It is imperative that all of the relevant stakeholders in the program come together to develop a strategic overview
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of how the program should be implemented, with clear reference to the intended outcomes of the CRP.

2.

•

The specific roles and responsibilities of the various stakeholders need to be identified and agreed upon from
the beginning of the program’s development and be based upon who is in the best position to deliver those roles
and responsibilities.

•

The strategic overview should be the basis of a Memorandum of Understanding that is in place for a period of
at least three years. This helps provide some degree of certainty for all of those who are committed to the CRP
and to assist in its expansion.

•

A spirit of mutual goodwill between the various parties involved in the program is assisted by an emphasis on
communication and a strategic focus on planned outcomes.

Recurrent and Sufficient Funding
Lessons Learnt:

3.

•

Any Business Case put forward by the Department of Health needs to reflect the need for sufficient recurrent
funding to ensure that the CRP is not seen as a subsidiary alternative to training medical practitioners, but as one
of the core platforms to meet the emerging and ongoing needs to deliver quality training.

•

Discussions need to occur between state and federal stakeholders to ensure that the CRP is sufficiently funded
to allow forward planning and, hence, continuity of supply and sustainability into the future.

•

Consideration needs to be given to provide the funding directly to the organisation managing the program so
that it can continue to provide a quality education and training program. This would reduce the duplication of
negotiation and time spent on dealing with various fund-holders. This funding arrangement needs to reflect the
MoU discussed in the previous lesson and should include key performance indicators and the normal acquittal
processes.

•

Any funding model needs to take into account the importance of providing ongoing, adequate support and
remuneration to private practice supervisors.

Continuity of Supply and Issues of Sustainability
Lessons Learnt:
•

Ongoing marketing of CRP needs to occur, not only within the tertiary hospitals, but with medical students and
the medical community generally. This is to allay any confused perceptions about the program’s intent and the
benefits it has achieved. It is particularly important not to forget to undertake this marketing with those not directly
involved with the program and yet who have significant influence within the health domain.

Extra consideration needs to be given to the process of filling positions in the rural context. Whilst there are many variables that
can make this a complex process, and the issue of lack of continuity of supply appears to be lessening due to the increased
competition for the rotations, it is critical to maintain the involvement of training posts and to expand the program. A wide range
of placements and alternative strategies such as the opportunity of half-time rotations and placements should be explored.
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4.

Supervision
Lessons Learnt:

5.

•

As indicated in the previous lessons related to funding, it is important to ensure sufficient and recurrent funding
to adequately recompense the supervisors involved in the CRP for their critical contribution.

•

Consideration needs to be given to additional administrative support that can be provided to supervisors to
minimize their workload in taking prevocational doctors, such as assistance with accreditation.

Competing Needs of Workforce and Education
Lessons Learnt:
•

There needs to be both a clear integration of, and delineation between, the CRP and initiatives such as the
Rural Generalist Pathway. They have a common goal of improving the numbers of general practitioners in rural
Western Australia, but the CRP addresses both rural and metropolitan training opportunities and has additional
goals and benefits. The potentially difficult issue of the role of trainer and employer being carried out by the same
body also needs to be risk-managed.
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B A C K G R OUND

The Community Residency Program (CRP) is a Department of Health WA (DOHWA) program initiated in 2006. At this time,
WAGPET was contracted to manage its development and delivery on behalf of several key stakeholders. The implementation
of the program commenced in 2007.
WA General Practice Education and Training (WAGPET) is an independent Contract Authority established by a consortium of
Western Australian organisations with an interest in general practice education and training. Funded by the Commonwealth
Department of Health and Ageing, WAGPET is the sole provider of the Australian General Practice Training Program for GP
Registrars in Western Australia and one of 17 Regional Training Providers in Australia appointed by the national training
coordinator, General Practice Education and Training (GPET).
Two prevocational programs in General Practice operate in Western Australia, the:
•

Prevocational General Practice Program (PGPPP) and

•

Community Residency Program.

Both programs offer Prevocational Doctors a ‘try before they buy’ experience of community medicine, but have different
structures and funding bases. Whilst the Community Residency Program has evolved into a program as part of the PGPPP, this
review concerns only the Community Residency Program.

The Community Residency Program Model
The program provides an opportunity for Prevocational Doctors at PGY2 and above employed by WA state government hospitals,
and who are unconditionally registered, to undertake a general practice and/or community organisation placement at the same
time as undertaking a hospital specialty. Generally, participants spend two to three days a week in an accredited General
Practice and the remainder of their time in an outer urban or rural regional hospital, although the terms do not have to include
general practice. In essence, they are composite posts that combine extended and procedural skills terms with general practice
or another medical area concurrently rather than sequentially.
Prevocational Doctors undertaking the program rotate out of their hospital into a general practice or other community medicine
training post for one or more hospital rotations. At the end of the community residency term they then rotate back to their hospital.
They remain employed by their tertiary hospital and continue to be paid by the hospital, accrue leave entitlements, etc. Their
medical indemnity also continues to be met by their hospital.
During the placement they receive education and support from experienced clinical supervisors. They also have the opportunity
to undertake a wide variety of responsibilities such as managing their own patients; ordering tests, prescribing, billing, developing
clinical management plans and providing continuity of care across primary and secondary settings. Depending upon the specific
nature of the placement, the resident will gain exposure to varied areas of health care such as aged care, sexual health, drug
and alcohol, paediatrics, home visits and acute and chronic disease management.
All placements are accredited by the Postgraduate Medical Council of Western Australia (PMCWA) and the education program
addresses the WA Prevocational Doctor Curriculum in a community setting.
The duration of community residency placements can vary. Community residency placements align with hospital terms and
changeovers occur at the same time as hospital terms. Rural placements are a minimum of two hospital-length terms and
outer metropolitan placements vary between one hospital-length term for GP/Emergency placements to a minimum of two
hospital-length terms for GP/Obstetrics and GP/Paediatrics placements.
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The cost of the program is underwritten by Department of Health WA for the hospital component as well as Commonwealth
government funding through the Prevocational GP Placement Program (PGPPP) for the general practice component.

Key Features of the Model
The key features of the model are described in documents supplied by WAGPET as:
•

An innovative structure that combines the elements of community and hospital-based medical practice with
consideration of the needs of the area in which it is being developed.

•

Site accreditation by the Post Graduate Medical Council of WA and the Australian College of Rural and Remote
Medicine (ACRRM) and/or the Royal Australian College of General Practitioners (RACGP). Multiple rotations
may be accessed.

•

Flexible rotations that reflect Prevocational Doctors’ commitments and interests, as well as fitting in with the
Primary Allocation Centres (PACs)10 – 11 week rotations.

•

Quality supervision by highly specialised full-time supervisors in all hospital, general practice and community
medicine settings who receive supervisor training. This aspect is considered crucial to the success of the
Program for all concerned.

•

Dedicated education time that is protected and reflects the Prevocational Doctor Curriculum.

•

Comprehensive orientation to all aspects of the program, including centrally and locally delivered orientation
programs.

•

Provision of an External Clinical Teaching Visitor who provides educational site visits in addition to the site
supervisors.

•

Rigorous selection process including a formal interview before entering the program.

•

Responsive management of issues by WAGPET in line with PMCWA guidelines.

•

Recognition and remuneration for all concerned, including payments for supervision and education.

•

Prevocational Doctors are supernumerary to the funding of positions in their community residency sites.

•

Smart use of existing resources utilising the resources of the organisations involved in service delivery in the
state.

•

Good governance and accountability to ensure the integrity of all parties involved and to ensure quality healthcare
for the WA community.

The Brief
This review of the Community Residency Program was undertaken in order to assist WA stakeholders with a process of reflection
and improvement related to the program. It was also considered an appropriate time to undertake the review of the program at
this stage, due to some recent changes to its governance, management and funding arrangements.
At this watershed point the brief was to:
•
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formally document the history of the program’s development in Western Australia, including the initial drivers for its
establishment, the strengths and benefits of the program, and the initial challenges and how they were dealt with

•

provide a potential blue-print that others could follow if interested in emulating the model based on lessons learnt
since 2007

•

identify any ongoing challenges and issues and suggestions for how these may be addressed.

Appendix One provides further details on the Specification of Services provided.

The Process
The independent review of the program was undertaken by Faye Harris, a Director of PDT Consultancy. The approach taken to
inform the review was the conducting of either a face-to-face or phone interview with key individuals who have had some direct
involvement with the program’s development and implementation, and with secondary stakeholders whose involvement was
less direct in terms of engaging in the program, but were significant within the broader general practice and training context.
Initially, a group of key stakeholders (both Primary and Secondary Stakeholders) were identified by WAGPET and initial
engagement of this group was undertaken by WAGPET. WAGPET promoted the independent evaluation by individual emailed
requests for participation in interviews with the consultant. The consultant then contacted individuals to confirm availability and
preferred arrangements for the interviews. It was also decided that in order to ensure that the widest possible range of views
was canvassed; interviewees were to be asked to provide advice as to who else should be interviewed. The response rate
was 100%, although one interviewee suggested some alternative interviewees to replace him due to their greater involvement
with the program. Many of the interviewees’ recommendations for additional sources were consistent with each other and
several commented upon the comprehensiveness and appropriateness of who had already been interviewed when making their
suggestions. This resulted in 41 interviews being conducted between late August and late December 2010.
A face-to-face interview was the preferred approach due to its capacity to elicit direct and comprehensive comments, although
due to some issues of distance and availability, two interviewees responded via e-mail and some interviews took place by phone.
There was one teleconference conducted.
The interviewees included senior Department of Health personnel, hospital and general practice supervisors, many Prevocational
Doctors who had participated in the program at various points of time and senior people from relevant organisations. On
average, the interviews took place over an hour to an hour and a half. Comprehensive notes were taken of all the interviews,
including any comments that arose during the discussion. A list of those who made themselves available for interview is included
in Appendix Two.
The interviews were semi-structured in format, in order to allow interviewees to provide any information that best reflected their
perspectives on the program. The original questions were trialled and modified based on feedback. There were also some
specific questions designed for the Prevocational Doctors who had participated in the program. A copy of the questions used as
a starting point is available in Appendix Three.
Key themes were then identified and points of agreement and variance across different groups were also considered. Results
were aggregated to preserve anonymity. Where relevant, some direct quotes have been selected to illustrate specific themes
and individual responses.
Data on numbers of Prevocational Doctors and the placements and rotations was also collated from information provided by
WAGPET and is available in Appendix Five.
In addition to this process, other Regional Training Providers across Australia were also invited to provide information as to any
similar programs they were operating.
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Copies of both evaluations of the Pilot Phases were provided to the reviewer, along with relevant WAGPET data and previous
presentations regarding the program at national conferences. Other data provided included pre- and post- evaluations completed
by the Prevocational Doctors, Medical Students Survey results and relevant journal articles.
Prior to finalisation of the report, a draft was provided to WAGPET to check accuracy of the program detail. Any required
revisions were then made and a final report produced.

The Structure of this Report
This report is structured into four main sections. In the first section, an outline of the program is provided, with its intended
outcomes and key features. It also includes the history of the program’s development, including the background and the key
drivers that lead to the program being established as a pilot in 2007.
The second section deals with the Pilot Phase from 2007 until 2008. It covers a mapping of the program implementation and key
results from the two external evaluations during the Pilot Phase, as well as additional data gained from those interviewees who
had been involved in the program at that stage.
The third section covers the feedback gained from key stakeholders related to the post-pilot stage from 2009 until 2010. The
key areas covered are the benefits, opportunities and strengths of the program, critical aspects of the program that need to be
maintained to maintain its original intent and relevant issues and challenges.
The fourth section of the report outlines challenges for the future and lessons learnt since the program began in 2007.
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Dr Melanie Yan,
Education Workshop

S E C T I ON

1

–

T HE BEGINNIN G OF THE JOURNEY

The Key Drivers for Establishing the Program
The Community Residency Project was initiated in 2006 by the Medical Workforce Branch of the Department of Health in
Western Australia (DOHWA) in response to the increasing number of medical graduates requiring high quality prevocational
placement and training. The projections were that the numbers of final year medical students requiring clinical placements would
increase from 153 in 2007 to 249 in 2008, peaking at 306 in 2009.
It was also aimed at creating community-focussed jobs for prevocational doctors using general practice experience integrated
with hospital-based medical practice.
Recommendation 56 of the Reid Report A Healthy Future for Western Australians Report 2004 recognised the impact of a lower
number of doctors and specialists in WA than the Australian national average. The Recommendation was:
Discussions should occur between the Department of Health, major private hospitals, clinicians, medical colleges
and universities to consider new approaches to under-graduate and post-graduate medical training. This will
ensure greater involvement in the non-tertiary public hospitals, private hospitals and the primary health care
sector. 1
There was also an emphasis given to the need for an improved interface between general practice and the public health
systems. This was due to the introduction of a medical school at the University of Notre Dame, the increased medical school
places and the new postgraduate course at the University of Western Australia. It was recognised that this increase would place
an additional burden on registrars, senior doctors and consultants in the health system in the provision of supervision and in
ensuring that both medical students and interns had sufficient clinical experience to develop the range of skills required to deliver
high quality patient-centred care. It was identified that a fresh approach was needed to provide them with “relevant and high
quality training opportunities without distorting the efficient delivery of health services.” 2
At the same time, there was a growing acknowledgement across the sector that community-based programs had the potential
to respond to medical student preferences as indicated in both the 2008 Medical Student Survey and the 2009 General Practice
Survey conducted jointly by WAGPET and the Australian Medical Association of WA (AMA (WA)). The 2008 Report indicated
that “…the flexibility and variety perceived to be available in general practice was attractive” and that 94.8% indicated a desire
to mix their medical training.3 Similarly, the 2009 Report recommended a need for variety in career paths and training in general
practice, with 82.9% expressing an interest in mixing general practice with other medical training. 4
The report Maintaining an Effective Procedural Workforce in Rural Western Australia also identified concerns about the gap
and projected decline of Western Australia’s rural procedural medical workforce and the pressing need to increase the training
and education programs available to facilitate the development of procedural and surgical skills with Australian trained medical
graduates and Prevocational Doctors. It was recommended that the training should involve placements in regional centres, with
a focus on the special skills required to work in the country, including emergency medicine.5

1   Western Australia Department of Health. (2004) A Healthy Future for Western Australians: Report of the Health Reform Commission.
Perth. Western Australia Department of Health
2   Western Australia Department of Health. (2005) Health Reform Program – Ensuring a Healthy Medical Workforce. Perth. Western
Australia Department of Health
3   Australian Medical Association of Western Australia (AMA (WA). (2009). Medical Student Survey - Report of the 2008 General Practice
Survey. Perth: AMA WA.
4   WAGPET. (2009). Report - General Practice Survey 2009. Perth: WAGPET.
5   Snowball, H. C. (2007). Maintaining an Effective Procedural Workforce in Rural Western Australia. Perth: Australian General Practice
Training.
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Intended Outcomes of the Program
There was consistent acknowledgement across the range of interviewees that the following were the desired outcomes / drivers
for creating and implementing the Community Residency Program, although there were different points of emphasis across the
different stakeholders.
•

To bridge the gap between hospital and community medicine so that Prevocational Doctors could experience
and increase their understanding of both aspects in order to deliver better primary care based on the continuum
of care, regardless of their ultimate career decisions. This had the potential to produce a synergy of the two
environments when experiencing both of them at the same time.

•

To give Prevocational Doctors a chance to experience community medicine in order to assist their career choice,
and to hopefully encourage them to have a wider and more informed view about general practice and what it has
to offer. This was considered especially important given that previously Prevocational Doctors were required to
make choices without having experienced general practice, unlike the other specialties.

•

To continue to provide links with the hospital setting and other prevocational doctors, so that the Prevocational
Doctors did not have to sever their ties with the hospital context in order to experience general practice.

•

To provide clinical education and experience in rural and outer metropolitan hospitals where Prevocational
Doctors could have direct, hands-on experience in areas such as surgery and obstetrics, without competing with
registrars and others for opportunities in the tertiary hospitals.

•

To cater for the increased numbers of Prevocational Doctors coming through the system in providing clinical and
general practice placements and experience and in the longer term, to develop jobs in the community arena.

•

To increase the numbers of service providers in primary care, due to the relatively low numbers in Western
Australia, particularly in rural and remote areas but also in outer metropolitan areas.

•

To assist those who had committed to a general practice pathway to experience it in a strongly supported setting
and prepare them for vocational training.

•

To provide some varied opportunities for Prevocational Doctors as part of their hospital and community
placements according to their areas of interest.

Key Support Factors
The interviewees who were involved in the early stages of the program suggested that there were several key factors that came
together to get it “off the ground”.

Key Players and Champions
Support and commitment from some key players was identified by many of the interviewees as being critical to the program getting
underway and in setting it up. It was acknowledged by many respondents that without their drive, it would possibly not have eventuated.
Many interviewees identified Dr Janice Bell, the CEO of WAGPET as being a critical driving force. She had approached the WA
Department of Health in 2005 and had been raising the idea at several national conferences prior to this. She was invited by the then
Manager of the Medical Workforce Unit in the Department of Health, Deborah Hegarty, to present her ideas to the Medical Workforce
Strategic Committee. One interviewee commented “Janice’s passion for it for all the right reasons and her well researched presentation
which made eminent sense” was a critical driving force in getting the much needed support of the Department.
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Another key player included Dr Simon Towler who at the time as the Chief Medical Officer had the role of implementing the
recommendations from the Reid Report. His role in promoting it at all levels within the health service and Janice’s work in
negotiating with the state and putting the case to the Commonwealth were also identified as being critical in getting the program
underway. Other supporters were Professor Richard Vaughan (A/Director Vocational Education and Training) and Professor
Lou Landau who at the time was the Chair of the Postgraduate Medical Council of Western Australia and was responsible for
accrediting the Program. Initial concerns as to whether private general practices would take on community residents were
overcome to gain Professor Landau’s support.
It was also important to get the support at the federal level and the Federal Health Minister’s adviser who had previously been
a board member of WAGPET organised a meeting with the Department of Health and Ageing for WAGPET and they were very
supportive.

Initial Funding
As a result of the initial presentation, Dr Towler was prepared to put up some funding, as was Rob Lindsay who at the time was
the Director of Organisation Development and the Health Reform Implementation Taskforce. Dr Towler’s decision to put up
some initial funding was described by one interviewee as being so critical that “without this, it (the program) would never have
happened.” The funding was matched by the WAGPET Board and this was another key factor that helped to launch it. It was
prepared to be a cost leader and put funding into it as according to one of the interviewees, “they saw the value of the program
and recognised it as being part of their core business”.
A Business Case was created in January 2006 for the establishment of four pilot sites (two in rural and two in the outer
metropolitan area) for placements for interns and PGY2 and PGY3 doctors. The reason for the inclusion of interns in the
Business Case was due to the state government’s commitment to offer an Internship to every graduating medical student from
universities within Western Australia and the anticipated increase in medical school graduates (by 162% from 117 in 2005 to 306
in 2010). It was noted, however, that PGY1 placements would require full support of salary, supervision, education and training
as they could not hold a Medicare Provider Number.

Consultation and Organisation
As a result of the initial funding becoming available, Dr Colleen Bradford was employed by the Department of Health WA for
the first year to work solely at WAGPET as the Project Manager. Part of her role was to go and engage with the rural general
practices in order to get their support for the program, as their role was considered crucial. She worked with Dr Alistair Vickery
who was an external consultant at the time, and closely with the WAGPET Program Manager, and, in her own words, “started
everything from scratch”. This involved everything from creating application forms to visiting all of the regions in both the country
and outer metropolitan areas. This was to consult with people on the ground to identify what they could support. General
practices needed to be identified, and hospitals needed to indicate what areas they could best support such as obstetrics.

Using Existing Structures
The decision was made to use the existing PGPPP structures for the Program, as it was a federally funded program that already
gave access to Medicare Provider numbers and was up and working, and without this another 3GA exemption would have
been required for the Prevocational Doctor to get a number. This decision was supported by the interviewees from GPET, who
indicated that they encouraged RTPs to build on existing structures and processes. The Prevocational process also mirrors
the Registrar training and this synergy creates a seamlessness that allows any early signs of the need for remediation to be
picked up and acted upon for those who are continuing into vocational training. WAGPET also used those practices who had
previously been involved in supporting the PGPPP and GP training as they knew the level of quality of supervision, support and
experience the Prevocational Doctors would be likely to receive. The potential issue with this was the risk of “burn out” by those
running the practices.
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Dr Heather Brand,
Careers Expo 2009
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T HE PILOT PHASE (2007 – 2008)

The project was first implemented in 2007 as a pilot. The pilot began with two participant PGY2 doctors. It involved two integrated
hospital and general practice placements, and one community organisation placement (one rural and two outer metropolitan).
A Community Residencies Steering Committee was established during the Pilot Phase in order to govern the program. It
included representation from the following key stakeholders:
-- Department of Health WA (DOHWA)
-- Australian Medical Association Doctors in Training (AMA DIT)
-- WA Centre of Rural and Remote Medicine (WACRRM) now Rural Health West (RHW)
-- WA Country Health Services (WACHS)
-- Postgraduate Medical Council WA (PMCWA)
-- Rural Clinical School (RCS)
-- Tertiary Hospital Medical Directors (DOHWA)
-- WA General Practice Education and Training (WAGPET).
Options for potential placements were taken to the Steering Committee for the final approval of where the placements should be
located. There were some tensions when adequate supervision was not available in some potential placements and the decision
being made by the Steering Committee not to include them in the Pilot. WAGPET continued to look for alternative placements.
This Steering Committee continued to be in place until the decision of the Department of Health to change the funding
arrangements in July 2010, and the Committee was disbanded in August. It had not met for approximately 12 months prior to
this.
An external evaluation was undertaken at the end of 2007 and despite the small scale of the pilot, there was very strong support
from all key stakeholders for its continuation and expansion.
A Business Case was developed to obtain approval for funding for the 2008 Community Residency Program. It proposed that
it be implemented as an option for placement during PGY2+ and that the program become an integral part of the Department’s
long-term strategy to address workforce issues, with annual funding being provided beyond 2008.
The pilot was then extended for a further year during 2008. In the second year of the pilot, the program had grown to 12
Prevocational Doctors involved in the Program across 17 posts.
A further independent evaluation was conducted at the end of 2008. The focus for this section of the report is the information
gained from the second evaluation, given that the first year involved such small numbers and the second evaluation captured
many of the key themes that had arisen during 2007.
As for the first evaluation, the need for, and the success of, the program model was validated. As a result, the program was
again implemented in 2009 and 2010 and positions have been advertised for 2011.
Appendix Four provides specific detail re: placements and rotations from 2007 through to 2010, with some projections for 2011.
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Results from the External Evaluation
Successes and Benefits
The Community Residency Program was reported as being highly commended by all respondents in terms of its rationale and
concept. Specific strengths and benefits that were identified included:
•

The blend of hospital and community medicine experience

•

Access to quality learning opportunities

•

Effective systems of educational and personal support

•

Ability of the Program to meet both provider and participant needs

•

The recruitment aspect for general practitioners

•

Its suitability for a range of Prevocational Doctors at various stages of career decision-making

•

Its adaptability to a range of locations

•

Operational aspects running much more smoothly than the first year of the Pilot.

Initial Difficulties and Challenges
It was noted in the second evaluation that many of the issues identified in the 2007 evaluation were considered to be ‘teething
problems’ that had been resolved within the first year and that there were “no significant difficulties” reported with the Program.
However, some key challenges that were likely to impact on the sustainability and expansion of the Program were highlighted.
These were:
Provision of an adequate level of supervision in general practices and hospitals, particularly in rural areas
•

Funding issues

•

Lack of continuity of placements

•

Rural placement issues related to accommodation and coordination

•

The challenge of maintaining the focus on teaching and learning

•

Lack of genuine collaboration and clarity re: roles and responsibilities.

Recommendations
The following were the key recommendations made as a result of the Evaluation conducted in 2008:
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•

A need for expansion of the Program

•

Securing and developing adequate infrastructure and human resources to deliver high quality education and
supervision

•

A need to continue to investigate and trial additional training models such as vertically integrated training

•

A fostering of attitudinal change across a range of stakeholders.

Interview Results
Initial Difficulties and Challenges
Many of the following initial difficulties and challenges were dealt with to a certain degree as the Program continued to evolve.
However, some of the more complex issues are still having an impact on the program and will be discussed further in Section
Three of the report.

Ownership and “Personalities”
It was reported by many who had been involved in the Steering Committee that had been set up at the time of the Pilot Phase
that there were issues related to sensitivity as to who “owned” and therefore “controlled” the program.
There were some significant tensions around this and some reported clashes that are still impacting negatively on the program’s
future evolution. There is still some lack of trust and a reported sense of disappointment that relationships between several key
players hindered the program’s implementation to its fullest potential.
This still seems to be an issue even as the program has moved beyond the Pilot Phase, and is closely connected to the funding
arrangements.

Funding
Although the provision of sufficient recurrent funding was identified as an issue by many respondents as to the future sustainability
of the program, this was not identified by many interviewees as an issue in the initial setting up of the program. Generally, there
was a sense that the program was well-funded in the Pilot Phase, even though there were some who felt that it was excessive
for the numbers of Prevocational Doctors involved. The alternative point of view was also expressed that it was comparatively
low cost given all the associated costs with setting up a new program in the area.
The fact that the initial funding came from a variety of sources and was not mainstream did however, continue to be an ongoing
issue for some stakeholders and ultimately for the future of the program in terms of its sustainability. Hospitals were reported
to be initially reluctant to become involved due to the funding arrangements and they were reluctant to release Prevocational
Medical Officers for extended blocks of experience outside the tertiary hospitals whilst still covering their salaries. This was
resolved by them being able to recoup the salary and receiving an administration payment.
The Commonwealth was also described as seeing this program as a way of getting funds for placements that were a state
responsibility. Funding was reported as having been initially blocked by the National Advisory Committee (NAC) as it was seen
as job shifting. Multiple presentations were made to the NAC to demonstrate the value of the Community Residency model. The
outcome of this approach was the approval of Community Residencies as PGPPP placements and recognition by other RTPs
in other states of the benefits of such a model.
There was still a range of perceptions indicated in the interviews as to how much funding was allocated to the program and if it
had been given to the right organisation. There were some groups who initially viewed the CRP as competing with the programs
they were trying to establish.
The funding arrangements for 2011 and beyond are discussed further in Section Four of this report. Changes in the funding
model for the program under GPET as at 2010 should help support the sustainability and expansion of the program, rather than
continue as one of the main challenges for the program.

Page 23

Confusion and Lack of Clarity
The Community Residency Program was initially seen to be in competition with the existing PGPPP and given that there were
two providers of it (WAGPET and SPARHC), there was some additional tension around this. WAGPET included information
on SPARHC’s placements in all information sessions and advertising material in order to clarify the situation for Prevocational
Doctors, but it appears as if some of the tensions continued despite this.
Some tertiary hospitals also felt committed to supporting the PGPPP as this was the first program and they were reluctant to
promote and support the placement of their Prevocational Medical Officers to the Community Residency Program.
Coupled with this, the CRP was considered by some to be “pretty low profile with general practice compared to PGPPP and it
came out at the same time. The GP community got quite confused with it all”. Prevocational Doctors also reported that there
was some initial confusion.
Some interviewees indicated that they still couldn’t see any additional benefits of the CRP over the PGPPP, other than the
funding support provided to organise general practice placements and have indicated that they don’t see how it differentiates
itself from the PGPPP. Given that some of these respondents are heavily involved in postgraduate education and are in
positions of influence with Prevocational Doctors, this is an area of concern.
A marketing and communication strategy was needed and developed and it appears that it continues to be needed.

Marketing
Marketing to Prevocational Doctors and to hospitals was initially an issue. As has already been indicated, there was some
reported confusion in the field with the PGPPP and Prevocational Doctors, general practices and hospitals were initially
unconvinced of the value of the model and perhaps suspicious of its intentions. This was reported by interviewees as no longer
being an issue, with significant buy-in from most parties.
The strategies put in place by WAGPET such as the use of community resident video testimonials on their web-site, a Roadshow
to inform the medical community as to its intent and progress and where they actively engaged with communities to get posts up
and running and marketing it at forums were recognised as having a positive impact. The other major factor that impacted was
the word-of-mouth reporting that was done by the community residents themselves to their colleagues. Hence, the decision to
ensure that the Pilot Program was well-supported by careful placements in quality locations with good supervision was clearly
validated. As one interviewee described it, “it viral marketed itself with endorsement by those had been involved”. Another
interviewee stated, “WAGPET have done a great job at marketing this. There were a lot of applications this year and this
indicates the Prevocational Doctors are keen to participate.”
Letters of endorsement from key stakeholder groups such as the AMA Doctors in Training also assisted in the marketing of the
program.

Operational Aspects
Some of the operational issues during the Pilot Phase were reported to be in such areas as scheduling, length of placements,
employment arrangements, payments, accommodation and accreditation. As indicated in the 2008 Evaluation, many of these
issues were sorted to the satisfaction of the relevant parties.

Scheduling
The original model was based on planning for 13 week terms, as the PGPPP was a minimum of 13 week terms. WA Department
of Health wanted 11 week terms due to the rapidly increasing numbers of interns and the requirements for them all to have a
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term in ED and so were seen to be more difficult to accommodate in the rotation frameworks used by the tertiary hospitals. This
meant that WAGPET had to provide two rotations as a minimum and they then had to find hospital and GP placements where
some were not eligible for Commonwealth funding due to accreditation requirements.
Occasionally there were practical problems re: Prevocational Doctors wanting to do more time away from the hospital. The
Primary Allocation Centres (PAC) set a time limit on the amount of time away from the PAC, with two terms per year allowed if the
person wished to remain employed by the hospital. Some severed their ties with the hospital and others accepted the restriction.
This position may change as the numbers increase and quality, meaningful learning experiences are in greater demand.
There were also some initial scheduling issues related to some hospitals reportedly not seeing the need for set sessions to be
guaranteed at the general practice. Some Prevocational Doctors attributed this issue as being due to the perception by some
hospitals that the Prevocational Doctors were there “to fill up the roster, rather than for a training role. It is much cheaper than
employing locums and even though we were supposed to be the supernumerary, they were not treating it as such. You just had
to fit in with the training schedule and they sent me to whatever was on when I was rostered, whether it was resident or registrar
training. This was sorted out by my hospital supervisor and Colleen at WAGPET. I had to do a lot of lobbying initially. It was
left up to me to organise, but then WAGPET sorted it.”
This issue was echoed by at least one other interviewee who was concerned about ensuring enough integration of the hospital
and general practice placement and that the Prevocational Doctor was not just attached to a general practice that did both. It
was also identified as important not to have parallel universes either such as ED or general practice and to ensure they were
closely linked.

Employment Arrangements
Employment operational issues related to leave arrangements etc and reported confusion over who the resident and/or the
supervisor could go to sort out any issues and the line of reporting was an issue and for some it continues to be.
Initial concerns arose related to accommodation arrangements and in some areas, this is still an issue.
Some of the bureaucracy related to the process was reported as being over burdensome and this was primarily related to the
funding arrangements.

Accommodation
There were some initial issues re: the provision of suitable, funded accommodation for rural placements and for relocation
expenses and although some of the Prevocational Doctors who were interviewed indicated that if there had been an issue for
them that WAGPET resolved the issue satisfactorily, it is likely to continue to be an issue into the future, especially in some very
expensive rural locations such as the Pilbara and as the Program expands.
According to one interviewee, “It is an ongoing issue that needs to be sorted. Prevocational Doctors expect a level of support
re-accommodation as they are not permanently relocating anywhere. Six to 12 months is not long enough to uproot family and
they still need to retain a house in Perth. They are a different level to students. There is an expectation that accommodation is
on a reasonable minimum standard – that is not expected to share a house with someone. They need some options. The RCS
is well resourced with things such as cars and mobile phones and transport back to Perth at the undergraduate level. What is
provided for students at RCS is at a high level. There is a need for support as trying to arrange your own rental is made more
difficult without it and this support should be established as part of the Program. Perhaps there should be long-term lease
arrangements made. Why would a Prevocational Doctor go somewhere where they are losing conditions?”
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Accreditation
There was an initial issue regarding the need to gain accreditation of the practices involved by the PMCWA, but this was
reported as having been sorted out fairly early in the Pilot Phase, although not having a single process to cover both registrars
and residents was raised as a frustration by some. It also resulted in delays of up to six months before residents knew if the
place for which they had applied was available to them.
Linked to accreditation was the availability of suitably qualified and committed supervisors, and this is also critical to the program
in ensuring a quality learning experience. This is an ongoing issue, but is not solely related to accreditation.

Dr Stephanie Trust,
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Lamington
Medical Group
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T HE PO ST PIL OT PHASE (2009 - 2010)

A summary of the Pre and Post Evaluation Survey Results is covered in this section, followed by the results from the interviews.
These include general comments that reflect the bulk of stakeholder impressions re: the model, the key benefits and opportunities
provided by the program for various stakeholder groups and then the unique elements that were identified that would need to be
retained to maximise those benefits. Issues and concerns related to the program are then explored.

Pre and Post Evaluation Survey Results
All Prevocational Doctors participating in the program are invited to complete a Pre and Post Evaluation Survey. These are now
submitted on-line. There was a relatively low response rate to the Post Evaluation Survey (4 in 2009 and 8 in 2010), but of those
who responded, there was 100% agreement that they were considering a career in General Practice.
Similarly, there was 100% support for the experience having resulted in:
•

increased confidence

•

the gaining of new skills and knowledge that they may not have been exposed to in a hospital setting

•

enjoyment of the lifestyle compatibility of the working hours

•

preparedness to recommend the experience to fellow colleagues and friends.

The only concerns indicated related to:
•

inappropriate opportunities for debriefing (1 response, 2009)

•

not having appropriate and timely support from Program management when required (1 response in each year).

•

accommodation not being satisfactory (two of the doctors - one from each year).

The additional comments made by some of the Prevocational Doctors who had participated included:
•

I cannot stress how highly I recommend the WAGPET placement I am undertaking. Firstly the team at WAGPET
has been an absolute delight to deal with in every respect of this placement. I am very grateful for their assistance,
education, professionalism and guidance throughout the planning stages and ongoing support. My supervisors
have supported, encouraged and challenged me in all aspects of my professional career. They have all regarded
me as an important member of the team, respected and treated me as an equal, and have gone beyond the call
of duty to support and guide my clinical practices and education.

•

Some issues with housing on first arrival and 14 weeks into placement, I am still awaiting reimbursement of
my trip up. Otherwise, excellent placement, good exposure to primary care, good opportunities for patient
contact, procedural skills and learning with ED and ward work. Apart from admin type concerns as above, highly
recommend this placement.

•

I had a very positive experience with my placement. I’m thankful for all the colleagues and staff support, especially
my supervisors who have taken extra time to offer me advice on patient management and valuable educational
resources. I now strongly consider a career and training in general practice.

•

GP placement was excellent. I didn’t enjoy the surgical component as much, mostly because of on-call. There
was too much on-call involved with the surgical commitments, which impacted on my GP placement – for
example, on-call all night with surgery, very tired the next day with GP patients.
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•

It was an excellent opportunity!!! I have made up my mind to continue my career in general practice.

•

I really enjoyed this term. This was a very positive experience for me because I gained a lot of practical knowledge
and my theoretical knowledge also came into practice. The staff were supportive and my supervisor and the other
doctors were very encouraging. I think this is an important milestone in my career.

(NB Identifying details such as names of placements and supervisors were deleted from the comments to preserve anonymity.)

Results from Interviews
Key Benefits and Opportunities
Generally, the responses indicated that the intended outcomes had been achieved to various degrees and it was a very
worthwhile, innovative program that should be continued. There has been increasing interest amongst Prevocational Doctors
and support from Primary Allocation Centres has also grown, particularly with the payment for the Prevocational Doctor coming
from another source and the resident being a supernumerary at the hospital.
General comments from Prevocational Doctors included:
•

It was definitely a useful experience.

•

I had no issues with the program. I have already recommended it to others. People came and asked me about it
and I suggested they try it so some of them are doing it next year.

•

It is a very valid model and we should all rotate regardless of whether or not you are going into general practice.

•

Overall a very enjoyable program and I am glad I attended.

•

I had no issues with the program.

•

It was a good experience.

Other stakeholders were also supportive of the program, as these comments suggest:
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•

It is a prevocational doctor-focussed program and responsive to feedback received from Prevocational Doctors.

•

I think it is a really good program.

•

The Community Residency Program was a wonderful, well-meaning idea.

•

The paradigm works.

•

I think this is a very good program. It is my ideal of making a better system and strength of the primary level. The
best exposure is at the early level in order to get better doctors.

•

There were not many drivers against the program and lots of reasons for supporting it.

•

The feedback has been very positive.

•

The anecdotal feedback is quite positive overall and people rate it better than the terms in hospital.

•

I am passionate about it.

•

It is very do-able. Even though it has had its hiccups people have stayed with it because it is such a good idea.

•

Feedback has been very positive and the opportunities have been met from the point of view of the experience.

•

It is more successful than the PGPPP and there has been more personal effort put into it. The question to be
asked is whether or not the extra effort is worth it.

•

A lot of overlap with the PGPPP which acted as a prototype.

•

It is a really great idea as it’s a niche compared to PGPPP and it’s part of the answer that needs to be done to
encourage people to do community medicine.

The following section is organised according to the various stakeholders and the specific benefits that were identified by the
interviewees as being most relevant for each group. It is grouped under reported benefits to:
•

Patients and the Community

•

The General Practice

•

The Hospitals

•

The Residents

•

The Health System.

Benefits for Patients and the Community
While there were no patients and/or community members interviewed, many of the respondents indicated that they felt the
program had a positive impact on both. The key benefits to the patients were considered to be the increased access to medical
services due to the increase of doctors available and the fact that it also released Procedural GPs to undertake more work.
The enthusiastic approach that Prevocational Doctors brought was also considered to be a potential plus for patients.
The improved interface and continuity of care between the hospital and community medicine was considered to be of significant
benefit. There was recognition by one interviewee that all future patients received, “A better system of care as doctors get to
understand the whole system, rather than just their specialty.”
At the community level, there is the potential for having people coming back into the district and a greater chance of services
continuing as there is an increase in the primary care workforce. As one interviewee commented, “There are opportunities
for recruitment to entice them into a medical career in the country. The community at large appreciates having Prevocational
Doctors in the town. I can’t remember a single patient who has indicated a problem with having a Prevocational Doctor.”

Benefits for the General Practice
The major benefits to the practice that were identified concerned the freshness and focus on learning that Prevocational Doctors
brought, as well as additional assistance with the workload. Several of the respondents suggested that it created a greater sense
of teamwork and a more academic environment and was, “a very worthwhile and rewarding process. Getting new Prevocational
Doctors into the practice every ten weeks produces a dynamic feeling to the practice.”
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Some other interviewees suggested that they saw their involvement as a practice as part of how they did business as reflected
in the comment, “The practice has always been involved in training students and registrars for many years and this was just a
continuum from undergrad to post–graduate and to offer a rural vocational pathway.”

Benefits for the Hospitals
There was general recognition that the availability of extra staff, especially on a supernumerary basis, was very beneficial.
Having extra staff to be on call and the roster was highlighted by several respondents as a positive aspect of the program. The
general increase to the workforce by having an extra Prevocational Doctor to help out was appreciated.
In one case, it was reported that this had been an increase over an extended period of time, with two of the Prevocational
Doctors coming back post general practice training and doing part-time GP and part-time with the hospital.
Another acknowledged benefit to the tertiary hospital was the fact that it opens up additional training posts for Prevocational
Doctors, which given the increasing number of medical students graduating in the coming year will be essential if these hospitals
are to attract prevocational medical officers to the hospitals. There was agreement that programs such as the CRP would be
critical with the graduate numbers increase, with the caveat that quality standards continue to be met.
The enthusiasm for being involved in the CRP has grown with the result that some regional hospitals have now seen the benefit
of having RMOs in relevant fields such as paediatrics to such an extent that they are now employing them directly, which has
had an impact on the availability of placements for the program. Despite this, it was largely viewed as an unexpected positive
outcome which has resulted in increased exposure for Prevocational Doctors to paediatrics and obstetric jobs, as well ED
positions in Armadale, Geraldton, Kalgoorlie and Kununurra hospitals.
Another advantage to the hospitals that was reported was the fact that the Prevocational Doctors brought a general practice
perspective into the hospital and they were able to question and challenge the treatments and decisions being made and that
there was a greater sense of connection in the care of patients. The following comments reflect this:
•

I brought a GP-flavoured approach which added value. I got feedback that I dealt with a simple problem quickly.
Staff in the ED indicated that they preferred GP trainees because they are efficient and focus on what can be
dealt with today and send back for follow-up.

•

Hospitals get a more rounded Prevocational Doctor.

•

We hope to have found that it increases our networking and liaison with actual general practices out there and
with the future GPs – they then know what we have to offer if they refer patients to us and they know who we are.
Personal relationships are developed.

Benefits for the Residents
Enhanced Learning Opportunities
The provision of enhanced learning opportunities for all participants, regardless of whether or not it occurred in a rural setting
was mentioned several times by respondents as reflected in the following sample of comments:
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•

The CRP was a direct response to what Prevocational Doctors were saying they wanted from their medical
training ie diversity of experiences, challenging work, professional support, continuity of care, flexibility to mix ‘n’
match types of experiences and choices of placements and lengths of placements.

•

Varied experiences – we understood Prevocational Doctors are different and some want procedural work such

as surgery and anaesthetics and we could see an opportunity to do this with specialties. Janice did quite a lot of
work to see if the time spent would count towards paediatrics and to ensure that the general practice experience
was not just sitting in a room but offered exciting procedural opportunities as well.
•

Exposure to different types of medicine and seeing people in less medically controlled environments.

•

The key benefit is to the prevocational medical officer - that they are able to access a diverse learning experience.

•

I was part way through my intern year and not enjoying being a prevocational doctor in the hospital system. I
knew I would go bananas if I had to stay in the hospital system, so I looked for strategic options. I picked up some
literature that I had gathered at the intern preparation seminar at the WAGPET booth.

•

It was such a surprise that I enjoyed city general practice as I hadn’t expected to. At the time it provided me with
a palliative care option that I would never have had otherwise.

•

The resident enjoyed her time and got a lot of extra skills that she wouldn’t have gotten in a standard position.

•

A menu of different experiences is very important.

•

I am supportive of Prevocational Doctors doing the community residency position because of the broader
experience they gain.

•

Prevocational can go anywhere and become anything and become a genuinely good medico which you lose
once you specialise.

•

General practice has got too small and community residency reproduces what general practice is really all about;
general practice plus other skills and ability with community and hospital links as an interface.

•

The Community Residency Program is the most popular, as they still maintain contact with the hospital as well
as having opportunities for procedural work. Areas such as obstetrics and paediatrics and hands-on surgery are
really hard to come by otherwise.

•

There is a lack of general surgical exposure all the way through training. It is possible to get through your
internship without any general surgery and this is a way of helping to make this more of an opportunity.

•

They were also exposed to a high level of surgery and whether they decide if they want to become surgeons is
still to be confirmed, but general practice surgeons are more likely.

•

Some of the Prevocational Doctors in tertiary hospitals doing a surgical rotation don’t get the opportunity to get
their hands dirty and actually do surgery. These positions challenge them more and they are working directly
with the consultant.

•

Not having to fight anyone to be involved, unlike in hospitals where everyone wants to deal with complex cases.
Here I don’t have to compete with anyone. I get the opportunity for learning relevant skills and building my
confidence as a doctor to be able to manage things on my own.

Growth in Confidence
Many of the doctors who had completed the CRP reported their significant growth in confidence as a result of their experience.
While still in a supported learning environment, they reported that the challenge of being in a general practice or community
placement meant that they had to make decisions and act more autonomously.
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Some of the comments related to this area included:
•

I just wanted to challenge myself and to put myself in a less comfortable position. In a lot of ward jobs, you are
not making a lot of clinical decisions and I thought it would be a good learning curve and build my confidence
and increase my learning.

•

To provide a bridge away from the highly supervised environment of the hospital.

•

A range of learning experiences compared to the Prevocational Doctors in hospital who basically just follow
instructions. In general practice the decision was mine and this was really challenging and I learnt so much more.

•

To allow a bit of autonomy and not just have people sitting in a room but starting to make decisions and a
commitment to their future career directions.

•

Increased confidence working on my own.

•

My growth in confidence as a doctor and knowing that it was okay not to know everything.

•

I wanted up-skilling as the move from medical school to intern role showed me that I had false confidence and it
was scary as I couldn’t do basic procedures and I wanted to learn how to do them.

•

Working autonomously as a GP was a bit scary at first, but exciting – wow! GPs have to know a lot about
everything!

There was also an indication that confidence and skill grew in the hospital part of the placement:
•

There is absolutely no other program that would offer you the breadth of experience and you don’t have to fight
anyone to be involved, unlike in tertiary hospitals where everyone wants to deal with the complex cases. Here I
don’t have to compete with anyone. It is a great opportunity to learn relevant skills and build your confidence as
a doctor in being able to manage things on your own.

•

Initially I deliberately chose community residency over PGPPP, as ED gave me the opportunities I wouldn’t have
gotten if I hadn’t been there. This included skills that I needed as a general practitioner. I’m not sure I would have
coped with full time general practice as it’s tough at that stage of your career. There was a degree of support in
ED that was balanced by the autonomy in general practice. This year I am finding it tougher in full time general
practice than I did last year.

Clarification of Career Goals and Choices
The opportunity to clarify career goals was another one of the intended outcomes when the program was established and the
feedback from residents clearly demonstrated that this had been achieved for them, as indicated by the following sample of
comments:
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•

From the candidate’s point of view they gained a lot more confidence and help with their career choice, which
was what the program was trying to achieve. This was a great benefit.

•

An opportunity to confirm the general practices option. If you don’t taste it, you can’t be certain.

•

I didn’t really have any specific objectives – just to immerse myself in general practice and see if I enjoyed it and
to engage with patients in a community setting rather than in hospital.

•

I was tossing up between general practice and obstetrics gynaecology. I got six months at GP and ED and six
months obstetrics and gynaecology at KEMH. This helped me to decide.

•

I hadn’t thought of GP as my number one choice, but thought I would give it a go for a trial period.

•

To give me a taste of general practice and to allow me to confirm my career choice.

•

I wanted to do general practice to see if I really liked it and later on, if I didn’t I could change my mind.

•

This program provided an opportunity for me to have a taste of general practice and confirm my career aspirations
and to up skill myself in the area of obstetrics.

For some residents, the appeal of the CRP related to the flexibility it provided compared to PGPPP when clarifying career
choices.
•

There were no other opportunities to be involved in general practice as a Prevocational Doctor other than
through the PGPPP. The PGPPP was rural and is therefore not as attractive as well as being pure general
practice. There were fewer places for the PGPPP in the outer metropolitan area.

•

The Community Residency Program of one term of 10 weeks, compared to 6 months with the PGPPP was much
more attractive as I didn’t want to commit six months to it in case I didn’t enjoy it.

•

This was a more attractive option in trying to recruit people into community practice and giving them a taste as
the PGPPP requires a full-time rotation, whereas the CRP was an opportunity to have an exposure to a blend of
hospital and community practice and to see the interface between the two.

For others, the appeal of the CRP lay in the fact that they could get a taste of general practice, without severing their ties with
the hospital.
•

Tasters and triers who want to convert were happy for part-time general practice and part-time hospital as
this offered security as well as the experience of paediatrics, obstetrics and gynaecology. A menu of different
experiences is very important.

•

An opportunity to try it out without cutting ties with the hospital and being able to make an informed choice
compared to previously when you had to apply to general practice and then cut ties with hospital.

•

To give people a taste of general practice when it was not possible any other way. At that time you couldn’t
sample general practice without committing to it.

•

Every other vocational specialty had a chance to try things without being obligated to continue; for example
anaesthetics. But the one you couldn’t try was general practice. The choice had to be general practice or stay in
the hospital system. This was a potential barrier to choosing general practice.

•

It was always about giving prevocational doctors a taste of general practice medicine and giving experiences to
counter the prevailing specialist model to get them to look at alternatives. Research shows the bulk of students
make decisions about where to end up in the first two or so years of working life and if it’s a good experience it
makes an impact.

•

Community medicine was a black hole and no one thought of it or funded it. Previously, after medical graduation,
they had two years with no contact with general practice and given that this is the time when they make decisions
as to their future, it was a critical opportunity. They were expected to choose a program with no information
provided. WAGPET made it real and closed off some ground for others.

•

They relished the opportunity to do half hospital as some felt that general practice was a poor cousin. In this
model they could do both and see where the career path would lead.
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•

Exposure to general practice in general practice / obstetrics in order to help them make a more informed decision
– like taking their car for a test drive.

•

I am all for supporting pathways into general practice and this program helps to demystify it and gives people
the opportunity to make an informed choice re: general practice. If someone decides “this isn’t the place for me”,
then that is a good outcome.

Lifestyle
Those who had participated in the CRP as Prevocational Doctors indicated that there were some lifestyle benefits that they
appreciated, such as the more family-friendly working hours, and the increased work/life balance. Two interviewees commented:
•

It was a delightful life that I had compared to my peers as interns in hospitals – my husband said I smiled again!

•

From the social and recreational point of view – I felt part of the community and this was critical in both the
hospital and in the community generally as well. I had a partner there as well and it was a great environment to
take a partner to, which also helped. They provided us with a great house.

This aspect did not figure very prominently in the responses and it appeared to be almost an unexpected bonus, rather than a
motivating factor.

Benefits for the Health System
Workforce
There is no doubt that the workforce imperative is significant for the health system in Western Australia. There has been
recognition by the Health Department of the need to provide training for doctors across primary and secondary care to best meet
the health needs of WA communities. One respondent indicated that the lack of numbers and service providers in primary care is
a critical issue. The most recent data still shows that WA has substantially fewer GPs than the rest of Australia. It is an ongoing
problem and especially difficult trying to get doctors into remote and very remote locations. It was also clear that doctors in outer
metropolitan areas are also the lowest compared to the national average.
Many respondents saw the CRP as being a program that could offer some key benefits in this area, and was part of the answer
in ensuring that the medical workforce has sufficient grounding. It was described by one interviewee as, “providing a lever to
ease the maldistribution of medicos in rural and outer metro areas.”
There was also some indication amongst some interviewees that there is a need to change the model of health education and
training, which still has a focus on training for specialties. As one interviewee described it,“ If we are going to change the model
we have to train them in what 80% of people will get which is community medicine by general practices. Most of us will be in
hospitals very few times in our lives. The rest of the time the general practice is where we will attend. That’s where we need to
train the medical workforce - in alternative situations instead of in hospitals and to provide them with alternative experiences.”
Increased Opportunities for Training
Anticipation of the need for quality, safe training placements, outside the tertiary hospital system, for the ‘tsunami’ of medical
graduates expected in 2010 and beyond has already been documented. One interviewee indicated, “In metropolitan Western
Australia there is a pool of residents needing positions and hospitals can’t fill them.”
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The interviewees strongly endorsed that the CRP was an excellent opportunity to provide these options. The specific comments
included:
•

Opportunities to spread the training beyond the primary and integrated with community service providers. Why
can’t it be half-time in hospital and half-time in drug and alcohol and aged care? They could both be very good
experiences. It could also work in public health where they can be clinicians.

•

Provides a training post for youngsters which are thin on the ground.

•

Increasing graduates from medical school is an issue and this program will help this in the future. In Adelaide at
the Health Workforce Australia Conference it was clear that this is the way to go.

•

It enabled more Prevocational Doctors to go to a limited number of general practices.

•

An opportunity with the increased number of medical students who needed good training positions. They would
potentially be soaked up by hospitals but not necessarily get good training in hospitals with clinical experience
in hospital as the numbers increase.

•

It has worked. It has been a good program in giving opportunities.

•

The reality is that there are more Prevocational Doctors graduating from universities and there is a need for
increased job opportunities. There is therefore pressure to develop jobs in the community arena that are clinically
useful and worthwhile, practical jobs.

•

The provision of more opportunities for training has been met to a high degree in that an adequate number of
training places have been developed across the state and the program is fully subscribed.

•

A further benefit to the tertiary hospital is that it opens up additional training posts for prevocational doctors,
which given the increasing number of medical students graduating in the coming year will be essential if these
hospitals are to attract prevocational medical officers to the hospitals.

•

It seemed to be well-supported by universities and others and looked like a model that could be transplanted along
with the necessary supports such as quality education and training, University support and buy-in, supportive
local medicos, and local community support.

•

In Western Australia we were beginning to have too many Prevocational Doctors and hospitals are creating
less appropriate posts. For example to provide leave or relief when they could be out doing more interesting,
autonomous jobs. There has been a subtle change this year – hospitals have more numbers than needed.

As outlined in Appendix Four, the number of placements has increased significantly since 2007, along with the number of
applicants, so this potential benefit has been realised to some degree. As there have been some limiting factors that have
impacted on greater expansion such as the uncertainty of ongoing funding, decisions by the Steering Committee not to expand
the numbers for 2009, and needing to ensure that quality placements were maintained through sometimes lengthy although
appropriate accreditation processes, it has meant that the numbers of places available is not sufficient for the current demand.
Promoting General Practice
Another key desired outcome from the program is the promotion of general practice as a career alternative and as will have been
evident from some of the Prevocational Doctors’ comments in the previous section, there have already been some demonstrated
outcomes in this regard.
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It was, unfortunately, not possible to get accurate numbers of those doctors who have completed the CRP and can be considered
complete conversions to general practice as the figures sometimes are clouded by the fact that there are some who apply for
both the PGPPP and the CRP at the same time. The other difficulty related to this is that the Post-Practice Evaluations are not
consistently completed by all those who have participated in the program and so it is sometimes difficult to gauge whether or not
the experience has been instrumental in attracting them to general practice.
Some indications that it is having a positive impact are the increasing numbers of applicants for the program. This year, the
program was over-subscribed. Whether this is a natural flow-on effect of increased numbers and the lack of positions for
Prevocational Doctors, the positive impact of coordinated “one stop shop” marketing by representatives from the GP Stakeholder
Group at the universities and hospitals, the significant promotion carried out by WAGPET or the word of mouth marketing that is
happening across medical students, interns and Prevocational Doctors, is difficult to fully ascertain.
The interviewees indicated some of these issues in their comments:
•

I am not sure about post-completion as to what percentage went on to become general practitioners or went into
specialty fields where the community residency was placed. It would be very interesting to know.

•

Things have changed a lot since we started. For example WAGPET couldn’t initially attract numbers but this
year has turned people away – is it the chicken or the egg? Times have changed and we need to keep moving
with them.

Those Prevocational Doctors who had changed their minds about general practice provided some insights into how effective the
CRP was at promoting it, as reflected in the following comments:
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•

I previously had a negative view of general practice in the city being boring and it changed that. I had a really
good mix of patients both young and old with varied presentations. It was a bulk billing practice that was open
seven days a week, 12 hours a day.

•

This variety helps you get more interest especially as an attraction to general practice.

•

I thought working at a general practice would be boring and this is the biggest misconception about general
practice. I thought after a few years I’d be bored and shut in a room without seeing any colleagues. This can
happen, but it depends on how you choose to practice.

•

I wanted to try out general practice and that part of the professional experience was really good. As a consequence
I have joined the PGPPP Program and it has increased my interest in general practice.

•

At the beginning of the community residency term, my supervisor said so you are going to be a GP and I said no
but the more I did it I saw it is a really good career fit for me.

•

WAGPET use me as their pinup girl and to talk to other Prevocational Doctors and medical students to promote
the Program.

•

Growth in appreciation of GPs being real general specialists – it’s a demanding task.

•

The quality and range of experience in the GP practice was great, but the rotation in the hospital was the same
stuff as before. I liked knowing my patients and they still come back to me and I know the family context. You see
the end of the story. At KEMH I saw the birth of a baby, but not the mother struggling with no sleep etc after the
birth. You get to help people stay well, instead of getting to fix them when they are sick.

•

It was definitely a worthwhile and useful experience. General practice is a lot harder than you think. There are
lots of things that I hadn’t come across before.

Promotion of Continuity of Care and the Role of Primary Care (Bridging the Gap)
This was an area that was highlighted by many of the interviewees with some indicating that this is possibly the most significant
benefit to be gained through the Community Residency Program.
Some sample comments that indicate the relevant importance of this aspect of the program include:
•

I saw the great need to have new doctors with an opportunity to experience both hospitals and the outside,
instead of them and us; a model of “we”.

•

Another value add was that the Prevocational Doctor could work in a community setting and see both sides
of the fence. This was a defining aspect of the community residency compared to PGPPP. There was new
communication that worked right in the middle and enabled doctors to see both sides of the debate.

•

It was a different model that didn’t require a doctor having to commit to general practice. I’ve had lots of
Prevocational Doctors who haven’t gone on to general practice but have gained a richer, deeper understanding
of general practice related to the continuity of care and teamwork.

•

It was an innovation to blend experience in the community with experience in the hospital and produced a
synergy of the two environments where people were experiencing a blend of these at the same time.

•

Prevocational Doctors who undertook placements through this program reported that they appreciated the
opportunity to be working in both hospitals and GP at the same time as there were many areas of medical
practice that they learnt in one area which they could then apply in the other. This made for a more complete
medical training experience.

•

There is a segue into “generalism” generally and general agreement that you need to engage medicos about
primary care early on. This program mirrors the PGPPP and First Wave Scholarships are very relevant to this.
This is “second wave” because it is more senior Prevocational Doctors that are involved.

•

Generalism is very much on the medical agenda as a consequence of the Medical Training Review Panel’s
recommendations. This suggests that the skill sets to do 95% of the work or 5% of the work needs to be
considered.

•

I am very much in favour of building up a generalist approach to improve the primary care providers, with all
working as a team, to create great district hospitals. The more good generalists we have, the better the care and
less people coming to the city for treatment.

•

An opportunity for the general practice community services to be better integrated with hospital services. This
results in a lot more prevocational staff being aware of how it integrates and connects. An increased pool of
experienced prevocational staff in a hospital responsible for liaising with general practitioners, physiotherapists
and after-care leads to an increased overall integration even if the funding pillars are separate.

•

Breaking down the consultant and general practice barriers and establishing that there is no hierarchy. If you
have a direct problem and it’s surgical, if you have worked with the specialist then you can work with them
one-on-one compared to when in teaching hospitals we speak to the registrar; not the consultant.

•

You get to see the problems caused by frivolous referrals, just sending them into the hospital and you see how
into relates – I can order this test but should I?

•

The value of understanding medicine from a community and non-hospital perspective – but this is not uniquely
delivered by the Community Residency Program. We value this and regularly guide people to encourage them
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to get this experience because most medicine is practised in the community by either working there themselves
or with people working in the community and without it they are not getting a complete medical experience.
•

General practice has got too small and community residency reproduces what general practice is really all about;
general practice plus other skills and ability with community and hospital links as an interface.

•

The aim is to increase educational opportunities for doctors in training and to be expansionary which produces
opportunities for differing views and knowledge of the settings from the onset about primary health care and the
hospital to build better doctoring as the end result.

•

Ability to see someone in general practice and assess and refer them and follow them through into the specialist
setting. Prevocational Doctors get to see the laparoscopy and to look after them into the general practice settings.
This provides a great opportunity for continuity of care and exposure to acute and general patients as well e.g.
appendix etc. These opportunities don’t exist in training hospitals at the moment. Registrars are fighting over
who gets access.

Program Strengths
There was very strong support for the continuation of the program from the benefits gained to key stakeholders as outlined in
the previous section. Typical comments that were reflective of this were:
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•

The Community Residency Program is filling a niche that nothing else does. It has no competition as an idea.

•

The innovative nature of the Community Residency Program offers an alternative way of undertaking training and
it adds to Prevocational Doctors’ options.

•

One of the keys is that it must be a positive experience and anecdotally, WAGPET is making this happen, as
evidenced by the increasing numbers.

•

The level of endorsement has been fantastic. Working locally in a community setting has received 95% approval
rating and letters of endorsement.

•

Most people you speak to really get a lot out of it. I haven’t heard anything negative from anyone who’s been
involved.

•

It is really important that it works long-term and we are committed to it.

•

It should continue as there are enough positive outcomes. It is a good program.

•

The program should be bigger than it is.

•

The reform agenda is timely and this program is a perfect stepping stone.

•

The model is timely for the Rural Generalist Pathway that involves 12 weeks in hospital and half-time with
general practitioners in the town.

•

It should continue as there are enough positive outcomes and it is a good program.

•

I’m glad it’s going all right. It’s a good model. With the influx of new doctors coming out it should be really picked
up on and extended further.

•

It is a wonderful opportunity for the Department of Health for rural and metro interns, PGY1 and PGY2.

The specific strengths of the Program that were identified during the consultation were:
•

The Program Structure

•

Flexibility and Choice

•

Opportunity for Rural Exposure

•

Supportive and Available Supervisors

•

Supportive Practices

•

Funding / budget

•

Marketing and Champions

•

Program Administration and Coordination

•

Collaboration

•

Focus on Education and Training

•

Integration with PGPPP.

The Program Structure
The blend of community medicine and hospital placements and the ongoing contact with the hospital was very well-supported
and seen as a critical component that makes the program unique and a valuable experience for the Prevocational Doctor. Giving
Prevocational Doctors the exposure to both in a protected environment with high quality supervision and where the experiences
in both settings provide an opportunity to do real work that matters was commented upon by several respondents as a strength
of the program.
There was also strong support for continuing with a two days / three days split wherever possible, as this was found to be a key
principle. For those doctors who were not sure of their ultimate career choice, it acted as safety net where they could not lose
contact with the hospital but also learn skills relevant to general practice.
Tying it into the hospital terms was also supported by interviewees, even though there were some initial issues as mentioned
previously and some questioned the length of the placement as being too short. The attraction to residents was highlighted. As
one interviewee commented, “It needs to be run in the hospital terms as it is now, to make it attractive to residents. They don’t
want to stuff up their normal job just to get this experience.”

Opportunity for Rural Exposure
Another of the reported strengths of the program was the opportunity for rural placements. One of the main reasons suggested
for this was the increased learning opportunities gained through working more closely with senior staff and colleagues than
would normally be available in a tertiary hospital for PGY2 doctors.
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The residents reported that they had enjoyed the opportunity to experience the rural context, as many of them felt that they
received a broader experience in that setting. Some of the typical comments made were:
•

Being in a small town, I get to do what rural general practitioners do - some emergency department and some
GP clinic and some remote. I have time with visiting specialists and am exposed to a whole range of experiences
that I couldn’t have experienced in one term as a hospital placement in a metro area.

•

I see the whole range from colds to trauma and in the metro area I would need to refer on. In the country I can’t
do it so I get to deal with a lot of stuff.

Some interviewees suggested that the rural experience was not only a way of attracting more practitioners into the workforce
in the longer term, but also to give those who don’t choose general practice as a career option, greater understanding re:
general practice in regional and rural areas so that when they have country patients coming to hospital they have increased
understanding and when they get calls from regional GPs they better understand the context.
Another resident indicated new insights as a result of her rural experience:
•

This highlighted to me all the different diplomas that general practitioners can do such as anaesthetics etc. A
lot of Prevocational Doctors don’t know about this in the city. In the country the options are there for up skilling
general practitioners in certain procedures. We have highly skilled general practitioners in rural areas. I’ve got
a friend who’s just been accepted into the PGPPP training program in Victoria and he won’t know what he is
stepping into. After having completed this program, I know exactly what it’s all about. It is a huge shame that
other states don’t have this. I will go back a better doctor, especially because of the country location. Limited
resources make me think of different options.

The value of rural placements in giving a broader perspective was also indicated by stakeholders other than residents as
demonstrated in the sample of comments made:
•

This program provided opportunities for doctors to learn procedural skills as part of the regionally-based program
for the ACCRM Fellowship.

•

From a country perspective, the tie-in with other services such as ambulances etc and all other things that make
up patient care as a GP is made clearer.

•

It gives a more rounded out vocational training stream for people interested in training in the country. For many
years there was only a GP registrar, now there is surgical and obstetrics etc.

•

Training was previously somewhat city-centric and one of my roles was to establish training posts in major towns
where there were existing Rural Clinical Schools in order to provide opportunities for training in surgery and
putting in trainees across the ranks in the hope they would stay in the country and to have a group of trainees
together regardless of whether a general practice or a surgical placement.

Other positives about having the rural option included:
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•

From a country perspective, the tie in with other services such as ambulances and all the things that make up
patient care as a general practitioner became more real and understood.

•

It gives a more rounded out vocational training stream for people interested in training in the country. For many
years there was only a GP registrar, now this provides surgical and obstetrics etc.

•

ED rotations for country placements isn’t a bad idea to give people a concept of what it’s like in a country ED

so that they understand when they’re back in Perth that they don’t always have the same equipment etc. This
would increase empathy for their circumstances and explain why they haven’t done things that may be expected.
I’ve worked at a country emergency on-call and general practice and my appreciation grew about when I send a
patient to hospital and the implications if I haven’t done it correctly such as paperwork etc. This directly impacts
on you as the Prevocational Doctor - they will call you so take the time to communicate properly.
•

Particularly for rural placements, an extended placement in one rural town provides an opportunity to become
familiar with local medical practices and referral patterns, the local medical personnel, including doctors, nurses
and allied health staff and to gain confidence in undertaking medical care of patients in a range of settings in that
community. That said – those benefits would occur equally in a metropolitan setting if a prevocational doctor has
the opportunity to work across the community and hospital settings.

Despite the positive feedback from several of the respondents regarding the rural aspect of the program, it is important to note
that this was not true for all and that for some participants in the program, an attraction was that they were not required to have
a rural placement. The notion of flexibility and choice is one that would appear to be worth maintaining so as not to discourage
Prevocational Doctors from applying for the CRP and missing out on the other key benefits of their involvement.

Flexibility and Choice
The residents were very clear about their preference for the flexibility and choice that the program offered. This was also
consistent with the feedback received from the survey information where doctors indicated a strong preference for flexible
working hours and diversity.
Comments that reflected this as being an important aspect included:
•

Choice is critical.

•

Free will is a critical aspect of the program.

•

Flexibility is a critical factor. If opportunities are available in other areas you should be able to spread into other
areas e.g. obstetrics to do the antenatal clinics – on call with emergency with someone supervising. There is
absolutely no other program that would offer you the breadth of experience.

•

Flexibility between the general practice and the hospital, which allowed me to choose days and change if I
needed to. This was negotiated before starting the term and there were no fights or battles.

•

Most used to go rural because it provides flexibility. For example in the rostering and not being a number, but part
of the community. Not being used to fill a roster or a shift. At times when there were no peak paediatric cases
on the ward I just told my supervisors and I went to the general practice. All told me to take time off and come
back and do an evening shift in replacement. This flexibility was very useful. I felt an integral part of the team
working for the best outcome for patients.

•

The flexibility is really important, especially if you are not sure of your preferences.

•

Flexible supervisors are critical.

•

The program’s model is developed directly in response to what Prevocational Doctors said would make an
attractive training program work for them.

•

WAGPET got the ball rolling for me to do a second term even though the hospital was not so accommodating. I
didn’t want to commit to two terms and what attracted me about my placement was they said it could be one to
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two. This appealed as I didn’t want to be locked in. I understand this has funding implications though.
•

Flexibility and the option of one or two terms is attractive.

Supportive and Available Supervisors
There was consistent acknowledgement from all parties that quality supervision was a key factor underpinning the success
and effectiveness of the program. This quality supervision at both sites was identified as a major strength of the WAGPET
Community Residency program.
The careful selection and accreditation processes to ensure a quality learning experience and the opportunity for supervisor
training all assisted in making this one of the strengths of the program. It was recognised that the supervisors needed to be quite
highly motivated, who at the very least have had some experience in supervising registrars. They needed to understand what
the program is about and be committed to training the Prevocational Doctor. The quality of supervision, the provision of good
teaching and a good experience, were identified as critical, “otherwise you destroy the idea of community medicine. You have
to pick winners.” It was identified as critical that the Prevocational Doctors are well supported and at accredited placements as
they transition from a metropolitan hospital context with a team of doctors to one-on-one in the general practice context.
Comments that reflected the quality of supervision that Prevocational Doctors experienced included:
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•

A strength was always having assistance and advice available and being able to ask for help compared to my
intern year at the hospital.

•

I had amazing support from my GP supervisor and the hospital midwives.

•

I got along very well with all of the doctors and surgeons and learned a lot from them.

•

Treated as a team member and equal to other GP’s in the practice – no distinction.

•

Good amount of structured teaching sessions (have had almost none during my rotations at the hospital).

•

The supervisors in the community placements were really motivated and committed and they have made it work.

•

The supervision was fantastic.

•

One or both of my supervisors was always there and they made themselves incredibly available and they were
in my room within minutes after a phone call.

•

It was a very responsive approach where the supervisors were supportive and protective of my time. You need a
couple of supervisors at a general practice to ensure that someone is always there.

•

We are still Prevocational Doctors so we need people who are happy and willing to be supervisors and to be
available to us. At first I was quite anxious about the level of responsibility but this is now not an issue.

•

A trusting relationship being built between myself and my supervisors, which gave them a chance to get a good
understanding of my abilities and for me to get used to it. 90% of my training had been hospital-based and you
see very different conditions in a community setting. This was quite a risk for them and they needed to identify
potential medico-legal issues and the risk to their business.

•

My supervisors took me out to lunch every Friday to have chats about different things and they built an equal
footing to the relationship. They were very accommodating.

•

My GP supervisor and the practice manager and nurse provided a very supportive environment, as did my
supervisors at the hospital.

•

Supervision is something that you can’t stipulate as it depends on who you get to work with. If you could
mandate this, this should be a higher priority based on my experience. The registrar job was provided with
superb supervision and my clinical skills went through the roof, rather than writing up x-ray request forms that I
would have been doing on the ward. It provided great patient continuity.

•

My hospital supervisor was an excellent supervisor, although I felt I challenged him. The education was well
organised and always followed through on as a top priority.

•

From the general practice point of view - I loved being part of the practice and the community. It was a very
supportive environment and provided me with a broad range of demographics. I was supervised, but I was still
consulting. I had far more efficient and effective learning time, than I would have had in a city hospital.

•

GP supervisors who are committed and take an active interest in the program and in the resident are critical.
This is not such an issue in the hospital setting because it is bigger and there are more interactions and if you
have a bad supervisor this can be diluted. But in the general practice you only have the supervisors who were
there in the room next door.

•

This was an excellent practice which significantly impacted on my experience.

•

Without a doubt my expectations were met and this was due to my GP preceptors. I’m convinced it was a
positive experience because I had great mentors and supervisors, who took an active interest in the program
and me. Without that it wouldn’t have been the same experience. In the hospital setting it is bigger and has more
possibilities for interactions, and if you have bad supervisors their effects can be diluted, but in general practice
it is only the supervisors, who were there in the room next door and they made a difference.

•

My supervisor was brilliant, a very motivated educator. He was very approachable and easy-going.

Supportive Practices
The supportiveness of the rest of the General Practice was another strength of the program that was identified by interviewees.
Once again, this validates the importance of quality assurance and accreditation and working with those practices that have
a commitment to training and education. This supportiveness usually translated to not overloading the Prevocational Doctor,
ensuring that all staff were aware of their needs, welcoming them and ensuring that they had all the resources they required to
undertake the work.
WAGPET realised that the key factor for success is “getting key practices where it will work well and getting the program stable
and locked down.”
Some illustrative comments included:
•

The practice should really welcome the prevocational doctor as a valued member of the team; otherwise they
are not likely to enjoy it.

•

The general practice I was in was very lenient. I took one patient every half-hour at first and was not given a
regular schedule as for other doctors with big chunks blocked out and emergencies were not thrown my way
initially.

•

Sufficient time – I was initially given less patients and there was adequate time for supervision.
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•

I had sufficient exposure to GP – usually 2 patients per hour, which was enough, as this was my first RMO term
and my first GP experience.

•

Initially having fewer patients with time to be supervised adequately.

•

Some depth at the practice – that is not just the one who drives it but all in the practice being committed.

•

People have to feel valued when they go to the practice. This depends upon the practice principal and the
practice manager.

•

Our practice is a large practice and this is what we do as we are a training practice. The practice is happy to teach
and this extends to registrars and administrative people.

•

I had no qualms asking for advice from anybody. There was a very good dynamic in the practice with an excellent
multi-disciplinary team and very friendly staff. A lot of people helped out with case discussions and there was
always someone to ask.

•

Excellent relationships and support from medical and administrative staff.

•

A communal dining area so that staff could lunch together and weekly sessions for learning.

•

A tour of the practice with a fully equipped room to myself and I didn’t feel like I was in a makeshift room.

•

Access to resources – supervisor, electronic databases etc.

•

Being welcomed before I arrived. I met with my supervisor beforehand to talk about expectations and the days
of work etc. I was also welcomed by all of the staff, including other doctors and administrative staff.

•

It was a very supportive practice.

•

Excellent relationships and support from medical and administrative staff on site. I got along very well with all
of the doctors and surgeons and learned a lot from them. Also, the administrative staff at the hospital and at the
practice were wonderful in making sure things ran smoothly for me.

•

I had my own room, which was the registrar’s room. They were a very supportive staff, including the practice
manager and the nurses.

Funding
One of the identified strengths of the program was also one of its most troublesome - the issue of funding. Having a realistic
and sufficient budget for the program, especially in its Pilot Phase, was seen as a strength, even though some viewed it as
extravagant due to the small numbers involved. It was recognised by some interviewees that this was what was required to
make it work.
As one interviewee commented, “It is not the same as trying to deliver supervision in a hospital setting. There is, therefore, a
cost differential. This needs to be recognised that there is a different cost structure and it needs to be funded appropriately.
You cannot do this on the smell of an oily rag”.
The agreement on the salary arrangements and the legal aspects and responsibilities was also considered to be a strength by
one of the interviewees.
Additional payments to practices involved for their tutoring and supervision were seen as critical as this in some way acknowledges
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their contribution and was an initial enabler as were the changes to Medicare benefits. It showed some respect and recognition
and was part of a “magic silver bullet” to engage private practices.

Marketing and Champions
Several of the respondents identified the value of marketing and having champions to drive a program and how well this
was done by WAGPET and others to launch and then maintain the program’s impetus. Dr Janice Bell was identified by one
interviewee as being “a major force in negotiating with the state and putting the case to the Commonwealth”.
The strengths of the marketing done by WAGPET are recognised in the following comments:
•

WAGPET marketing is good. Having someone like Maryanne Coombs with her interpersonal skills, her level of
professionalism, her administrative link, and her ability to see the big picture and the operational aspects at the
same time, is a strength.

•

Janice was a champion and she really fought for the funding. The champion has to be a clinician. She established
relationships with PMCWA.

•

I personally don’t have problems with WAGPET coordinating it as it needs to have passionate committed people
involved. We need drivers to make this happen.

•

Although marketing was a little difficult initially, WAGPET have done a great job at this. They have had a lot of
applications for 2011 and this indicates that prevocational doctors are keen to participate, even though they
sometimes try to play off WAGPET and SPARHC against each other for the PGPPP.

•

WAGPET was a key driver of this program and has been really instrumental in making it happen.

•

It is critical to have someone in the program who is prepared to keep going despite opposition to new ideas.
Dr Janice Bell has a very thorough and deep understanding of the interactions and relationships and the links
between the players and the associated tensions. If it was going to be replicated, then it would need to have a
true leader like her in the development and implementation of the program.

Program Administration and Coordination
The program administration provided by WAGPET was viewed very favourably by respondents, particularly by the residents who
had been involved in the program. During the first year of the Pilot Phase, there were some issues identified, but most of these
were addressed relatively quickly. As discussed in the issues section of this report, there is still some concern amongst some
parties as to the strategies for dealing with governance issues; however the following aspects were identified as being strengths
of the way in which WAGPET administers the program. Typical comments to reflect these attitudes were:
•

It was great. There were no concerns!

•

There were no concerns with the program.

•

No issues or concerns. WAGPET is a good team and Colleen Bradford is particularly helpful.

•

It was great and there were no initial difficulties. WAGPET made it so easy and the hospital administrator was
also very well-organised. They are a really nice group of people.

•

The WAGPET administration is pretty good on a range of programs.
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•

I always knew what was expected of me and I was told everything by WAGPET. They communicated so well and
even sent emails to see how I was going. I am so impressed by WAGPET compared to the administration at the
tertiary hospital where you never know what’s going on.

•

I have been really impressed with the way it is run. It is a wonderful project and hopefully it will continue.

•

I think they’ve got it working fairly well. If there have been any problems related to logistics WAGPET have done
well to keep me out of it. I don’t have to deal with any of it.

Setting-Up of Placements
Generally, there was acknowledgement that the work carried out by WAGPET in recruiting suitable practices and placements
was done very well. An intensive community consultation process was used to ask the regions what their needs were and
the capacity they had to provide quality, safe training opportunities in order to develop training posts. This approach was
underpinned by a strong commitment expressed by WAGPET staff that community consultation at the local level was critical to
the success of the Program. Prevocational Doctors not having to negotiate the placement for themselves is what was seen as
making it a unique program.
The feedback suggested that WAGPET’s efforts in this regard were worthwhile, as demonstrated by this comment: “Setting up
took resources and people would have imagined it is resource intensive, but the rewards are substantial, especially in the rural
areas as well as outer metropolitan. The setting up of posts was done very well.”
Selection Process
In order to get the best match between residents and placements, the recruitment and selection process involves applicants
attending an interview of approximately 30 minutes. This has a focus on the applicant’s ability to reflect on feedback that they
have received, their range of experiences and their preferences for placements. Information is also provided about how the
program works. It was described as critical as it “helps us to separate the gems from the gravel. There are some people that
really deserve to get their first preference. If we operate on first-in, best-dressed then we will be sending some unsuitable people
and hospitals and general practices won’t want to be involved in the future.”
There was general acknowledgement from other stakeholders that the selection process was a strength of the process and the
screening out of unsuitable applicants was important.
This approach taken by WAGPET was described as unique compared to other RTPs where the hospitals just manage the
placement at general practices.
Ongoing Support
Providing them with a GP mentor who provided an ECT visit was part of the Pilot Phase, but the Department of Health stopped
funding for this and it has now been dropped from the program but WAGPET has endeavoured to keep these visits going as it
takes some pressure off the supervisor.
The importance of ongoing support was identified by one of the interviewees who participated in the early stages of the program.
•
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The GP training provider needs to maintain an intimate relationship with anyone doing the program. This involves
close contact in order to troubleshoot any issues and influence people into primary care. If the Community
Residency Program is a positive experience for others it will influence people who hear this. It is a crucial time
in most prevocational doctors’ development and the providers need to troubleshoot any troubles very quickly.
WAGPET was the pick of the crop, as I have experience working with two other regional training providers in

Australia. They are much more proactive and genuinely interested in positive experiences for all involved.
Other responses that indicated they had received the support they needed included:
•

I find WAGPET fantastic. They are a really nice group of people.

•

If I had a drama I just got in touch with WAGPET and they sorted it out. I had no issues with the program and I
have already recommended it to others.

•

WAGPET is very organised, corresponds well and is always responsive.

One of the participating practices also indicated that they had received support from WAGPET as indicated in this comment:
“WAGPET did a fantastic job to shape and develop processes to deal with any issues – our practice was well looked after.”

Collaboration
There was some acknowledgement that there had been some successful collaboration that had strengthened the program, even
though the lack of this was identified by many as an initial and ongoing issue. The successful collaboration involved regional
GPs and hospital doctors talking to each other to develop the program in their areas, as well as having state and national health
representatives cooperating with each other to share financial support.
One interviewee commented, “I felt that there was good collaboration between the Department of Health and WAGPET and it
was an appropriate mix, with the commitment from the state government to fund and support the training. There was a need for
integration and to “be on track with each other.” There didn’t seem to be any other motives other than bridging the gap between
hospital and community medicine.”
Another interviewee suggested, “There is now a better recognition of needing to set it up as a partnership and collaboration.
Initially, people went off and did their own thing and this had repercussions. There were some potentially awful situations where
people had to go in and mop up the mess.”
Cooperation with other key stakeholders has improved according to one interviewee in that, “Primary Allocation Centres have
supported the program and have helped to make it work. They are much less protective of their own training program than they
were in the past, but there is a potential issue if there is a crisis in hospital as they tend to solve this by withdrawing Prevocational
Doctors from community medicine.”

Focus on Education and Training
The major focus of the CRP being an educational program, with an emphasis on what provides the best opportunities for
involvement in different areas such as AMS, mental health, prison health etc was highlighted as a strength. It was seen as
important to get some experience in these areas, regardless of whether or not the Prevocational Doctors end up as GPs.
Interviewees suggested that the focus needs to be on growth in capacity and increased opportunities for people, not on filling a
number of positions that need to be filled for the next year.
The current high quality of the placement and the experience was seen as a strength that needed to be maintained.

Integration with PGPPP
It was identified by some interviewees that the integration with PGPPP had been a strength, despite that fact that this had
caused some initial confusion in the Pilot Phase. The seamlessness and the links that can be made for participants with others,
as well as the flexibilities were seen to strengthen the program. As one interviewee commented, “The program integrates nicely
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with something that already existed (PGPPP) – it is built into, not bolted onto, PGPPP.”

Program Issues and Challenges
This section explores specific aspects of the program that interviewees felt should be enhanced in some way. A summary of the
related issues is provided, followed by some recommendations based on suggestions from interviewees on what could be done
to improve the situations described.

Length of Rotations
There was fairly strong endorsement of the need to consider longer terms for the CRP. The primary reasons quoted by
respondents related to the difficulty of getting maximum value out of a ten week rotation, especially in the rural context. There
was a concern that orientation to the practice and the work is only just completed, when the rotation comes to a close for the
resident. This is quite a large investment of time by the practice and the hospital and does not necessarily result in an adequate
return for the effort. One interviewee suggested that, “by the time ten weeks are up, they are only starting to find their feet and
getting used to the system and more common presentations.”
It was felt that the ten week rotation could mean that people will often struggle to get sufficient experience in either the hospital
or the general practice.
One interviewee indicated that the CRP had always been intended to be a longer rotation, where the resident would stay in the
region and really get to know the hospital and community medicine link. This model was not supported by DITWA as it did not
provide sufficient flexibility and so it was linked to the hospital terms.
Lessons learnt:
•

Consideration should be given to extending the length of the rotations to twenty weeks and researching the
viewpoints on this plan from all key stakeholders.

•

Consideration should be given to have two residents who rotate through a twenty week rotation, but with a
staggered start and finish so that the second person starts after the first person has completed ten weeks. This
would have the potential additional value of providing ongoing support for each other during the shared time.

Target Group
There were a few interviewees who questioned the starting level of PGY2 as being a little too early. There was a suggestion
that Prevocational Doctors should have extra time in the hospital as the experience was found to be quite confronting at times.
Lessons learnt:
•

Consideration of the relative maturity and readiness level of applicants to be built into the interview process, if it
is not already part of the process.

Size of Practice
There was quite strong support for using larger practices, or at least those with more than one practitioner, as there is the
opportunity for sharing the supervision and providing a greater range of models from whom to learn. Some interviewees found
that the single proprietor practice was often a little lacking in access to supervision and could be more fraught with personality
clashes than a larger practice.
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Lessons learnt:
•

This should be considered wherever practical.

Accreditation
Some issues related to the accreditation process included not having a single process for registrars and residents. The issue of
not having the accreditation process concluded meant that some residents were waiting for confirmation for quite a lengthy time.
There was some frustration expressed at the level of bureaucracy required. One resident indicated that although the practice
she attended was accredited there were still some concerns with the practice that were known to WAGPET from previous
experience.
Lessons learnt:
•

WAGPET could consider ways of supporting practices through the accreditation process, such as assisting them
to get the relevant paperwork ready for accreditation.

•

If they don’t already do so, WAGPET should consider keeping a database of issues and complaints re: specific
placements and avoid sending a resident to the practice, even if they have accredited status.

Ongoing Support / Governance and Dealing with Issues
There were several concerns expressed by individuals as to the lack of transparency of WAGPET’s processes for governance
and dealing with issues as they arose during rotations. Some of these individuals were supervisors who expressed concern as
to not knowing to whom they should go if issues arose with a resident. One resident indicated that she did not feel that she was
given the support she felt she needed by her mentor over issues at the practice.
Concerns were raised by an individual indirectly involved in the program as to WAGPET’s seeming reluctance to take
responsibility for sorting out issues during a rotation and a lack of close scrutiny of practices to check that things are going as
well as they might. The complaint was that WAGPET seemed to take a “hands-off” approach and didn’t visit the practices often
enough, but relied on phone calls and emails.
A lack of coordination by WAGPET between the two placements was also an issue raised by the same individual, with a lack of
responsibility for sorting out any issues.
These concerns were mostly inconsistent with the feedback received from both supervisors and residents as indicated in other
sections of this report, but the issues raised need to be considered as they could be having a significant negative impact and
there is always a need to reflect on opportunities for continuous improvement.
Lessons learnt:
•

Consideration should be given to additional strategies to ensure that practices and residents are made aware of
the existing processes for dealing with issues.

•

Consideration should be given to exploring ways of increasing the ongoing support to practices and residents,
based on the feedback received.

•

Consideration should be given to making greater connections between WAGPET and Directors of Postgraduate
Medical Education to explore ways of improving the support to those involved in the CRP with particular emphasis
on coordination between the two sites.
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Communication Issues Related to Logistics
Communication has been identified as an issue for some, particularly in relation to WAGPET’s links with practices and hospitals
regarding placements. This seems to be at odds with the other comments earlier about the effective way in which WAGPET
organises the setting up of placements, and was not reflected in the comments received by the Prevocational Doctors who had
participated in the program. However, there seem to be some issues related to short notification of when placements are starting
or logistical issues when situations change. The lack of follow through at times was also highlighted as a concern as there is
a perception for some that there is not a responsive approach taken in the provision of information. Given that the program
is dependent upon the continued involvement of motivated and committed supervisors and coordinators, this is an area that
requires some attention.
One of the supervisors indicated that he would appreciate feedback on the resident’s evaluation of their experience in the
placement and that he has assumed that “no news is good news” but he would be interested in knowing how the resident felt
about how things had gone and if there had been any issues and currently this does not occur.
Other organisations have also found it difficult at times to get specific information from WAGPET regarding details as to residents
and the placements and have indicated that at times they find themselves in the situation of having to get information from
WAGPET to feed back to the hospitals, which they do not believe is their role. This was described as happening at least 50% of
the time and was described as not being their usual experience of the people at WAGPET as being very professional.
Lessons learnt:
•

Consideration needs to be given on how to improve the communication between hospital and community
residency placements. This could involve greater use of the regional coordination structures already in place in
the rural areas.

•

Consideration needs to be given to provide some feedback to supervisors re: how the community residents have
found the rotation, as well as on program outcomes.

•

Consideration needs to be given to strengthening processes for informing other key stakeholders of program
logistics, using a more systematic approach to ensure there are not important gaps for those who require it.

Comments that reflect the above learning included:
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•

The programs should move seamlessly to support a prevocational medical officer’s transition between
community residency and hospital rotations so that the Prevocational Doctor is not caught in the middle of pay
issues, relocation and housing issues etc. The only way to achieve this is to ensure that all parties are clear
about the posts that are being offered, the Prevocational Doctors that are accepted into these posts, the timing
of the placements and the reporting requirements for supervisors so that any issues that may arise for the
Prevocational Doctor are identified early, documented and addressed. With a number of coordinating bodies,
both in the management of the program and in the supervision of the Prevocational Doctor there is a risk that
issues may be missed or not addressed if it is thought that another party will assume responsibility.

•

Communication and information sharing across each of the groups involved in the program is the main stumbling
block for such a program. Communication among supervising doctors is essential but it is critical that there is
good communication and information sharing among the program managers for both the CRP and at the tertiary
hospitals when placements are being organised.

•

Personal communication and feedback on the candidates and the program should be directed to the supervisor.

•

Some infrastructure behind it, including for example a Director of Clinical Training or a WAGPET person in the

region whose job it is to coordinate things within the region. This should be someone behind the coalface to
deal with issues of accountability and to monitor what’s happening and it needs to be someone who is actually
physically in the region. The current Regional Training Advisor (RTA) who looks after the GP side of things may
not provide sufficient links between the practice and the hospital and Prevocational Doctors don’t always know
who to go to and can be confused by getting different messages from the Director of Clinical Training (at the
hospital) and the RTA. They need to have someone who is in a coaching or mentoring role who acts as a liaison
between both. The management of the program needs to shift more from the centre at WAGPET to the regional
approach.
•

Better processes for communication and follow-through.

•

Operational logistics could be improved by getting all the operational stakeholders (the general practice, the
emergency department, the program manager from WAGPET and the hospitals) in the same room initially in a
face-to-face meeting to discuss processes and strategies on such things as how to resolve problems, problem
resolution pathways etc. It is not enough to have a phone call or for it to be adhoc.

•

The placement needs to have the support of the Director of Postgraduate Medical Education at their employing
tertiary hospital so that there is good communication between the supervisors in the community residency
placement with that PGME team in the tertiary hospital.

•

For WAGPET to organise twice yearly get-together sessions for informal sharing so that we can find out what’s
happened to residents etc.

Rural Considerations
The major issue in this area related to ensuring the provision of good quality accommodation and attracting people to undertake
placements in rural areas. The comparison with the provision for students at the Rural Clinical School which was considered to
be at a high level means that there are certain expectations as to required standards. This has the potential to impact on country
placements. This is proving to be particularly difficult in areas such as Karratha where accommodation is in short supply and
therefore very expensive. There was a sense expressed by one interviewee that the CRP has a strong metropolitan influence
because of its link to the tertiary hospitals. The issue related to resources regarding country placements was reported by some
as being ongoing and not fully resolved.
The issue of supervision is also an ongoing issue.
Lessons learnt:
•

Inter-agency collaboration needs to occur to ensure a suitable level of accommodation is provided consistently
across all locations involved in the CRP, and appropriate funding needs to be allocated for this to occur.

Comments that reflect the above learning included:
•

Additional funding needs to be sourced to provide appropriate accommodation.

•

Provide an improved level of support for accommodation, such as considering long-term lease arrangements.

•

Establish the same terms and conditions for housing and travel for the PGPPP and the CRP and the Prevocational
Doctors working in the hospital in order to avoid negative comparisons.
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Critical Elements for an Effective Community Residency Program
Whilst there was some variation as to degrees of emphasis the most strongly endorsed themes related to the features of the
program that should be maintained if it was to deliver its fullest potential are:
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•

The current program structure that allows for the blended experience and balance of working half-time in a
general practice / community setting and half-time in the hospital with a two day / three day split. This was also
seen as important for filling rural positions where the capacity for providing full-time supervision and sufficient
patients may not be as great.

•

The link with hospital terms, although there were many suggestions for improvement based around increasing
the length of terms, particularly in rural settings.

•

The hospital and community relationship being strong and integrated so that they assist the resident in
experiencing continuity of care.

•

An opportunity for rural placements, but not a requirement.

•

Increased professional opportunities and learning through having a sufficient range in the practice and in the
hospital setting to provide productive and varied clinical experiences.

•

Flexibility and choice in the types of placements and locations to meet the varied needs and interests of the
residents.

•

Supportive and available supervisors in both settings who are committed to the education of the resident.

•

Some depth of commitment within the practice so that there is not just one person committed to the program.

•

A supportive practice that is also committed to the resident gaining the maximum benefit from the rotation.

•

Accredited placements to ensure quality experience.

•

The focus being on training and learning rather than workforce demands.

•

Sufficient recurrent funding to maintain continuity of supply.

•

Marketing and champions to promote the program and to create buy-in by relevant stakeholders.

•

Effective and ongoing communication with all relevant parties.

•

Sound and thorough program administration through all steps of the process

•

Employment issues dealt with at the beginning.

•

Local involvement and consultation to identify potential placements and combinations.

•

A rigorous application and interview process to ensure the right people are in the right placements.

•

Induction and orientation sessions.

•

Ongoing support and education is provided.

•

Suitable accommodation organised in rural settings.

•

An opportunity is available for extended placements across both settings within a community.

•

Strong collaboration and coordination amongst all parties involved.

•

Governance and administration systems are clear to all involved.

•

Clear leadership and commitment to the program.
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with Practice Manager Karin Tatnell
Stirk Medical Group

S E C T I ON

4

–

THE JOURNEY AHEAD (2011 and Beyond)

The Key Issues and Challenges
This section explores each of the key challenges identified by the interviewees and lessons learnt in dealing with the challenges.

Cooperation, Collaboration and Integration
One of the most difficult issues confronting the program is the sense amongst several key stakeholders that, historically, there
has been insufficient cooperation and collaboration with the major parties involved in the program. There is a sense that
personalities and different agendas have at times obstructed the program from reaching its fullest potential and that this is likely
to continue into the future where there are two providers of Prevocational General Practice Programs in the state. The lack of a
common and shared strategic vision and commitment to interagency collaboration due to issues of mistrust and the resultant lack
of communication are major concerns. This has sometimes resulted in difficulties and competition over placements, ownership
of posts and related funding as well as issues of communication. Given that the CRP has been given almost unanimous
validation as a useful and effective program to meet a range of needs, these issues need to be tackled.
Lessons Learnt
•

It is imperative that all of the relevant stakeholders in the program come together to develop a strategic overview
of how the program should be implemented, with clear reference to the intended outcomes of the CRP.

•

The specific roles and responsibilities of the various stakeholders need to be identified and agreed upon from
the beginning of the program’s development and be based upon who is in the best position to deliver those roles
and responsibilities.

•

The strategic overview should be the basis of a Memorandum of Understanding that is in place for a period of
at least three years. This helps provide some degree of certainty for all of those who are committed to the CRP
and to assist in its expansion.

•

A spirit of mutual goodwill between the various parties involved in the program is assisted by an emphasis on
communication and a strategic focus on planned outcomes.

Supporting Comments:
•

Cooperation needs to be across the board with organisations and players being committed. We need to remove
the issues related to egos and the tall poppy approach.

•

Get agreement of key stakeholders at the outset.

•

There needs to be real central coordination and great clarity about who is running the program in relation to
governance and administration.

•

Hospitals have to be seen as part of the deal.

•

Having the general practice community on board, otherwise it goes nowhere.

•

The Department of Health needs to work with WAGPET, GP Networks, and Rural Health West to make sure it is
a truly collaborative model, especially as it is a federally funded program.

•

There is a need for support from tertiary hospitals to promote the program and release Prevocational Medical
Officers to those placements.

•

With the many parties involved, it was felt that the possibility of things “falling through the cracks” was quite
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strong. It was felt that there should be a lead agency that takes on the entire program and is funded adequately
to carry it out.
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•

It is important for the RCS to be involved in order to ensure sustainability, as it is a natural fit.

•

All stakeholders who are likely to be affected should participate from the start. There were delays in bringing in
people on side and this created unnecessary barriers at times. There is a need to have input from Prevocational
Doctors as to what they wanted.

•

Need central coordination and to be very clear who is running the program, especially around governance and
administration.

•

Clear leadership, with an overarching Advisory Council with a rigorous program set up to ensure governance
and administration.

•

One group to coordinate and that should be the organisation that does the placement role which in this case is
WAGPET. It must be bureaucratically inefficient to have three groups running this program.

•

A key learning has been the importance of getting commitment and clear role clarification right at the beginning.

•

I recommend a strong management group for the program. This should consist of WAGPET, the Area Health
Services, and the Rural Clinical School in order to support its continued growth and strength. They need to
collaborate to expand the program on a whole of state basis.

•

There is a need for cohesion between the Area Health Services and someone needs to pull them together to
make it work.

•

Getting the structures right. For example having a Director of Prevocational Training (a clinician) with a link into
practices, the Prevocational Doctor and the Director of Postgraduate Medical Education in each of the PACs and
better processes for communication and follow-through.

•

Improved organisation and coordination between the relevant parties.

•

It is critical to ensure separation of the employer and training body. This is our concern about the Western
Australian Country Health Service being the employer and potentially the trainer.

•

It needs to be a one-stop shop in every facet of its work, with single marketing etc. I’d love to be able to say to
people it is a really valuable program and if you are interested here’s the organisation or person to go to about
it. It must be bureaucratically inefficient to have three groups running this program.

•

The two fund holders - Commonwealth and State need to come into the same room to come up with solutions
regarding infrastructure etc.

•

Need central coordination and to be very clear who is running the program, especially around governance and
administration.

•

Communication and information sharing across each of the groups involved in the program is the main stumbling
block for such a program. Communication among supervising doctors is essential but it is critical that there is
good communication and information sharing among the program managers for both the CRP and at the tertiary
hospitals when placements are being organised.

•

Communication is the key. The developers of the program communicated and liaised with the best of intentions,

but the world of health is a complex one and, invariably, some key people have not fully understood the program
or been included in it to the extent required. For example, the community-based consultation approach to
developing training posts is essential and was definitely the right way to go. Making sure the right people are
represented in this process could be improved eg the director of a regional hospital has always been involved,
but central WACHS representation has not been invited (although WACHS has always been represented on
the Steering Committee which made decisions about where posts are to be developed) and there is often a
disconnect between regional and central WACHS thinking.
•

Communication is the key with tertiary hospitals. PGPPP provides generous financial subsidies for tertiary
hospitals to release their Prevocational Doctors for the program. However, the financial unit for the hospitals
(HCN) received these subsidies and the HR side of the hospitals does not perceive they get any benefit from
being involved. Closer communication with the appropriate people in both HR and HCN around the same table
could help this situation.

Recurrent and Sufficient Funding
Another key issue facing the program up until 2010 was the uncertainty about having an ongoing, dedicated source of funding
that will allow for strategic forward planning. This had a direct impact on any expansion plans and didn’t provide certainty for any
of the key parties involved. The decision that was taken in 2010 by the Department of Health to devolve the funding to the Area
Health Services as part of their core business now allows the training provider, WAGPET, with the opportunity to negotiate with
both the Metropolitan Health Services (North and South) and WACHS.
The current funding model from GPET, has been streamlined and allows for greater flexibility in supporting an increased number
of placements across the state. WAGPET remains accountable to GPET for how that portion of the funding is allocated and
acquitted. The onus is on WAGPET to make the placements work and the new funding arrangements support the significant
endorsement the program has received from nearly all the key stakeholders.
Many private practitioners indicated that they thought the current funding levels were insufficient. One interviewee suggested
that the fact that the hospitals have their infrastructure paid for by the state compared to general practices which is privately
owned, means that unlike in teaching hospitals where there are registrars who carry out a lot of the teaching and there is
payment built into the budget (15% of the salary), there is a reluctance on the part of some general practices to be involved in
training as registrars in private practices can’t get paid adequately for teaching. This was seen as having a major impact across
all facets of general practice training in the future, as demand increases.
Lessons Learnt
•

Any Business Case put forward by the Department of Health WA needs to reflect the need for sufficient recurrent
funding to ensure that the CRP is not seen as a subsidiary alternative to training medical practitioners, but as one
of the core platforms to meet the emerging and ongoing needs to deliver quality training.

•

Discussions need to occur between state and federal stakeholders to ensure that the CRP is sufficiently funded
to allow forward planning and, hence, continuity of supply and sustainability into the future.

•

Consideration needs to be given to provide the funding directly to organization managing the program so
that it can continue to provide a quality education and training program. This would reduce the duplication of
negotiation and time spent on dealing with various fund-holders. This funding arrangement needs to reflect the
MoU discussed in the previous lesson and should include key performance indicators and the normal acquittal
processes.

•

Any funding model needs to take into account the importance of providing ongoing, adequate support and
remuneration to private practice supervisors.
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Supporting Comments:
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•

Recognition of the need for recurrent funding – the issues are not going to go away and the longevity of the
funding is critical.

•

A big business case needs to be built with some real leadership from the Health Department. WAGPET is trying
to push it but it needs to have a strategic emphasis from the Department of Health. The business case needs to
be well done and to be generous, especially payment for supervisors.

•

Dedicated funding which is paid to WAGPET as the volatility of the program is too great a risk.

•

Attach more consistent teaching funding to be managed by WAGPET. That is their brief. The administrative side
should be done by them. The hospitals are about delivering services.

•

There is a need for clear funding flows for each site involved in the program.

•

There is a need for assurances that this will not diminish funding for other programs which people have invested
time and energy into setting up and which they have concerns will be lost.

•

There is a need to tap into the corporates and the Royalties for Regions Scheme

•

A sustainable funding model is required. We are currently constructing a Prevocational Doctor Business Case.
One of the difficulties we have is that the Royalties for Region program won’t pay recurrent funding

•

Sustainable funding set up from the beginning. It needs to be ongoing and recruiting etc is no good if it can’t be
delivered due to lack of funds.

•

Better funding as it is currently underfunded and although we don’t do it to make lots of money, it is reasonable
to acknowledge that there is a skill set developed in the practices and the funding hasn’t changed in four years.
This needs to be acknowledged and it needs to be seen as an investment by the bigger players.

•

Give WAGPET the funding and let them manage it. Create an MoU with performance indicators and do a review
every three years. Give them the funding for at least three years.

•

Better structured funding. There is a difference between set up costs and maintenance. The Health Department
didn’t keep a close enough eye on what was happening. It was a joint responsibility and there was a sledgehammer
approach. They should have better understood the rationale and structure. I have a certain sympathy for Janice,
because this bureaucratic model in terms of funding with it now in the Area Health Services is not a good plan.

•

The funding needs to follow the candidate for such things as accommodation, relocation and supervision and to
be seen as a unit, rather than funded posts.

•

Financial support for an ongoing program is needed.

•

With the changes to the funding arrangements (funds devolved to the Area Health Services) this has the potential
to place an extra administrative burden on WAGPET, where they will need to negotiate with three different
funding bodies as well as the necessary negotiations already occurring to set up and manage the placements
themselves at an operational level.

•

The funding model needs to be made simpler. It would be a huge problem if we lost it, the loss of an opportunity.
Gippsland is doing it and we need to look at the national experience. Western Australia is uniquely rural and
remote.

Continuity of Supply and Issues of Sustainability
This is an issue particularly for some regional centres when placements have been set up but residents do not choose to
apply for particular locations or take up more attractive options, often at late notice. This is sometimes caused through a
change in personal circumstances, but it can also be caused through competing parties offering alternatives. The impact on
hospitals and general practices can be quite significant and there were some interviewees who expressed significant frustration
at the situation. Significant infrastructure investment may well have been made in a private practice, only to find that supply is
intermittent at best.
Although the numbers of those involved has increased considerably since 2007, there were respondents who said that the growth
had been too slow and there needed to be a significant increase in numbers to meet the capacity needed for Prevocational
Doctors and to build a critical mass of doctors who have been involved. This is complex, given the issue of funding arrangements
and the requirements for sufficient, trained supervisors in placements where accreditation has been granted and where the
quality of the experience for all parties needs to be nurtured and maintained. Given the reported values and benefits of the
program, this issue needs to be resolved; otherwise there will potentially be a reduction in placements available just when the
program appears to be needed more than ever.
Lessons Learnt
•

Ongoing marketing of CRP needs to occur, not only within the tertiary hospitals, but with medical students and
the medical community generally. This is to allay any confused perceptions about the program’s intent and the
benefits it has achieved. It is particularly important not to forget to undertake this marketing with those not directly
involved with the program and yet who have significant influence within the health domain.

Extra consideration needs to be given to the process of filling positions in the rural context. Whilst there are many variables that
can make this a complex process, and the issue of lack of continuity of supply appears to be lessening due to the increased
competition for the rotations, it is critical to maintain the involvement of training posts and to expand the program. A wide range
of placements and alternative strategies such as the opportunity of half-time rotations and placements should be explored.
Supporting Comments
•

A marketing and communication strategy is needed to highlight the program and its importance.

•

Ensure that you don’t offer multiple options but offer one or two and fill them for the year and then offer others.
It has been a smorgasbord and it is attractive from the Prevocational Doctor point of view but not from ours and
the Department of Health. It was okay when funding was quarantined but it is not able to be sustained. It is now
part of core business.

•

Needs to be marketed more effectively with the College of General Practitioners and to get their support.

•

Supply to fill the positions once the state government is committed to it then need to ensure that workforce needs
are met.

•

Practices need to see that they going to get a Prevocational Doctor. The supply issue needs to be sorted as it
works better if there is someone there all the time. We started to change our emphasis and began to realise that
the key thing is to get key practices where it will work well and to get it stable and locked down.

•

There is a need for support from tertiary hospitals to promote the program and release prevocational medical
officers to those placements.

•

Maybe WAGPET needs to push for extra positions such as obstetrics, gynaecology and orthopaedics as from
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a hospital point of view continuity of supply is an issue and the hospital has lots available. This may not be the
same from the general practice point of view.
•

It needs to always be looking at the educational program and it needs formal validation. Rural Clinical School is
a perfect partner. Without the formal validation in the long-term it is vulnerable to a change of whim.

•

A few years down the track it would be good to offer this option to people who have been registrars in the hospital
sector to give people a chance to try out GP to find out if they like it. This would be especially attractive to those
who may have decided to specialise in surgery but have found they don’t like it. They would have a lot of skills
that they wouldn’t have had in the PGY2 stage and therefore be more useful to the practice. This would require
the salary to be more aligned to their current salary so that the down-scaling is not a disincentive.

•

With the increase in Prevocational Doctor numbers, we need to have a greater breadth of placements for them,
based on a public / private partnership arrangement. The CRP facilitates this partnership and needs to be
advanced and fostered. This links in with state and federal government thinking.

•

This is a model that could readily be adapted to other clinical settings e.g. fractional employment in Allied Health
and other settings provided there is coordination.

•

Flexibility of half-time positions means that some places that don’t have the capacity to take a full-time
Prevocational Doctor because they are not busy enough could manage someone two and a half days per week,
similarly for the hospitals. This opens up more places that may be able to take more half-time than full timers,
particularly in general practices that couldn’t cope because they had not enough patients or time.

•

Potential new posts could open up e.g. surgery nonclinical coupled with clinical posts. For example in Narrogin –
if it had a community residency in one of the little towns such as Wagin or Pingelly and the other half at Narrogin
Hospital. They wouldn’t take one full-time to create a viable post. The supervision is a potential issue. Most have
international medical graduates and it will be a challenge getting enough adequately trained GP supervisors,
especially in smaller places. The PMCWA have quite stringent requirements which are appropriately so.

•

Two residents could work well as there is definitely enough work and you would share the on call for the hospital
as that is very unpredictable. It would work really well sharing with the registrar as well for on-call.

•

Another area for the hospital that should be explored is general medicine as it goes hand-in-hand with general
practice. GPs have admitting rights and this would work really well as an option.

•

You could have two students - one for GP full-time and one for obstetrics at the hospital. A double term would
work better we could teach to two. They could provide mutual support and confer with each other and not be so
open to bullying by midwives. Three-day obstetrics and two days general practice each week. If there were two
of them perhaps five days obstetrics and five days general practice. A new model of two students would enable
continuity of supply and this would be a better way to do it.

•

The possibility of two people for one position but alternating per week is a good idea.

Supervision
Continued quality supervision was identified as a significant issue. While those who are involved currently are clearly doing a
wonderful job, as evidenced by the comments in the previous section, the question is, can they sustain it and for how long? The
other consideration is that there is going to be an expanding need for this role if the program develops as it has the potential to
do. One of the supervisors indicated personal commitment to being involved, but that has implications for what he then is able to
do with medical students. There is an identified risk to the program if those who are currently involved as supervisors leave the
practice or decide to take time out from the role. Those who are currently actively involved seem to be nearing maximum limits
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even though they are clearly committed to the program and their role in providing high quality learning opportunities. There is a
risk of burn-out for these dedicated practitioners.
Any expansion of the program needs to ensure that there are enough quality practices to maintain the current high quality
standard of the program.
Another issue is some practices not having sufficient depth to provide adequate supervision in terms of numbers of practitioners
and sufficient time to commit.
The issue of insufficient supervisors becomes even more pronounced in the rural hospitals, as there is often a lack of sufficient
senior staff to provide adequate supervision.
Ensuring quality of placements as the numbers increase is evolving as a concern.
Lessons Learnt
•

As indicated in the previous lessons related to funding, it is important to ensure sufficient and recurrent funding
to adequately recompense the supervisors involved in the CRP for their critical contribution.

•

Consideration needs to be given to additional administrative support that can be provided to supervisors to
minimize their workload in taking prevocational doctors, such as assistance with accreditation.

Supporting Comments:
•

You need to invest in it, especially in general practices as they are giving up consultation time and they work
on a fee-for-service basis, but you can then provide surgical services as a model. The level of supervision may
vary from regional to rural and there is a need for a novel approach - for example fly in fly out surgeons but still
a level of support provided. Procedural GP can be available when the surgeon isn’t there. The hospital model
can work well where registrars are the bulk of the workforce. In rural areas the clinical material is there, which
is not so much the case in the metropolitan area where Prevocational Doctors have less exposure to things like
gallbladders. We should look for opportunities to fill these gaps in their training and provide a service. There
needs to be pragmatism around what the program is capable of achieving.

•

Initial enablers such as additional payments to the practice acted as a silver magic bullet – greasing the wheels
to provide respect and recognition, it was not so much about the money but providing acknowledgement in some
way.

•

There should be some kind of supervisory / mentoring process to assist new supervisors. I have repeatedly
offered to provide support but WAGPET haven’t picked up on this.

•

Having some concrete objectives for the term, but not too comprehensive. We don’t need to read another 10
page document. A broad guide should be developed and made available.

•

We have identified we want our residents to become more confident and able to work independently and apply
their knowledge in a general practice setting. We want them to make decisions themselves, instead of rushing
off to the supervisor because that is how they improve. This is a stated directive of our practice.

•

Financial incentives provided for general practitioners as it is much better for them financially to have registrars
rather than Prevocational Doctors.

•

Learning objectives that can be tailored to what the person wants.
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Competing Needs of Workforce and Education
There were many concerns raised by interviewees regarding the potential for workforce pressures to reduce the quality of
education and training, due to it subsuming the educational imperative. The concern expressed by many interviewees related
to the funding now being managed by the Area Health Services, as it was felt that the holder of the funds gets to decide how
it is spent and that this may not always be about educational needs, as the workforce issue is really the key focus for the
organisation. This was considered by many interviewees to be the case in relation to WACHS, where the funding for the program
is dependent upon meeting workforce needs.
There were many concerns expressed related to the emphasis on the Rural Generalist Pathway as it was seen as a workforce
imperative rather than a training imperative. Most of the concerns centred around the potential for tying the Rural Generalist
Pathway to the CRP, as Prevocational Doctors may not be interested in the former, but in the community residencies and
procedural work that the CRP currently offers in rural locations.
There is also a concern amongst some of the interviewees that with the funding now having gone to the Area Health Services,
several posts in rural and outer metropolitan areas could be threatened. WAGPET was seen by many as having the required
bonafides and the benefit of their involvement is that there is no particular agenda as to where people are placed, other than
ensuring it is in a well-supervised, accredited setting, whereas there was a potential conflict of interest for WACHS as the
employer.
Some respondents also suggested that they had growing concerns re: the lack of quality positions that are now being created
in hospitals. There were reports of many of the positions being offered were being used to provide relief, rather than doing more
interesting, autonomous jobs. Some residents had reported that they felt “surplus to requirements” in the hospital placements.
As the numbers increase, there was a concern that this may become more of a common experience. There is often inadequate
training and supervision. We need to ensure that these jobs are good jobs.
Lessons Learnt
•

There needs to be both a clear integration of, and delineation between, the CRP and initiatives such as the
Rural Generalist Pathway as they have a common goal of improving the numbers of general practitioners in rural
Western Australia but the CRP addresses both rural and metropolitan training opportunities and has additional
goals and benefits. The potentially difficult issue of the role of trainer and employer being carried out by the same
body also needs to be risk-managed.

Supporting Comments:
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•

The Rural Generalist Pathway concerns me due to the fact that it’s a different motivation as it is a workforce
imperative and it is very streamlined as a food chain production line approach.

•

One of the strengths of GP training in Western Australia is that WAGPET is the one, whereas there is a risk of the
Rural Generalist Pathway being tied to the Community Residency Program. Prevocational Doctors may not be
interested in the Rural Generalist Pathway but in community residencies and the procedural work etc.

•

The benefit of WAGPET’s involvement is that there is no benefit for them to where people are placed; as a
service provider they don’t have the same driver as the hospital.

•

Sustainability in country hospitals is an issue. We need to attract more senior staff so that they can provide
adequate supervision. Rural Clinical School is well-financed and it is needed to go from Prevocational Doctor
to working in the community. Western Australian Country Health Services should be the employer and then go
to relevant colleges/ PMCWA and indicate what can be offered in hospitals and ask what would be accredited.

There is a need for separation of the employer and training. No other general practice training is done this way.
•

The workforce needs issue needs to be a byproduct of education and training.

•

A major problem with the Rural Generalist Pathway is that the workforce imperative becomes the training
imperative.

•

There is not very strong evidence that exposure to rural health encourages recruitment. The evidence in this area
is very thin and there are lots of factors and variables. There is no question that if you recruit medical students
from the rural area they tend to go rural but the research does not show that exposing kids to 12 months rural
experience in primary care or general practice has encouraged general practice amongst those who had already
made up their minds.

•

I feel emphatically that the Health Department should not be running the program.

•

The most trusted provider is the RCS as PGPPP providers, as they first and foremost want people to have the
rural experience, even if they are not going to become a GP.

•

The Community Residency Program did it well, as it was well planned and well resourced, but this is not the case
with the Rural Generalist Pathway.

•

They need to ensure that the Community Residency Program is not tied to the Rural Generalist Pathway as a
resident may not be interested in rural generalist but in the Community Residency Program to gain procedural
skills etc.

•

WAGPET has good bona fides and is well-established in this area. The current situation enables young married
residents to get a taste of the country such as Armadale without disruption and this in turn leads to a positive
experience.
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Dr Emily Webb,
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Pioneer Health
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ONE

–

Sp ecification of Services

REVIEW OF WA COMMUNITY RESIDENCY PROGRAM
Focus
As a learning organisation, WAGPET realizes the need to continue a cycle of reflection and improvement around this body of
work as well as a need to formally document the history of the Program’s development in WA and provide information on the
concept and application of the Program. As such the final document from this project will form part of WAGPET’s Corporate
Collateral and be:
•

A point-in-time document encapsulating the history of the Program

•

A blueprint that others can follow if interested in emulating the model.

The document should contain evidence on the Program’s:
•

Value for effort

•

Success in addressing a gap in training delivery

•

National application

•

Management by WAGPET

•

‘Potholes’ to look out for

•

Areas for improvement.

Audience
•

Prospective partners in new business for WAGPET

•

Internal WAGPET stakeholders: Members; Supervisors; Registrars; Residents

•

Prospective applicants for the Program

•

General Practice and Education (GPET)

•

Other Regional Training Providers (RTPs) interested in developing a Community Residency Program

•

Members of Community Residency Program Steering Committee:
-- Department of Health WA
-- Medical Workforce Branch
-- WA Country Health Services
-- North Metropolitan Area Health Service
-- South Metropolitan Area Health Service
-- Rural Health West
-- Rural Clinical School
-- AMA WA Doctors in Training Committee.
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Name

T W O

-

Interviewee s

Role / Organisation

1.

Belinda Bailey

CEO, Rural Health West (RHW)

2.

Dr Peter Barratt

Director Clinical Training, Regional Medical Director, Goldfields

3.

Dr Eliza Beasley

Community Resident (2010)

4.

Dr Janice Bell

CEO, Western Australian General Practice and Education Ltd,
(WAGPET)

5.

Dr Elissa Bell

Community Resident (2010)

6.

Dr Carlo Bellini

Community Resident (2007)

7.

Dr Tom Bowles

Supervisor, Albany Regional Hospital

8.

Dr Colleen Bradford

Director of Training, Western Australian General Practice and
Education Ltd, (WAGPET)

9.

Dr Heather Brand

Community Resident (2009)

10.

Sue Brooks

A/Director Workforce Division, WA Department of Health
(DOHWA)

11.

Dr Stuart Burton

Supervisor, Kelvale Medical Centre

12.

Maryanne Coombs

Senior Manager, Development, Western Australian General
Practice and Education Ltd, (WAGPET)

13.

Honey Donovan

Manager, Workforce Division, WA Department of Health
(DOHWA)

14.

Vivienne Duggin

Manager, Rural Health West (RHW)

15.

Dr Simone Forward

Community Resident (2010)

16.

Dr Nicholas Gray

Community Resident (2007)

17.

Dr Cherie Graziotti

Community Resident (2009)

18.

Robert Hale / Rodger Coote /
Glenn McMahon

National General Manager Quality and Education, GPET /
Chief Operating Officer, GPET / Manager Training Capacity and
Research, GPET

19.

Deborah Hegarty

Currently - Manager Business Reporting and Improvement, WA
Department of Housing, Formerly - Manager Medical Workforce
Unit, WA Department of Health (DOHWA)

20.

Dr Felicity Jefferies

Executive Director Clinical and Workforce Reform, WA Country
Health Services (WACHS)

21.

Sheree Keech

Coordinator, Postgraduate Medical Council of WA, (PMCWA)

22.

Dr John Keenan

Area Executive Director Medical Services - North Metropolitan
Area Health Service

23.

Dr Tim Koh

Supervisor, Ocean Keys Family Practice

24.

Professor Lou Landau

Chair of Postgraduate Medical Council, (PMCWA), Director
Medical Services, WA Department of Health (DOHWA)

25.

Rob Lindsay

Currently Director, WA Department of Education, Formerly
Director Organisational Development, WA Department of Health
(DOHWA)

26.

Dr Peter Maguire

Chair, WA Faculty RACGP

27.

Dr Michelle Musca

Community Resident (2010)
Page 69

Name

Role / Organisation

28.

Dr David Oldham

Director, Postgraduate Medicine PAC Fremantle Hospital

29.

Dr Michael O’Sullivan

Chair, AMA Doctors in Training WA (DIT WA)

30.

Dr Sasha Risinger

Community Resident (2007)

31.

Professor Ian Rogers

Director of Post Graduate Medical Education, Sir Charles
Gairdner Hospital

32.

Dr Lesley Skinner

Associate Professor, Post Graduate Medical Education, Rural
Clinical School WA

33.

Dr Jagoda Szkurlat

Community Resident (2009)

34.

Dr David Tadj

Supervisor, Pioneer Health, Albany

35.

Dr Conway Tang

Supervisor, Joondalup Health Campus

36.

Dr Richard Tarala

Director of Post Graduate Medical Education, Royal Perth
Hospital

37.

Dr Simon Towler

Chief Medical Officer, WA Department of Health (DOHWA)

38.

Hilleke van Osch (email)

Formerly: Senior Projects & Policy Manager, Western Australian
General Practice and Education Ltd (WAGPET)

39.

Dr Richard Vaughan

Adjunct Professor, UWA, PMCA Committee; Representative of
Royal Australasian College of Surgeons

40.

Dr Alistair Vickery

Professor, General Practice UWA

41.

Dr Michelle Watson

Community Resident (2010)

Key:
Supervisors
Prevocational Doctors
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T H R EE

-

Interview Questions

Type One – Used for most interviews

1.

What has been your involvement / knowledge of the Community Residency Program?

2.

What were the key drivers behind setting up the Program? (Both for and against)

3.

Who were the key players? (What were their stances – for or against? Why?)

4.

What were some of the opportunities that this Program offered?

5.

To what extent were they met / maximised?

6.

What were some of the initial difficulties?

7.

To what extent were these overcome? How were they overcome?

8.

What do you consider to be the special / unique elements / strengths of the Program?

9.

Which of these are critical? Why?

10. What were some issues / concerns with the Program? Were they addressed? In what ways?
11. What were the key benefits of the Program? To whom?
12. With the benefit of hindsight, if this Program was starting from scratch, what should be done differently? What should be
done in the same way?
13. Who else do you think I should talk to?
14. Any other comments?
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Type Two – for Residents who had participated in the Community Residency Program

1.

What has been your involvement / knowledge of the Community Residency Program?

2.

What were the key drivers behind your involvement in the Program?

3.

What specifically did you hope to gain? To what extent were these achieved?

4.

If they were achieved to your satisfaction, what were the contributing factors?

5.

If not to the extent that you had hoped for, what were some of the contributing factors?

6.

What were some issues / concerns with the Program? Were they addressed? In what ways?

7.

What do you consider to be the special / unique elements / strengths of the Program?

8.

What needs to happen to strengthen / improve / sustain the Program?

9.

Who else do you think I should talk to?

10. Any other comments?
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-

Rotations (2007 – 2011)

Pilot Phase Rotations (2007)
Resident
1.

Rotation 1
(Jan – March)
Joondalup Health Campus
(Emergency Medicine)

Rotation 2

Rotation 3

Rotation 4

(April – June)

(July – Sept)

(Oct – Dec)

Silver Chain
(Community Palliative Care)

Belridge Medical Centre (GP)
2.

Bunbury Regional Hospital
Paediatrics
Leschenault Medical Centre(GP)

Bunbury Regional Hospital
Paediatrics
Leschenault Medical Centre(GP)

Pilot Phase Rotations (2008)
Resident
1.

Rotation 1

Rotation 2

Rotation 3

Rotation 4

(Jan – March)

(March – June)

(June – August)

(Aug – Nov)

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice(GP)

2.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice(GP)

3.

Karratha Hospital
(Emergency Medicine)
Onslow GP Clinic (GP)

Geraldton Hospital
(Emergency Medicine)
Geraldton Medical Group(GP)

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

4.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

5.

Karratha Hospital
(Emergency Medicine)
Onslow GP Clinic(GP)

6.

Silver Chain
(Community Palliative Care)

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre(GP)

7.

SW Health Campus
(Paediatrics)
Leschenault Medical Centre (GP)

SW Health Campus
(Paediatrics)
Leschenault Medical Centre(GP)

8.

Silver Chain
(Community Palliative Care)

9.

Karratha Hospital
(Emergency Medicine)
Onslow GP Clinic (GP)
Silver Chain
(Community Palliative Care)
Rockingham - Kwinana Hospital
(Emergency Medicine)

10.

Kalgoorlie Hospital
(Paediatrics)
Lamington Medical Centre (GP

Kalgoorlie Hospital
(Paediatrics)
Lamington Medical Centre (GP)

11.

Rockingham - Kwinana Hospital
(Emergency Medicine)

Kwinana Medical Centre
(GP)

12.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice(GP)

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice(GP)

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre
(GP)

Kwinana Medical Centre
(GP)
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Rotations (2009)
Resident

Rotation 1

Rotation 2

Rotation 3

Rotation 4

Rotation 5

(Jan – March)

(March – June)

(June – August)

(Aug – Nov)

(Nov - Jan)

1.

Joondalup Health Campus
Joondalup Health Campus
(Emergency Medicine)
(Emergency Medicine)
Ocean Keys Family Practice(GP) Ocean Keys Family Practice(GP)

2.

Silver Chain
(Community Palliative Care)

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice(GP)

3.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

4.

Silver Chain
(Community Palliative Care)

5.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre(GP)

6.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre (GP)
Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre
(GP)

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre
(GP)

7.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre(GP)

8.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

9.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre(GP)

10.

11.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

SW Health Campus
SW Health Campus
(Paediatrics)
(Paediatrics)
Leschenault Medical Centre (GP) Leschenault Medical Centre (GP)

13

SW Health Campus
(Paediatrics)
Leschenault Medical Centre (GP)

14.

Silver Chain
(Community Palliative Care)

15.

Silver Chain
(Community Palliative Care)

16.

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)

17.
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Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

SW Health Campus
SW Health Campus
(Paediatrics)
(Paediatrics)
Leschenault Medical Centre (GP) Leschenault Medical Centre (GP)

12.

18.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice(GP)

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)
Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

Rotations (2010)
Resident

Rotation 1

Rotation 2

Rotation 3

(Jan – March)

(March – June)

(June – August)

1.

2.

3.

Kununurra Hospital (Emergency
Medicine)
Kununurra Medical (GP)

Rotation 4
(Aug – Nov)

Rotation 5
(Nov - Jan)

Geraldton Hospital
(Emergency Medicine)
Geraldton Medical Group(GP)

Geraldton Hospital
(Emergency Medicine)
Geraldton Medical Group
(GP)

Kununurra Hospital (Emergency
Medicine)
Kununurra Medical (GP)

Kununurra Hospital (Emergency
Medicine)
Kununurra Medical (GP)

Joondalup Health Campus
Joondalup Health Campus
(Emergency Medicine)
(Emergency Medicine)
Ocean Keys Family Practice(GP) Ocean Keys Family Practice(GP)

4.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

5.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

6.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

7.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre
(GP)

8.

9.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre
(GP)
Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre(GP)

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

10.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

11.

Silver Chain
(Community Palliative Care)

12.

Forrest Medical Group (Palliative
Care and GP)

13.

Forrest Medical Group (Palliative
Care and GP)
Silver Chain
(Community Palliative Care)

14.

Silver Chain
(Community Palliative Care)

15.

Silver Chain
(Community Palliative Care)

16.

Forrest Medical Group (Palliative
Care and GP)

17.

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)

18.

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

19.

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)
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Rotations (2011)
Resident

Rotation 1

Rotation 2

(Jan – March)

(March – June)

1.

Rotation 3
(June – August)
Armadale Hospital
(Obstetrics)
Armitage Road Medical Centre
(GP)

2.

Rotation 4

Rotation 5

(Aug – Nov)

(Nov - Jan)

Armadale Hospital
(Obstetrics)
Armitage Road Medical Centre
(GP)

Geraldton Hospital
(Emergency Medicine)
Geraldton Medical Group(GP)

3.

Geraldton Hospital
(Emergency Medicine)
Geraldton Medical Group (GP)

4.

Joondalup Health Campus
(Emergency Medicine)
Currambine Family Practice (GP)

5.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

6.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

7.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice
(GP)

8.

Joondalup Health Campus
(Emergency Medicine)
Ocean Keys Family Practice(GP)

9.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Parmelia Medical Centre (GP)

10.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Parmelia Medical Centre (GP)

11.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre (GP)

12.

13.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre (GP)
Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

14.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)
Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

15.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)
Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

16.
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Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)
Geraldton Hospital
(Emergency Medicine)
Victoria Districts(GP)

Kununurra Hospital (Rural Acute)

19.
20.

Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)
Armadale Hospital
(Obstetrics)
Kelvale Medical Centre (GP)

17.

18.

Rockingham - Kwinana Hospital
(Emergency Medicine)
Kwinana Medical Centre
(GP)

Kununurra Hospital (Rural Acute)
Nickol Bay Hospital (Rural Acute
Medicine)
Onslow Clinic(GP)

Resident

Rotation 1

Rotation 2

Rotation 3

Rotation 4

Rotation 5

(Jan – March)

(March – June)

(June – August)

(Aug – Nov)

(Nov - Jan)

21.

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)

22.

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)

23.

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)

24.

Nickol Bay Hospital (Rural Acute
Medicine)
Onslow GP Clinic (GP)

25.

Nickol Bay Hospital (Rural Acute
Medicine)
Mawarnkarra Health Service
(GP)

Nickol Bay Hospital (Rural Acute
Medicine)
Mawarnkarra Health Service
(GP)

26.

27.

Nickol Bay Hospital (Rural Acute
Medicine)
Mawarnkarra Health Service
(GP)
Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

28.

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

29.

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

30.

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)

31.

32.
33.

Albany Regional Hospital
(Surgery)
Pioneer Health (GP)
Silver Chain
(Community Palliative Care)
Silver Chain
(Community Palliative Care)

34.

Silver Chain
(Community Palliative Care)

35.

Silver Chain
(Community Palliative Care)

36.
37.

Silver Chain
(Community Palliative Care)
Silver Chain
(Community Palliative Care)

Page 77

Page 78

A P P END I X F I V E
Inv olv ed (2007 – 2011)

-

Numbers and Types of Sites

Hospitals

Year

Rural

General Practices

Outer Metropolitan

Rural

Outer Metropolitan

Community

TOTAL

2007

Bunbury

Joondalup

Leschenault Medical Centre

Belridge Medical Centre

Silver Chain

5

2008

Albany

Armadale

Kelvale Medical Centre

Silver Chain

17

Bunbury

Joondalup

Geraldton Medical
Group

Silver Chain

13

Silver Chain

16

Armitage Road Medical Silver Chain
Centre

19

Geraldton

Rockingham-Kwinana

Lamington Medical
Centre
Leschenault Medical Centre

Karratha

Kwinana Medical
Centre
Ocean Keys Family
Practice

Onslow GP Clinic

Kalgoorlie

Pioneer Health
2009

2010

Albany

Armadale

Leschenault Medical Centre

Kelvale Medical Centre

Bunbury

Joondalup

Onslow GP Clinic

Kwinana Medical Centre

Karratha

Rockingham-Kwinana

Pioneer Health

Ocean Keys Family Practice

Albany

Armadale

Forrest Medical Group

Kelvale Medical Centre

Geraldton

Joondalup

Geraldton Medical Group

Kwinana Medical Centre

Karratha

Rockingham-Kwinana

Kununurra Medical

Ocean Keys Family Practice

Kununurra

Onslow GP
Clinic
Pioneer Health

2011

Albany

Armadale

Geraldton Medical Group

Geraldton

Joondalup

Kununurra

Karratha

Rockingham-Kwinana

Mawarnkarra Health
Service

Kununurra

Onslow GP Clinic
Pioneer Health

Victoria Districts

Currambine Family
Practice
Kelvale Medical Centre
Kwinana Medical Centre
Ocean Keys Family Practice

Parmelia Medical
Centre

(Bold = new site)
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M e d ia

s t a t e m e n t s

Since its inception in 2006, the Community Residency Program has featured in a diverse range of media.
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N o t e s
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