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Foreword 
 
In October 2020, the Secretary of the Department for Health, Dr Brendan Murphy, advised all RTO 
CEOs that the RACGP and ACRRM would not be permitted to sub-contract the RTOs, now or in 
the future, to deliver fellowship education and training programs. 
 
As with any major service restructure, questions and opinions have followed in quick succession, 
not always understood or answered in a data-driven, evidence-based manner. It has become clear 
that the work and the impact of the AGPT at the community level is not well known or understood 
by those who will continue the caretaking of this most important work as they improve the return on 
investment made by so many on behalf of so many more, now and into the future. 
 
WAGPET commenced a series of papers, mostly done out of hours and with the assistance of 
many others, to help the Department and the Colleges understand what it is that the RTOs do, how 
they do it, and with what impact. The papers attempt to answer specific questions put to us by one 
or more parties involved in the redesign of GP training and workforce programs.  The series is 
therefore not a full review of the AGPT or of the various RTOs, but hopefully they address key 
concerns that underpin the drive for change. From these questions no doubt others will flow that 
can be treated with the same data-driven evidence-based intent. 
 
Each paper has been ‘crowd sourced’ in order to improve its validity, reliability, practicality and 
inclusivity. These questions have simply not been answered until now – at least, not directly or 
comprehensively – and so the data has come from many sources to try to complete the picture that 
tells the story for those who will now take carriage of this work. 
 
Many have contributed to this process and we are most grateful for your engagement in this 
venture. Several asked that the papers be more accessible and with better executive summaries of 
each. 
 
To that end, we give you the following and again seek your feedback and corrections where that 
would assist you in your deliberations. 
 

 
 

 
Dr Janice Bell 

Chief Executive Officer 
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Introduction 
 
General practice is unique in that it is the only medical specialty that is community based and 
primary care in nature. GPs ensure facilitated coordination of care across disciplinary and health 
service boundaries and continuity of care over time and the life cycle. The core relationship 
between the GP and the patient in his/her community not only defines the discipline1 2 but also 
provides a strong bedrock for the health system as a whole3. Almost 90% of Australians see a GP 
at least once a year, with GPs treating more than 22 million patients across Australia every year4.  
 
General practice, by its very nature of being community centric is influenced heavily by society’s 
needs and expectations. This makes both GP and its specialty training, especially vulnerable to 
political and social forces. These forces and the reflexive nature of GP to its external environments 
have driven the evolution of the profession and its training. 
 
GP training broadly follows an apprenticeship model, with trainees (called GP registrars) 
undertaking structured education as well as supervised clinical training over the course of their 
learning time. GP registrars provide primary care services while participating in AGPT and can 
access the GP items in the Medicare Benefits Schedule whilst holding a recognising training 
placement. 
 
The evolution of AGPT is described in the 2020 report, The Way Forward – telling the story of 
twenty years of progress in GP training5. The dedicated training infrastructure created by the 
Commonwealth government and delivered regionally by regional training organisations, has 
delivered success in terms of: 
 

• Building a robust and sustainable regionalised training infrastructure 
• Supporting increasing capacity in terms of community based education and training 
• Providing a greater focus on workforce distribution 
• Maintaining quality training, encouraging best practice in terms of teaching practices and 

rewarding teaching in the community 
 
The Australian General Practice Training Program (AGPT) was implemented in 2000, in response 
to a Ministerial Review, critical of the way GP education and training was being delivered in 
Australia. Many of the issues of concern raised by the Review Group, including the independence 
and affordability of general practice, the lack of medical workforce in rural areas, the interface 
between hospital and community care and the disconnectedness of the education and training 
pipeline remain today.  
 
Many of these issues are now being attributed to failure on the part of AGPT to deliver on its 
intended promise. GP training remains a ‘work in progress’ in terms of several key 
recommendations of the Ministerial Review, including: 
 

• Establishment of a viable sustainable GP education and training pipeline, from medical 
school through to post Fellowship 

• Achieving better integration of primary care with secondary care 
• Fully addressing workforce needs in MMM4-7 through expanded training capacity 

 
This book describes the successes and failures of AGPT over the last twenty years, including the 
work around solutions, where compromise was the preferred option to ensure an achievable goal 
in terms of achieving an equilibrium between training and workforce. Where failures have occurred, 

 
1 Definition of General Practice, RACGP. Accessed at: https://www.racgp.org.au/education/students/a-career-in-general-practice/what-
is-general-practice  
2 Defining the specialty of general practice. ACRRM Position Statement. Accessed at: https://www.acrrm.org.au/docs/default-source/all-
files/position-statement-defining-the-specialty-of-general-practice.pdf?sfvrsn=e99a90eb_14  
3 Starfield B, Shi L, Macinko J. Contribution of Primary Care to Health Systems and Health. Milbank Q, 2005 Sep; 83(3): 457-502  
4 RACGP Health of the Nation, 2020. Accessed at: https://www.racgp.org.au/health-of-the-nation/introduction  
5 Atkinson K. The Way Forward. Telling the story of twenty years of progress in GP training (2020). Accessed at: 
https://www.wagpet.com.au/research-and-reports  
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they have been the result of failure of governance and straying away from a community-centric 
governance model.  
 
The final chapters describe the importance of community-centric governance in GP training and 
how essential it is that we establish community-centric governance for the next chapter of GP 
training in Australia. 
 
Kaye Atkinson 
Clinical Lead Research 
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Chapter 1: GP Workforce Impact 
 
Executive summary 

“The medical workforce is a national resource; a resource that is valuable to the community both in 
terms of the cost of training, which is substantially borne by the taxpayer, and in terms of the 
benefit derived by the community from a well-trained health workforce” 6 
 
General Practice became recognised as a medical specialty in Australia in 2001 and research has 
shown that training for General Practice does cause a measureable difference in terms of 
behaviour and outcomes7 8 9 . Time and experience in a general practice setting is not enough to 
lead to quality patterns of practice and clinical behaviour: trainees need the education and training 
from trained supervisors and medical educators to learn what it is to be a specialist GP10.  
 
General Practice is a high-volume medical service deliverer. Throughout 2017-18, 87.8% of the 
Australian population were visiting their GP at least annually, with 84% reporting that they visited 
their GP multiple times per year. The National Health Performance Authority (NHPA) report11, 
NHPA Health Communities: Frequent GP attenders and their use of health services in 2012-13 
outlined the importance of general practice as the most efficient and cost effective part of the 
health system. Australians were seeing a GP 5.6 times per year on average with around 13% of 
Australians classified as very high or frequent GP attendees, accounting for $6.5 billion or 41% of 
non-hospital Medicare expenditure.  
 
The national medical workforce projections12 showed an expected oversupply of doctors of around 
7000 by 2030. However there seems to be a distributional problem most evident rather than an 
issue of overall supply. Despite the projected national oversupply, there remains significant 
workforce shortages in some areas13, with fewer GPs choosing to work in rural and remote areas. 
 
The impact of the AGPT has been dramatic in shifting GP numbers and rural distribution, but the 
uncapped and much larger IMG-based workforce programs have not, skewing the impact of all GP 
workforce drivers. 
 
Australia’s medical workforce is supplied through domestic medical training of local and 
international students and is supplemented through immigration.  
 
  

 
6 Australia’s Future Health Workforce-Doctors. August 2014. Accessed at: 
https://www1.health.gov.au/internet/main/publishing.nsf/Content/australias-future-health-workforce-doctors  
7 Britt H, M. G., Sayer G, Sedgwick D (1999). Comparison of practice patterns using Health Insurance Commission date for GPs who 
have completed the RACGP Training Program and those who have not. Sydney, Family Medicine Research Unit, Department of 
General Practice, University of Sydney. 
8 Miller G, Britt H, Pan Y, Knox S. Relationship between General Practitioner Certification and Characteristics of Care. Medical Care, 
2004; 42(8):770-778 
9 Parker J Magin, Amanda Tapley, Simon Morgan, Kim Henderson, Elizabeth G Holliday, Andrew R Davey, Jean Ball, Nigel F Catzikiris, 
Katie J Mulquiney and Mieke L van Driel. Changes in pathology test ordering by early career general practitioners: a longitudinal 
studyMed J Aust 2017; 207 (2): 70-74. || doi: 10.5694/mja16.01421  
10 Morgan S, Coleman J. We live in testing times:Teaching rational test ordering in general practice Volume 43, No.5, May 2014 Pages 
273-276 
11 Frequent GP attenders and their use of health services in 2012-13. Australian Institute of Health and Welfare. Accessed at : 
https://www.aihw.gov.au/reports/primary-health-care/frequent-gp-attenders-use-health-services-2012-13/contents/summary  
12 Australia’s Future Health Workforce-Doctors Report 2014 
13 RACGP Health of the Nation report 2019 
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GP workforce - Nett changes in Australian & International Medical Graduates per year 
 

 
Figure 1 Net Changes Australian and International Medical Graduates 1984-2018.  

Source Primary Care Workforce Statistics 

Australia has a high number of doctors compared to other OECD countries but this is not reflected 
in general practice ratios14.  

In 2019 there were:[1] 

• 37,472 GPs and 29,853.8 were full time equivalent (FTE) 
• 167.35 million services provided by GPs 
• 47.1% of GPs were female 
• 29,553 were vocationally registered GPs 
• 4,003 were non-vocationally registered GPs 

 
There are fewer GPs as geographical remoteness increases. 
 
FTE* GPs per 100,000 people in Australia (2019) 
 

Australia  
Major cities 121.4 
Inner regional 114.9 
Outer regional 100.6 
Remote 83.0 
Very remote 69.4 

Table 1: FTE GPs per 100,000 people in Australia (2019)  
Source: Primary Care GP Workforce Statistics Calendar Year 

  

 
14 OECD Statistics 2019. Available at: http://www.oecd.org/els/health-systems/health-data.htm  
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FTE* GPs per 100,000 people across each State/Territory 
 

NSW VIC QLD WA SA TAS ACT NT AUS  
Major cities 124.0 117.6 130.9 113.0 122.6 - 92.9 - 121.4 

Inner regional 117.7 110.3 121.7 104.6 106.0 112.2 - 108.2 100.6 

Outer regional, remote and 
very remote 

88.3 94.1 108.2 82.1 98.4 92.7 - 94.0 96.1 

Table 2: FTE GPs per 100,000 State and Territory and remoteness 2019 
Source: Primary Care GP Workforce Statistics Calendar Year 

From 2009-2018 there has been progressive growth in the number of GPs who are Aus/NZ 
graduates and GPs who are IMG graduates 

 2009-10 2010-11 2011-12 2012-13 2013-14 2014-15 2015-16 2016-17 2017-18 
Aus/NZ 
Grads 

17413 17751 18321 18938 19617 20110 20677 21357 21786 

IMGs 8608 9325 10182 11226 12294 13227 13955 14585 15152 

All GPs 26021 27076 28503 30164 31911 33337 34632 35942 36938 

Table 3: Australian Medical Graduates and International Medical Graduates 2009-2018  
Source National Health Workforce Dataset  

Net changes in terms of Australian and overseas graduates each year 
 2009-10 2010-11 2011-12 2012-13 2013-14 2014-15 2015-16 2017-17 2017-18 

Additional 
number GPs-

AMG 

354 338 570 617 679 493 557 680 429 

Additional 
number GPs-

IMGs 

488 717 857 1044 1068 933 728 630 567 

Table 4: Net Changes in terms of Australian and overseas graduates each year 2009-2018 
Source National Health Workforce Dataset  

 
Figure 2: GP Headcount by remotenewss 2014-2019  
Source: Primary Care GP Workforce Statistics Calendar Year  
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Headcount 2014 2015 2016 2017 2018 2019 
Major Cities 63.7% 64.3% 64.8% 64.8% 64.6% 64.8% 
Inner Regional 20.0% 19.9% 19.8% 20.0% 20.0% 20.2% 
Outer Regional 10.4% 10.3% 10.1% 9.9% 10.0% 9.8% 
Remote  3.0% 2.7% 2.6% 2.6% 2.7% 2.5% 
Very Remote 2.8% 2.8% 2.6% 2.7% 2.7% 2.7% 

Table 5: GP headcount by remoteness 2014-2019 
Source: Primary Care GP Workforce Statistics Calendar Year 

 
Figure 3: GP FTE by remoteness 
Source: Primary Care GP Workforce Statistics Calendar Year 

 
GP Full Time Equivalent (GPFTE) 2014 2015 2016 2017 2018 2019 
Major Cities 73.2% 73.2% 73.4% 73.7% 73.9% 74.5% 
Inner Regional 17.8% 17.8% 17.8% 17.6% 17.6% 17.3% 
Outer Regional 7.6% 7.7% 7.5% 7.3% 7.1% 6.9% 
Remote  0.9% 0.9% 0.9% 0.9% 0.8% 0.8% 
Very Remote 0.5% 0.5% 0.5% 0.5% 0.5% 0.5% 

Table 6: GP FTE by remoteness 2014-2019 
Source: Primary Care GP Workforce Statistics Calendar Year 

Without the contribution of AGPT to the rural GP workforce, the shortages would become even 
more critical (see Chapter 2 AGPT and workforce distribution). 
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General Practice (GP) Workforce providing primary care services, Australia, State and Territory  
 

  2019 2018 2017 2016 2015 2014 Growth/ 
change (last 

2 periods) 

Growth 
(CAGR)/ 

change all 
periods 

Number of GPs  37,472 36,858 36,064 35,086 33,690 32,739 1.7% 2.7% 

VR 29,553 28,324 27,218 26,052 25,112 24,328 4.3% 4.0% 

Non VR 4,003 4,665 5,230 5,596 5,451 5,581 -14.2% -6.4% 

GP Trainee 3,916 3,869 3,616 3,438 3,127 2,830 1.2% 6.7% 

Number of GPs per 100,000 
population 

147.7 147.5 146.6 145.0 141.5 139.5 0.3 8.3 

GP Full Time Equivalent (GPFTE) 29,853.8 28,346.5 27,735.8 26,793.2 25,544.8 24,737.0 5.3% 3.8% 

VR 25,014.9 23,318.7 22,485.5 21,429.3 20,551.2 20,161.1 7.3% 4.4% 

Non VR 2,808.0 3,072.9 3,444.7 3,677.2 3,477.3 3,227.8 -8.6% -2.7% 

GP Trainee 2,030.9 1,954.9 1,805.6 1,686.7 1,516.3 1,348.1 3.9% 8.5% 

GPFTE per 100,000 population 117.7 113.4 112.8 110.8 107.3 105.4 4.3 12.3 

Regional & remote GPFTE 7,618 7,394 7,289 7,130 6,859 6,623 3.0% 2.8% 

Regional & remote GPFTE per 100,000 
population 

108.1 105.8 105.2 103.6 100.4 97.5 2.3 10.6 

Female GPs (% ) 47.1% 46.2% 45.4% 44.7% 44.0% 43.5% 0.9% 3.6% 

Female GPFTE (%) 39.6% 38.9% 38.1% 37.2% 36.4% 35.4% 0.7% 4.2% 

Number of Services by GPs 167,350,574 161,494,178 157,462,372 152,595,608 147,271,659 141,931,603 3.6% 3.3% 

Number of Services by GPs per 
population 

6.6 6.5 6.4 6.3 6.2 6.0 0.1 0.6 

Number of Services by GPs to 
patients aged 65 years + 

50,143,359 47,904,147 45,957,132 43,783,318 41,741,198 40,032,600 4.7% 4.6% 

Number of Services by GPs per 
population aged 65 years + 

12.4 12.2 12.1 11.9 11.7 11.6 0.2 0.8 

Population ('000) 25,365.6 24,992.4 24,598.9 24,190.9 23,816.0 23,475.7 1.5% 1.6% 

Population aged 65 years + ('000) 4,038.2 3,915.0 3,794.8 3,672.3 3,554.3 3,442.1 3.1% 3.2% 

Population in regional & remote ('000) 7,045.2 6,989.3 6,927.1 6,879.1 6,834.0 6,793.6 0.8% 0.7% 

Table 7: GP Workforce Statistics 2014-2019 
Source: Primary Care GP Workforce Statistics Calendar Year
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Aggregate number of non-referred GP attendances under the MBS by MMM Remoteness 
Category (2006 to 2016) 
 

 

Figure 4 Aggregate number of non-referred attendances under MBS by MM 2006-2016 

 
GP registrars make a significant contribution to addressing clinical service delivery in regional, rural 
and remote areas. However, growth in number of non-referred services is also being driven by 
non-vocationally recognised doctors. 
 
The use of non-VR doctors is not cost effective or program effective. Non-VR doctors make a 
significant contribution to the GP workforce particularly in rural and remote areas but this may 
come at an increased cost to the health system, through higher MBS billing and diagnostic referral 
rates. The Regulatory Statement noted that “in 2016, non-VR doctors billed diagnostic procedures 
at almost twice the rate of VR GPs (94% more services billed) and made 30% more referrals 
(within their specific referral restrictions). In terms of growth, the non-VR GP cohort has grown 
most substantially.  
 
There is a workforce dimension to AGPT because GP registrars provide primary care services 
while participating in AGPT and GP registrars undertaking a recognised training placement can 
access the relevant GP items in the Medicare Benefits schedule. Community access to general 
practice services is further enhanced by AGPT’s requirement that GP registrars complete training 
placements in areas of workforce need, including outer metropolitan, rural and remote areas. GP 
registrars on the rural pathway must complete the majority of their training in rural and remote 
areas.  
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Chapter 2: AGPT Workforce Impact 
 
Executive summary 
 
There were 10 times more GP registrars in the Australian General Practice Training (AGPT) 
program in 2018 as compared to the RACGP Training Program in 1997, equating to 6.5 times 
more FTE weeks of training.  
 
In the last 10 years, the number of GP registrars per 100,000 of population has significantly 
increased. Western Australia, for example, has increased the number of registrars per 100,000 of 
population from 9.0 to 22.415. 
 
There has been a deliberate and successful strategy to reduce training numbers (heads and FTE 
weeks) away from MM1 into MM2-7 where medical workforce is needed. More than half of the total 
FTE training weeks delivered by the RTOs was in MM2-7 in 2019. 
 
Around 20% of the GP rural workforce are GP registrars. There continues to be a rise in rural 
pathway registrars nationally. 
 
The Regional Training Organisations (RTOs), through their regionalised networks, have been able 
to identify the elements that can positively affect the recruitment and retention of doctors in rural 
areas, and target the appropriate remuneration and incentives accordingly.  
 
What has worked successfully in terms of growing a rural GP workforce through training is based 
on recognition of the integrated nature of attraction and selection, quality education and training 
and, in turn, retention. 
 
Significant increase in GP registrars  
 

 
Table 8: Change in Training Activity from RACGP TP 1997 to AGPT 2018 
Source: RACGP TP data from The Way Forward Report16 and AGPT data from RIDE 

The number of training weeks in AGPT has dramatically increased since commencement of the 
program and contributed to a significant increase in working services provided by GP registrars 
throughout Australia. 
 

  

 
15 WAGPET data. 
16 General Practice Education. The Way Forward: Report of the Ministerial Review of GP Education and Training, 1998. 

Change in Training Activity
Heads FTE* FTE weeks Heads FTE weeks % Change Increase

National 471             1000 25,000           4,578        163,661      555% 6.5x

NSW ACT 161             303 7575 1,277        48,707         543% 6.4x
Victoria 102             218 5450 972             34,974         542% 6.4x
WA 58                105 2625 531             14,569         455% 5.6x
SA / NT 46                114 2850 608             19,645         589% 6.9x
Queensland 91                233 5825 1,064        42,265         626% 7.3x
Tasmania 13                27 675 126             3,501            419% 5.2x

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

1997 2018
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FTE weeks Training Distribution by RTO region of facility by MMM (excluding hospital training) 
 
 

MMM Training Year 
 

2016 2017 2018 2019 2020 (2) 

MM1 1413.6 1472.1 1527.4 1513.3 1525.8 

MM2 485.6 451.5 474.2 461.4 456.7 

MM3 410.7 419.3 435.7 405.6 399 

MM4-7 485.6 451.5 474.2 461.4 456.7 

Total MM1-7 2795.5 2794.4 2911.5 2841.7 2838.2 
Table 9: FTE training weeks MM1-7 2016-2020 
Source: RIDE Data17 

Looking at the number of GP registrars per 100,000 population per state: 
  

NSW/ACT VIC QLD SA WA TAS NT 

2009 
       

AGPT registrars (total) 764 543 474 184 201 73 77 

Number of registrars/100,000 
population 

10.3 10.0 10.8 11.3 9.0 14.5 34.3 

2018 
       

AGPT registrars (total) 1798 1059 1243 487 580 138 162 

Number of registrars/100,000 
population 

21.5 16.5 25.4 28.1 22.4 26.2 65.7 

% increase 2009-2018 108.7% 65.0% 135.2% 148.7% 148.9% 80.7% 91.5% 

Table 10: Number of GP registrars per 100,000 population per state 200918 and 201819 

 
Figure 5: Growth in number of AGPT registrars per 100,000 head of population per state 2009 and 2018  

 
17 AGPT Data Release Policy: This data is provided for analytical purposes only to assist in the planning for the transition of the AGPT 
program. Under no circumstances is this data to be published or otherwise released in its present form apart for that purpose and that is 
only to the RACGP, ACRRM and other RTOs. Release outside those organisations requires the approval of the AGPT Business Data 
Steward, Mr Dave McNally at dave.mcnally@health.gov.au. 
18 GPET Annual Report 2009 
19 Primary Care GP workforce statistics (by calendar year) 
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Training workforce distribution  
 
From 1995 to 2018 there has been a steady shift in terms of distribution of GP training, moving 
from metropolitan MMI to where the medical workforce is needed, in terms of providing services to 
rural and remote communities. 
 
GP registrars represent a significant part of the rural GP workforce 
 

Distribution MM1 MM2 MM3 MM4-7 Total 

1995 GP registrar numbers 702 76 119 179 1076 

% of total GP registrars 1995 63% 8% 12% 18%  

2018 GP registrar number 
(FTE weeks/52) 

1501 501 417 729 3147 

% of total GP registrars 2018 48% 16% 13% 23%  

% Change in distribution -24% 99% 10% 29%  

Table 11: GP Registrar numbers MM1-7 1995 compared to 2018  
Source: Way Forward Ministerial Review and RIDE data 

In 2019, 51% of the total FTE training weeks delivered by the RTOs was in MM2-7. 
 
There are 4,464 accredited GP training facilities and 581 training facilities for Aboriginal and Torres 
Strait Islander Health Training. 
 
Just over 40% of GP training facilities are in MM2-7 with nearly one third of these in MM4-7 (29%). 
Nearly 90% of Aboriginal and Torres Strait Islander Health Training facilities are in MM2-7, with 
nearly one third of these facilities located in MM4-7 (29.3%). 
 

Aboriginal Medical 
Service (AMS and non 

AMS) 
471 General Practice 4464 

MM1 51 MM1 2649 
MM2 49 MM2 504 
MM3 47 MM3 421 
MM4 37 MM4 264 
MM5 38 MM5 472 
MM6 63 MM6 94 
MM7 186 MM7 60 

Table 12: Aboriginal and Torres Strait Islander Health Training and GP facilities (2019)  
Source RIDE data 

RFDS 23 Specialty Practice 458 

MM1 1 MM1 268 
MM2 2 MM2 96 
MM3 3 MM3 55 
MM4 1 MM4 5 
MM5 - MM5 9 
MM6 6 MM6 18 
MM7 18 MM7 7 

Table 13: RFDS and Specialty Practice Training Facilities 2019  
Source RIDE data  
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Proportion of training undertaken  
by Modified Monash Model 

2016 2017 2018 2019 2020* 

MM1 46.3% 48.0% 48.0% 49.1% 50.1% 
MM2 15.9% 14.7% 14.9% 15.0% 15.0% 
MM3 13.5% 13.7% 13.7% 13.1% 13.1% 
MM4-7 24.1% 23.3% 23.1% 22.6% 21.7% 
% MM 2-7 54% 52% 52% 51% 50% 

*Training year 2020 is not complete, data is subject to change. 
 
Table 14: Proportion of GP training undertaken MM1-7 2016-2020  
Source RIDE data 

Self-reported data from the Minimum Dataset Report undertaken annually by the Rural Workforce 
Agencies highlights the significant contribution GP registrars make to the rural GP workforce20. For 
example, since 2009 the number of GP registrars in the rural WA workforce has more than 
doubled, from 41 (7.2% of the workforce) in 2009 to 115 (13.6%) in 201921. 2016 data from Rural 
Health Workforce Australia indicated that nearly one-fifth of the rural GP workforce (19.6%) 
comprised GP registrars in 201622. 
 
Rise of registrars on rural pathway 
 
There has been a progressive rise in GP registrars enrolled in the rural pathway over the last nine 
years23. 
 

 
Figure 6: Rural Pathway GP Registrars 2009-2018.  
Source Medical Education and Training Statistics and MRTP Reports 

 
20 Note: This data has been reported under the ASGC-RA classification and it will be important to monitor for changes with the move to 
the Modified Monash Model. 
21 Rural General Practice in Western Australia. Annual Workforce Update, November 2019. Rural Health West. Accessed at: 
https://ruralhealthwest01.blob.core.windows.net/www-production/docs/default-source/marketing/publications/annual-workforce-update-
november-30-2019-final_21072020_complete_lr.pdf?sfvrsn=2  
22 MDS Report 2016. Medical Practice in Rural and Remote Australia. National Minimum Data Set (MDS) Report at 30 November 2016. 
Accessed at: https://www.rwav.com.au/wp-content/uploads/2016-National-MDS-Report-30-November-2016.pdf  
23 MRTP Reports 15-19 and Medical Education Training Datasets 2016-2018 
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Figure 7 Rural Pathway GP Registrars -Growth by State 2009-2018 

  

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018
NSW/ACT 265 308 373 424 520 547 608 691 680 700
NT 46 51 55 59 73 79 119 169 162 147
QLD 204 249 333 393 520 558 669 746 725 712
SA 84 93 121 147 165 173 203 236 234 215
Tasmania 38 38 59 81 103 125 135 150 149 136
Victoria 253 306 334 376 452 475 494 549 531 530
WA 80 90 107 129 159 180 231 244 218 208
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Chapter 3: AGPT Return on Investment 
 
Executive summary 
 
The Commonwealth government makes a significant investment in each part of the training 
pipeline from medical school through to vocational training, for both GP and non-GP specialist 
training.  
 
There is currently, and unquestionably, a ‘leaky’ rural GP career pipeline however the leakage is 
not with vocational training. Once junior doctors join the Australian General Practice Training 
(AGPT) program there is strong evidence of success in translation to a GP career and, indeed, a 
rural GP career.  
 
The Fellowship rate from the AGPT program is in the high nineties as a percentage. It takes a GP 
registrar an average 3.3 years to Fellow. 
 
Of the Fellowed GP registrars that practise in a rural location, 74% are Australian Medical 
Graduates (AMGs). The most significant predictive factors for practising as a rural GP are focused 
around vocational training. 
 
Significant investment in the GP pipeline 
 
Commonwealth investment in the medical workforce training system is large and there are 
complex interconnections of funding and organisational channels spanning Commonwealth and 
state and territory governments, private and non-governmental agencies. 

 
Figure 8 Institutions involved in GP education and training pipeline 

The Australia’s Future Health Workforce Report - Doctors (2014)24 outlined the various elements in 
training to provide an indication of the costs: 
 
Level of training Cost per student per annum 
Professional entry (university) $31,358 (Commonwealth and individuals through 

deferred HECS payment) 
Commonwealth Intern Placement program $100,000 (Commonwealth) 
Prevocational General Practice Placement Program 
(PGPPP) 

$218,000 (Commonwealth) 

Australian General Practice Training Program $60,000 (Commonwealth) 
Specialist Training Program (STP) $120,000 (Commonwealth) 

Table 15: Costs of Training per Level of Training. Source: Australia’s Future Health Workforce-Doctors Report 

Since that time, PGPPP has ceased and a new Rural Junior Training Innovations Fund (RJDTIF) 
has commenced (Commonwealth internships merging into the RJDTIF) with 60 FTE places (240 

 
24 Australia’s Future Health Workforce-Doctors Report (2014). Accessed at: 
https://www1.health.gov.au/internet/main/publishing.nsf/Content/australias-future-health-workforce-doctors  
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rotations/year) and three funding rounds of $37.64 million in total (round 1 $13.6 million; round 2 
$18.6 million and round 3 $5.44 million)25.  
 
Professional entry (university) - Commonwealth cost per student is $36,563 (includes $1394 
clinical loading per student)26. 
 
There are 18 Rural Clinical Schools and 12 University Departments of Rural Health receiving $127 
million and $66.1 million respectively27. 
 
$95.4 million was provided to set up the train in the regions, stay in the regions program, including 
the Murray-Darling Medical Schools Network28. 
 
26 Regional Training Hubs have been established as part of the $225.0 million redirected in the 
MYEOFW 2015-16 ($131.2 million over four years to expand the Rural Health Multidisciplinary 
Training program and establish grants to private healthcare providers to support undergraduate 
medical places, and $93.8 million over four years to develop an integrated prevocational, 
postgraduate medical training pathway in rural and regional areas29. 
 
7 Rural Coordination Units have been set up to support the National Rural Generalist Pathway and 
100 additional RG training places. $62.2 million for the National Rural Generalist Training Pathway 
with $27 million to set up Rural Coordination Units30. 
 
$42.03 million has been invested in the five-year Fellowship Support Program - RACGP PEP and 
ACRRM IP. 
 
General practice training yields results 
 
AGPT plays a small role in the training pipeline and its primary and sole focus is on vocational GP 
training. AGPT, as delivered by the regional training organisations (RTOs), consistently addresses 
KPI targets of: 
 

• Annual intake quote filled 
• Future GP workforce 
• Workforce distribution 
• Registrar satisfaction 
• Aboriginal and Torres Strait Islander Health training 
• Quality assurance, data and information 

 
The average cost of an RCS FTE week is $1245 per week. The average cost of a FTE training 
week in AGPT is $811 per week31.  
 
Around 25% of RCS students express interest in becoming GPs32 and RCS experience does not 
seem to be a very strong predictive factor in determining practicing rurally as a GP post 
Fellowship33.  

 
25 Rural Junior Doctors Training Innovation Fund Guidelines. Accessed at: https://www.bulletpoint.com.au/rjdtif/  
26 Higher Education Loan Program: 2020 Allocation of units of study to funding clusters. Accessed at: https://www.dese.gov.au/help-
and-other-information/resources/2020-allocation-units-study-funding-clusters  
27 Evaluation of the Rural Health Multidisciplinary Training (RHMT) Program 2019-2020. Accessed at: 
https://www1.health.gov.au/internet/main/publishing.nsf/Content/rural-health-rhmt-evaluation  
28 Stronger Rural Health Strategy-The Murray-Darling Medical Schools Network. Accessed at: 
https://www1.health.gov.au/internet/main/publishing.nsf/Content/stronger-rural-health-strategy-the-murray-darling-medical-schools-
network  
29 Mi-year Economic and Fiscal Outlook 2015-16. December 2015. Accessed at:  
https://archive.budget.gov.au/2015-16/myefo/MYEFO_2015-16_Final.pdf  
30 Rural Coordination Units to support the National Rural Generalist Pathway. Accessed at: 
https://www.grants.gov.au/Go/Show?GoUuid=47f20173-d44e-8361-7b46-7a8be8eff001  
31 Analysis of the resources required to support best practice in GP training in Australia – Final report 4 August 2020 
32 FRAME Survey Studies. Accessed at: https://ausframe.org/publications-and-resources/  
33 GP Graduate Tracking Study Phase 1 Final Report (September 2020). Accessed at: https://www.wagpet.com.au/research-and-reports  
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The fellowship rate for AGPT is consistently high and in the case of some RTOs up to 97% Fellowship rate. The average length of time spent in 
training in AGPT is around 3.3 years in the case of RACGP registrars for example, with between 36-40% of training taking place in MM3-7.  
 
Doctors when they join AGPT graduate as GPs and if they have spent the majority of their training in terms of rural FTE weeks, they are much 
more likely to stay practising as rural GPs34. 

 
Figure 9: Commonwealth Investment in Medical Training from 2000-2020 

 
34 GP Graduate Tracking Study Phase 1 Final Report (September 2020). Accessed at: https://www.wagpet.com.au/research-and-reports 
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The rural GP career training pipeline is a leaky one, so it is important to ensure that we invest 
wisely within the pipeline where there is evidence of success and ensure that we work hard to ‘plug 
the leaks’ where possible: 

 
35 Figure 10: The Leaky rural GP career pipeline 

Medical graduates and conversion to rural GP 
 
There are 21 medical schools in Australia. Commonwealth funding is provided for the following 
medical student places: Commonwealth supported places (CSPs), Bonded Medical Places (BMPs) 
and Medical Rural Bonded Scholarship (MRBS) places. Non-Commonwealth supported places, 
including international and full-fee domestic places, do not attract Commonwealth support. 
 
There are three components to the funding provided by the Commonwealth: Commonwealth Grant 
Scheme public base funding, Commonwealth Grant Scheme medical student loading and student 
contributions. 
 
There are three components to the funding provided by the Commonwealth: Commonwealth Grant 
Scheme public base funding, Commonwealth Grant Scheme medical student loading and student 
contributions. In 2020, Commonwealth contribution amounts per students for medicine were 
$24,014 with maximum student contribution of $11,155. 36 37 38. There were 2908 Commonwealth 
Supported Places (CSPs) commencing in 2020, the same as in 2019. In total there were 2,908 
Commonwealth Supported Places (CSPs) commencing this year, the same as in 2019. There were 
43 more bonded places (to work in areas of workforce shortage) balanced by 43 fewer non-bonded 

 
35 GP Synergy briefing paper Oct 2020 
36 The 2014 Medical Deans operational benchmarking study found the average teaching expenses per student were $58,318 and the 

combined base Commonwealth Government and student contribution was $31,792 leaving a gap between expenses and funding on 

$26,526.36  
37 2020 Allocations of units of study to funding clusters. Department of Education, Skills and Employment. Australian Government. 

Accessed at: https://docs.education.gov.au/node/52911  
38 In addition to the public base funding contribution under the Commonwealth Grant Scheme, universities also receive a further payment 

known as ‘medical student loading’38. This payment is for the provision of funds to teaching hospitals that help deliver medical programs. 

The amount is per Commonwealth supported student per year, indexed annually (from $1,111 in 2007) and in 2017 the amount was 

$1,394 per student38. 
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places. Domestic medical students in a bonded scheme made up 26.9% of the total domestic 
commencements, compared with 25% in 2019. 39 
 
Looking at CSP places in 2020, this represents a Commonwealth investment of $69,832,712 as a 
base minimum. This does not include the ‘medical student loading’ payment per student per year 
for the provision of funds to teaching hospitals that help deliver medical programs. 
Each year final year medical students from all medical schools across Australia are surveyed as 
part of the Medical Schools Outcomes Database (MSOD). Information on career intentions and 
future practice location and specialty preferences is collected and helps inform in terms of future 
medical workforce40. 
 
First Preference 
specialty of future 
practice 

2015 2016 2017 2018 2019 

Adult medicine/ 
Internal medicine 

391 (19.8%) 428 (19.3%) 385 (18.5%) 415 (19.1%) 387 (19.9%) 

General practice 351 (17.8%) 356 (16.1%) 343 (16.5%) 334 (15.4%) 296 (15.2%) 

Surgery  303 (15.3%) 342 (15.4%) 343 (16.5%) 336 (15.5%) 269 (13.8%) 
Anaesthesia 160 (8.1%) 221 (10.0%) 226 (10.9%) 198 (9.1%) 214 (11.0%) 
Paediatrics and Child 
Health 

189 (9.6%) 219 (9.9%) 187 (9.0%) 204 (9.4%) 172 (8.9%) 

Table 16: First preference specialty of future practice amongst final year medical students 2015-2019.  
Source: Medical Schools Outcomes Database 

The percentage of final year students expressing a preference for a future career located outside 
of capital cities sat at just under 35% of respondents. Students with rural backgrounds were more 
likely to express a preference for future practice outside of a capital city. However only around 23% 
of respondents in the 2020 MSOD report considered themselves as coming from a rural 
background. 
 
Of the $69-70 million Commonwealth investment in CSP places in 2020, with only around 15% 
interest in GP, this may translate to only around 436 graduates becoming GPs in the future.  
 
If we are looking to increase the numbers of rural GPs, we have lots of work to do in terms of 
increasing the attractiveness of becoming a rural GP at a medical school level. 
 
The Commonwealth also invests heavily in terms of medical schools, particularly in terms of 
promoting rural education and training. Medical schools are required to have a minimum of 25% of 
CSP students from a rural background as part of the RHMT funding. Given that only 23% of 
respondents in the 2020 MSOD report identified themselves as coming from a rural background, 
this quota does not seem to always be met. 
 
In 2000 the Rural Clinical Schools program was launched. The RCS program aimed to enable 
medical students to undertake extended blocks of their clinical training in regional areas. In 2006 
COAG announced that 25% of all Commonwealth supported students were to undertake at least 
one year of their clinical training in rural and regional communities. 
 
There are 18 rural clinical schools (RCSs) and 12 university departments of rural health (URDHs). 
Rural placement duration is determined by each medical faculty. $127 million funding is provided to 
Rural Clinical Schools with an average cost per placement per week of $1245. $66.1 million is 
provided to the URDHs with an average cost of $953 per placement per week.  
 

 
39 Medical Deans Student Statistics Report 2019-2020. Accessed at: https://medicaldeans.org.au/md/2020/08/2020_MDANZ-Student-

Statistics-Report-1.pdf 
40 40 National Data Report 2020. 2015-2019 Data from final year students at Australian medical schools. Accessed at : 

https://medicaldeans.org.au/md/2020/08/2020-MSOD-National-Data-Report_2015-2019-Full-report.pdf 
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Independent evaluation of the Rural Health Multidisciplinary Training Program 41 noted that in 2018 
997 graduating medical students had completed a clinical placement of a year or more at an RCS 
and more than 2400 graduating medical students undertook short rural placements. There were 
6384 RCS rural placements (total of 95,651 placement weeks), 4757 of these placements were 
short placements (75%) and only 1627 were long placements (of at least twelve months duration). 
Three quarters of the long placements were in RA2 and two thirds of these long placements were 
in a hospital setting, indicating that there was limited exposure of RCS medical students to general 
practice, especially in RA3-7.  
 
So on top of the $69-70 million for CSP places, we also have $127 million provided to RCSs and 
$66.1 million to URDHs. RCS students are surveyed annually on a number of topics including 
preferred location of practice post-graduation and future career preferences42. Looking at data 
available from 2015, 2016 and 2018, RCS students seem to indicate a preferred choice for non-GP 
specialist careers, rather than general practice. There seems to be an increased trend to 
subspecialist careers growing from around 20.2% in 201443 to 32.5% in 2018. 
 
Most preferred career 
preference on exit from RCS 

2014 2015 2016 2018 

General Practice 184 (28.6%) 182 (28.3%) 167 (25.8%) 159 (24.2%) 
Generalist Specialist 307 (47.7%) 287 (44.6%) 253 (39.0%) 277 (42.1%) 
Sub specialist 130 (20.2%) 170 (26.4%) 222 (34.3%) 214 (32.5%) 

Table 17: Most preferred career choice on exit from RCS 2014-2018.  
Source FRAME Survey Reports 

The 2020 FRAME student report highlighted that around nearly one third of RCS students’ preferred 
location of practice was a capital city, followed by around 38% preferring to practise in a regional 
(RA2) setting44. 
 
 2011-16 2018 2019 

Capital city (RA1) 1277 (38.1%) 242 (36.8%) 220 (32.9%) 
Regional (RA2) 1194 (35.4%) 259 (39.4%) 252 (37.7%) 
Rural (RA3) 626 (18.7%) 116 (17.6%) 120 (17.9%) 
Small rural (RA4) 197 (5.8%) 29 (4.4%) 42 (6.6%) 
Remote (RA5) 47 (1.5%) 8 (1.2% ) 13 (1.9%) 

Table 18: Preferred location of practice on exit from RCS 2011-2019 
Source FRAME Survey Reports 
 
For an additional $127 million per year, there does seem to be a slight increase in interest in 
general practice but the 24.2% expressed interest in GP would equate to an additional 268 medical 
students interested in GP and a total of 704 possible future GPs in total. 
 
There are also 26 Regional Training Hubs45, established across Australia. They are a component 
of the Integrated Rural Training Pipeline for Medicine (IRTP) and have been implemented at 
existing Rural Health Multidisciplinary Training (RHMT) program sites. It is unclear how the 
Regional Training Hubs will contribute to increasing the numbers of doctors training to become 
rural GPs. 
 
  

 
41 Independent Evaluation of the Rural Health Multidisciplinary Training Program. Final report to the Commonwealth Department of 

Health May 2020. KBC Australia. Accessed at: 

https://www1.health.gov.au/internet/main/publishing.nsf/Content/6D694D865D7A1726CA2584E90077F238/$File/Final%20Report%20-

%20Rural%20Health%20Multidisciplinary%20Training%20(RHMT)%20Program%20-%20Evaluation.pdf  
42 FRAME Survey Reports. Note 2017 data not accessible at this site. https://www.ausframe.org/projects-reports-and-publications  

https://www.ausframe.org/projects-reports-and-publications 
44 2020 FRAME report. Accessed at: 
45 Regional Training Hubs. Accessed at: https://www1.health.gov.au/internet/main/publishing.nsf/Content/regional-training-hubs 
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Australian General Practice Training program – cost and conversion 
 
In 2013 of the 1,606 applicants, 901 were Australian Medical Graduates (AMGs) and 548 were 
International Medical Graduates (IMGs). Training numbers between 2016-2020 are as follows: 
 

Headcount of registrars who commenced training in their first year in the AGPT program 

 2016 2017 2018 2019 2020 
Australia 1206 1148 1052 1038 1026 
New Zealand 12 8 2 6 4 
Other 329 366 391 346 263 
Total 1547 1524 1445 1390 1293 
% Aus/NZ 79% 76% 73% 75% 80% 
% Non Aus/NZ 21% 24% 27% 25% 20% 

Table 19: Headcount of registrars commencing training in first year by country of origin 2016-2020. 
Source: RIDE data 

Training distribution by facility MMM (excluding hospital training) 
 
State MMM 2016 2017 2018 2019 2020 

Victoria MM1 280.1 293.7 306.1 310.2 293 
MM2 82.5 72.6 69.2 74.8 74.4 
MM3 99.2 94.6 96.8 93.5 86.8 
MM4-7 157.5 151.3 152.6 143.5 136.8 

Total VIC MM1-7 620.4 613.3 625.7 623 591.9 

NSW MM1 554.1 557 586.3 556.9 564.1 
MM2 12.2 14.7 13.9 15.2 18.8 
MM3 199.6 213.4 231.4 208.8 209 
MM4-7 182.2 177.8 187.2 176.3 168.9 

Total NSW MM1-7 949.3 964.3 1020.3 958.6 962.3 

Queensland MM1 278.2 278.6 293 275.9 279.9 
 MM2 248.7 231.2 248.3 242.2 230.1 
 MM3 25.3 23.8 28.4 31.8 28.4 
 MM4-7 184.5 204.1 207.6 194.3 180.6 

Total QLD MM1-7 738.1 739 778.5 745.5 720.2 

SA MM1 137.8 164.3 146.2 141.7 147.1 
MM2 7.2 6.8 6.9 5.4 5.4 
MM3 31.6 32.3 37.1 28.7 30.4 
MM4-7 93.5 81.1 83.7 76.9 60.7 

Total SA MM1-7 270.6 285.0 274.3 253.2 244 

TAS MM2 67.3 59.7 62.8 61 63.4 
MM3 16.8 18.1 11.1 12.3 11.3 
MM4-7 9.6 7.6 9.5 4.8 8.7 

Total TAS MM1-7 94.6 86.5 84.4 79.1 84.5 

NT MM2 52.0 48.6 52.9 41.5 38.5 
MM4-7 53.6 49.3 48.3 50.6 47.8 

Total NT MM1-7 106.6 99 102.2 93.1 87.2 

WA MM1 119.8 122.7 125.4 138.9 131.5 
MM2 78.1 69.6 67.0 70.5 70.4 
MM3 78.3 74.2 73.8 70.6 64.3 
MM4-7 99 101.2 97.3 92 85.9 

Total WA MM1-7 375.9 368.4 364.1 372.6 352.7 

TOTAL 
FACILITIES 

MM1-7 3053 3065 3179 3085 3048 

TOTAL MM3-7 
% MM 3-7 

 1230.7 
40.3% 

1228.8 
40.1% 

1264.8 
39.8% 

1184.1 
38.4% 

1119.6 
36.7% 

Table 20: AGPT Training Distribution by state, MM 1-7 2016-2020.  
Source: RIDE data 
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Between 2016 and 2020, 37-40% of AGPT training in GP terms takes place in MM3-7 locations 
(excluding hospital training). 
 
AGPT training, as delivered by the RTOs, has consistently had a Fellowship rate in the high 
nineties in terms of percentage rates. Since 2002, 10,500 AGPT registrars have achieved RACGP 
Fellowship and 391 registrars have become ACRRM Fellows. In the last five years (2016-2020) up 
to February 2020 there have been 4524 new Fellows graduated from AGPT: 
 
 2016 2017 2018 2019 2020 
RACGP 949 1078 1088 1204 19 
ACRRM 43 47 42 51 3 
Total 992 1125 1130 1255 22 

Table 21: AGPT Fellowship rate 2016-2020.  
Source: RIDE data 

Consistently AGPT has demonstrated not only successful distribution in terms of training service 
delivery in MM3-7 but also success in terms of in terms of predictive factors of graduates choosing 
to work in a rural location post-graduation: 
 

• 66% of rural background candidates were practising in a rural location post location. 
Commitment to rural general practice early in the GP career journey needs to be nurtured 
and supported longitudinally 

• 74% of graduates practising in a rural location were Australian Medical Graduates (AMGs). 
We want to ensure that AMGs are encouraged to consider GP as their speciality of choice, 
thereby increasing numbers of AMGs into GP training. 

• Only small numbers of doctors with Rural Clinical School experience are choosing GP 
training. Of those AGPT graduates with Rural Clinical School experience, less than half 
(49%) were practising in a rural location post Fellowship. 

• Rural bonding was not a significant predictor of rural location post-graduation. 
• The most significant predictive factors for practising as a rural GP post Fellowship seemed 

to focus around vocational training and included: 
o Time spent in rural training experience. For every 10 week increase in rural AGPT 

FTE weeks there is 18% more likelihood of AGPT graduates working rurally 
o Graduates tend to work in the same ASGS code in which they completed the 

majority of their training. If we want more GPs working in MM3-7 for example, we 
need to provide more training opportunities for GP registrars to work and train in 
these areas 

o Registrars undertaking and committing to advanced skills training are more likely to 
work rurally post-graduation. We cannot limit the opportunities to undertake 
advanced skills training to only those registrars who are enrolled in a particular 
pathway (such as RG). 
 

The overall proportion of graduates working rurally remains quite stable over time. Nearly one third 
of AGPT graduates chose and remain in a rural area long term. 
 
In terms of doctors enrolling in AGPT, from 2016-2020, the PGY status of doctors enrolling in 
AGPT is as follows: 
 
 2016 2017 2018 2019 2020 
Enrolled in AGPT 1547 1524 1445 1390 1293 
PGY2 359 (23.2%) 370 (24.2%) 280 (19.4%) 225 (16.2%) 203 (15.7%) 
PGY3 388 (25.1%) 308 (20.2%) 261 (18.1%) 242 (17.4%) 234 (18.1%) 
PGY4 192 (12.4%)  166 (10.8%) 177 (12.2%) 202 (14.5%) 223 (17.2%) 
PGY5 125 (8.1%) 125 (8.2%) 152 (10.5%) 123 (8.8%) 138 (10.6%) 
PGY6 78 (5.0%) 89 (5.8%) 77 (5.3%) 99 (6.3%) 106 (8.2%) 
PGY7+ 405 (26.2%) 466 (30.6%) 498 (34.5%) 499 (35.9%) 389 (30.1%) 

Table 22: PGY level of doctors enrolling in AGPT 2016-2020.  
Source: RIDE data 
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Unlike in 2016 when nearly half of the cohort enrolled in AGPT were PGY2-3 (48.3%), the numbers 
of PGY2-3 has been gradually reducing and in 2020 make up only 33.8% of the enrolling doctors.  
 
Over 30% of the total enrolment cohort are PGY7+. We cannot afford to continue losing potential 
GPs along the leaky training pipeline, investing heavily in areas which may not translate into the 
outcomes we want in terms of rural GPs. 
  
The rural GP training pipeline is leaking and there is work to be done. But the vocational training 
pipeline is working well, producing rural GPs from those graduates who finally make their way to 
GP training. 
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Chapter 4: Medical school graduates and conversion to general practice 
 
Executive summary 
 
Australian medical schools produce on average 3,300 graduates per year. There is vast potential 
to drive these graduates into a general practice career. 
 
Recent studies have highlighted that a well-timed GP experience is pivotal to specialty decision 
making. Further, much of the research points to positive exposure to GP early. 
 
In Australia, we have more work to do to ensure we are producing a growing GP workforce, 
starting from evaluating how well we are doing from medical school entry through to speciality 
training and beyond. 
 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

1,287 1,320 1,335 1,544 1,738 1,915 2,259 2,420 2,777 2,944 2,968 4,155 3,085 3,025 3,197 3,118 

Table 23: Australian domestic medical school graduates 2004-2019.  
Source: Data from Medical Education and Training Dataset and Medical Training Review Reports 

 
Figure 11: Growth in domestic medical graduates 2004-2019.  
Source: Data from Medical Education and Training Dataset and Medical Training Review Reports 

University  2010 2011 2012 2013 2014 2015 2016 2017 
Australian National University (ANU) 83 75 87 85 87 78 89 79 

Bond University (QLD) 74 81 69 85 78 78 91 95 

Deakin University - 109 123 136 115 128 125 115 

Flinders University 102 109 113 111 110 124 124 141 

Griffith University 151 133 150 144 138 1241 144 132 

James Cook University 94 88 92 136 160 149 166 160 

Melbourne University 212 234 231 240 297 286 289 296 

Monash University 181 219 290 297 244 344 333 290 

New England/Newcastle Universities 104 70 140 147 171 178 167 155 

Notre Dame University, Fremantle 86 98 104 114 95 85 112 94 

Notre Dame University, Sydney - 103 106 107 109 110 123 111 

The University of Adelaide 94 97 111 127 137 146 142 171 

The University of Queensland 332 290 307 314 311 302 285 320 
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University  2010 2011 2012 2013 2014 2015 2016 2017 
The University of Sydney 221 222 237 231 256 222 220 236 

The University of Wollongong 63 67 66 72 73 75 70 66 

University of New South Wales 166 186 198 203 219 226 196 199 

University of Tasmania 89 67 97 104 85 81 81 82 

University of Western Australia 207 172 165 183 179 198 216 193 

University of Western Sydney - - 91 108 104 104 112 90 

Total domestic Medical Graduates 2259 2420 2777 2944 2968 4155 3085 3025 

Table 24: Table 24 Australian Medical Graduates per year by medical school 2010-2017.  
Source: Data from Medical Education and Training Dataset and Medical Training Review Reports 

 
Figure 12 Percentage of 2013-2017 graduates from Australian medical schools entering GP training 2016-2020.  
Source: RIDE data46 

In terms of medical student interest in becoming a GP, the percentage of final year medical 
students expressing interest in GP as a future career slowly increased from 2010-2012, jumping to 
17% in 2013 and its highest peak in terms of percentage in 2015. 
 
Internationally the percentage of medical graduates entering GP, varies from around 8% to 36%. 
 
  

 
46 RIDE data from Department of Health, as at the 30th September 2020. The data is provided for analytical purposes to assist in the 
planning for the transition of the RACGP program. This data is not to be published. Release of this data requires the approval of the 
AGPT Business Data Steward, Mr Dave McNally at dave.mcnally@health.gov.au 
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Unfortunately, from 2016 onwards interest seems to be on the decline.  
  

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 

Final year medical 
student interest in GP  
(MSOD reports) 

218 
12.3% 

282 
12.5% 

370 
14.7% 

469 
17.0% 

392 
16.1% 

351 
17.8% 

356 
16.1% 

343 
16.5% 

334 
15.4% 

296 
15.2% 

Table 25 Final year medical student interest in General Practice. Data from Medical Student Outcome Database Reports 

 

 
Figure 13: Final year Medical Student Interest in general Practice 2010-2019.  

A study of Western Australian medical graduates in 202047 showed a decline in entry into general 
practice from 1985-87 to 2004-07 accompanied by an increase in the proportion of graduates with 
general registration status alone. 
 
There has been a continuing trend showing that prevocational doctors are waiting longer to enter 
GP training.  
 
 2016 2017 2018 2019 2020 
PGY2 365 (23%) 380 (23%) 282 (19%) 228 (15%) 211 (15%) 

PGY3 404 (25%) 330 (2%) 268 (18%) 250 (17%) 244 (18%) 

PGY4 200 (12%) 179 (11%) 183 (12%) 213 (14%) 234 (17%) 

PGY5 131 (8%) 139 (9%) 160 (11%) 135 (9%) 149 (11%) 

PGY6 81 (5%) 97 (6%) 79 (5%) 106 (7%) 116 (8%) 

PGY7+  410 (27%) 473 (31%) 501 (36%) 524 (37%) 410 (31%) 

Table 26: Post Graduate Year at time of acceptance of AGPT placement 2016-2020.  
Source: RIDE data 

This is consistent with international evidence. In the UK, there has been a continuing trend 
showing a decline in the number of FY2 doctors moving directly from the Foundation Programme 
into specialty training48. 
 
 

 2017 2016 2015 2014 2013 2012 2011 
Directly into speciality training 42.6% 50.4% 52.0% 58.8% 64.4% 67.0% 71.3% 

Table 27 Number of FY2 doctors moving directly from the Foundation Programme into specialty training. Wass Report 
2016.  
Source: Wass Report 

 
47 Playford D, May JA, Ngo H, Puddey IB. Decline in new medical graduates registered as general practitioners. Med J Aust 2020; 212 

(9): 421-422. Accessed at: https://www.mja.com.au/journal/2020/212/9/decline-new-medical-graduates-registered-general-practitioners  
48Wass VL, Gregory S, Petty-Spahon K. By choice — not by chance: supporting medical students towards future careers in general 
practice 2016 https://www.hee.nhs.uk/sites/default/files/documents/By%20choice%20-%20not%20by%20chance%20PDF.pdf  
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Data from the UK Foundations Programme Career Destinations Report 49 showed that 90% of FY 
doctors who took a career break between FY2 and specialty training are back in training 4 years 
after completion of their Foundation Programme training. 
 
The four most influential factors for career intention for medical graduates are: ‘atmosphere/ work 
culture’, ‘alignment with personal values’, ‘experience of specialty as a medical student’, and 
‘intellectual content of the specialty’50. A UK taskforce in 201651 identified three major issues 
affecting medical students experiences of general practice:  

• Professional tribalism leading them to perceive primary care of “lower status” 
• Low general practice morale leading to negativism within the profession itself. The 

diminishing academic status and visibility of primary care across universities meant that 
students perceived that general practice failed to offer variety of academic challenge 

• Tensions around financing undergraduate education and lack of equity of reimbursement 
for teaching impeded students was at odds with the increasing trend for patients to be 
cared for in the community and students being able to follow them and learn. 

 
There is wide variation in the eventual percentages of each medical school graduate year enrolling 
for GP training52. Nearly 50% of University of Wollongong graduates enter GP training but only 
27% of those from University of Melbourne. Unlike the UK, Australian medical schools do not 
publish their graduates’ careers destinations annually.  
 
The Department of Health holds data for university of origin for doctors entering the Australian 
General Practice Training program. To have this data available annually would be valuable so that 
trends in terms of entry into specialist training, including general practice, could be tracked and 
provide greater insight into how to plan training capacity and medical workforce planning. 
 
AGPT applications and eligible places 
 
In 2015, 300 additional GP training places were announced as part of the 2014 Budget, increasing 
the number of AGPT places from 1,200 to 1,500. Applications to AGPT continue to exceed the 
number of places but there has been a gradual decline in application numbers from 2016 onwards. 
This has been mirrored by a decrease in acceptances into the program, which peaked at 1544 in 
2016 and now sits at 1,329 in 2020.  
 

 
2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 

Places available 700 900 1000 1200 1200 1200 1500 1500 1500 1500 1500 1500 

Applications 832 1010 1235 1427 1606 2026 2458 2318 2245 1962 1776 1908 
Intake 684 814 918 1006 1152 1222 1529 1544 1524 1446 1437 1329 

Table 28: AGPT places, applications and intake AGPT program 2009-2020. 
Source: Data from GPET Annual Reports and RTO data 

From the inception of AGPT in 2002 there has been a steady increase in the annual intake and the 
applications to GP training. It is important to maintain the momentum in terms of interest in GP 
training and this requires confidence in the training system and ongoing stability.  
 

 
  

 
49 UK Foundation Programme. Career Destinations Report 2017. Accessed at: https://www.bfwh.nhs.uk/onehr/wp-

content/uploads/2018/07/Career-Destinations-Report-2017.pdf  
50 Medical Schools Outcomes Database (MSOD) report. Accessed at: https://medicaldeans.org.au/data/medical-schools-outcomes-

database-reports/  
51 By Choice and Not by Chance: Supporting medical students towards future careers in general practice. 2016 
52 Gill G, Shiu B, Yates A. Did medical school factors influence entry of Australian medical graduates into AGPT training in 2011-2016? 

RACGP, GP16 Conference presentation, 2016).  
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Graduation Year 2009* 2010 2011 2012 2013 2014 2015 2016 2017 2018 
Domestic graduates 1915 2259 2420 2777 2944 2968 4155 3085 3025 3197 

AGPT acceptances 436 581 769 973 1281 1129 1010 766 472 211 

% of domestic 
graduates by 
graduation year 
accepted places in 
AGPT 

23% 26% 32% 35% 44% 38% 24% 25% 16% 7% 

*or earlier graduation years 

 

Table 29: Number of Domestic medical school graduates per year, AGPT acceptances and percentage of domestic 
graduates by graduation year accepted places in AGPT 2009-2018.  
Source: Data from Medical Education and Training Datasets, Medical Training Review Reports, GPET and RTO data 

 
Figure 14: Medical school graduation year and number entering GP training, 2009-2018. Source: RIDE data and RTO 
data 

Whilst the optimal ratio of primary care to specialty care doctors has not been determined, there is 
evidence worldwide that health care systems with a strong primary health care system function 
optimally. It has been suggested that a system in which at least half of its specialists are primary 
care doctors provides better health outcomes at lower cost53.  
 
Recent studies have highlighted that a well-timed GP experience is pivotal to specialty decision 
making. Factors such as how much attachment time in general practice, medical school curriculum 
or university length of time from graduation to entry into specialty training do not seem to make 
much difference in terms of preference for GP as a specialty career.  
 
A mixed method study in South Australia looked at the perceptions of rural general practice and 
general practice in comparison to other specialties and the factors that influence career decision-
making for medical students, prevocational and vocational doctors54.  
 
  

 
53 WONCA Rural Medical Education Guidebook, chapter 1.2.6 Health Outcomes and the balance of primary care physicians vs 

specialists  
54 Medical Specialty Decision Making Study. Final Report 2020. Accessed at: https://gpex.com.au/wp-content/uploads/2020/03/MSDM-

Final-Report_29_Jan_2020.docx_compressed.pdf  
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A similar study was also undertaken in Western Australia55. Several opportunities have been 
identified to promote rural general practice including: 
 

• Need for flexible working arrangements including job 
• Promotion of rural general practice early in medical school 
• Increase opportunities for and enhance quality of early general practice experiences 
• Improve information regarding remuneration. 

 
The 2016 ‘Wass Report’, By Choice and not by Chance, provided a series of recommendations to 
address key issues influencing medical graduates’ career preference for general practice. Some 
innovative models were also discussed including creation of ‘pipelines’ of students from different 
health professions into GP practices whilst making networks of practices responsible for ‘bundles’ 
of undergraduate learners. Such an approach acted to increase opportunities for inter-professional 
and near peer learning whilst guaranteeing an income stream for education activities for practices. 
(Darzi project). 
 
The House of Commons Health Committee; Primary Care HC 408 statement “Medical schools 
should recognise that they have a responsibility to patients to educate and prepare half of all the 
graduates for careers in general practice. Much greater emphasis should be placed on the 
teaching and promotion of general practice as a career that is as professionally and intellectually 
rewarding as any other specialism. Those medical schools who do not adequately teach primary 
care as a subject or fall behind in the number of graduates choosing GP training should be held to 
account by the General Medical Council”. 
 
In Australia, we have much work to do to ensure we are producing a vibrant, growing GP 
workforce, starting from evaluating how well we are doing from medical school entry through to 
speciality training and beyond. 
 
 
  

 
55 Doctors in Vocational Training in WA. 2020. Accessed at: https://www.wagpet.com.au/about/research-and-publications  
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Chapter 5: Prevocational GP Training 
 
Executive summary 

There have been several programs established by the Commonwealth government to funnel pre-
vocational doctors into a general practice career. The Prevocational General Practice Placements 
Program (PGPPP) was one such program. 
 
There are several inaccurate accounts of the success of conversion of PGPPP to the AGPT 
program. Conversion was much higher than published reports would have readers believe at the 
time. This chapter looks at those reports and more recent data from WAGPET and GP Synergy to 
provide a more accurate picture. Further this paper demonstrates how PGPPP built up cost 
efficiencies over time.  
 
PGPPP’s synergistic approach of utilising the vocational training infrastructure established for 
AGPT delivery in a coordinated approach has successfully linked prevocational training to 
vocational training. 
 
PGPPP demonstrated that prevocational training could provide successful conversion to a well-
trained GP workforce where it is needed.  
 
Newer prevocational training programs in general practice can only emulate the success of 
PGPPP if they are based on the same strong training foundations as their PGPPP successor. 
Otherwise they run the risk of compromising safety and quality in education and training as well as 
clinical care, deterring rather than encouraging junior doctors to become future GPs. 
 

Cost and conversion  

There have been a number of programs targeting prevocational trainees, aimed at increasing their 
experience in general practice. This is especially important, given the increased numbers of 
medical graduates, with flow-on effects throughout the system. 
 
The 2010 Review of the Medicare Provider Number Legislation56 stated that “stresses on the 
medical training system highlight a need for good monitoring data on training capacity, and a 
coordinated approach to medical workforce planning and training”. 
 
The Prevocational General Practice Placements Program (PGPPP) was one of three major 
programs established by the Commonwealth Government: the Specialist Training Program; the 
Australian General Practice Training Program (AGPT) and PGPPP.  
 
PGPPP ran from 2004-2014 and was ceased, on the grounds that it was a costly program with a 
conversion rate of only 25% of PGPPP doctors joining AGPT. This is not an accurate reflection of 
either the cost or conversion of PGPPP. 
 
There have been newer programs established to manage the increasing numbers of medical 
graduates and to expand prevocational training into non-traditional settings such as private 
hospitals and community based settings, including general practice. These programs have mainly 
targeted internship (PGY1) training and have included the Commonwealth Medical Internship 
Program (aimed to expand internship training for non-CSP supported graduates) and smaller pilot 
programs such as the Murray to the Mountains intern training program.  
 

 
56 Report on the 2010 Review of the Medicare Provider Number Legislation. Accessed at: 

https://www1.health.gov.au/internet/publications/publishing.nsf/Content/work-report-review-medicare-provider-number-legislation-

toc~work-report-review-medicare-provider-number-legislation-chap-six  
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The most recent prevocational training programs arise out of the Rural Junior Doctor Training 
Innovation Fund and include the Junior Doctor Training - Private Hospital Stream and the Junior 
Doctor Training - Rural Primary Care Stream.  
 
All of these post PGPPP programs are not PGPPP and should not be compared to the original 
PGPPP, either in terms of cost, supervision and training standards and outcomes. 
  
There are currently two national Commonwealth funded programs that prevocational doctors can 
enrol in to work in general practice settings: 
 

• Junior Doctor Training-Rural Primary Stream 
• More Doctors for Rural Australia Program (MDRAP) 

 
A number of smaller state-based prevocational programs are also in place, examples of which 
include the Murray to the Mountains program, East Gippsland Community Internship Program and 
the Tasmanian Intern Program. Funding for programs such as the Tasmanian Intern Program, for 
example, derive from the Rural Junior Doctor Training Innovation Fund and form part of the Junior 
Doctor Training-Primary Stream. The Community Residencies Program in WA, as developed 
under the previous PGPPP continues to run, via state-based funding and governance, as an 
integrated program, delivered in partnership by the Regional Training Organisation WAGPET, 
PMCWA, WA Health and WACHS. 
 
The Junior Doctor Training - Primary Stream and MDRAP are not PGPPP and have marked 
differences to each other and to PGPPP in terms of the safety and quality frameworks 
underpinning the programs, the purpose of the program and proposed outcomes.  
 
It may not be immediately evident to the junior doctor, patients and the community what the 
differences are in terms of governance, accreditation standards, training and supervision when 
comparing each program to another. It is important that patients, communities and junior doctors 
are kept safe and quality supervision and training is being delivered and each of these programs 
needs to be measured through the safety and quality lens.  
 
The table below highlights some of the key differences between PGPPP, Junior Doctor Training-
Primary Stream programs and MDRAP. In the case of Junior Doctor Training-Primary Stream, two 
state-based programs (Tasmanian Intern Program-Ochre Health and East Gippsland Community 
Intern Program) are used as examples. 
 
 PGPPP Junior Doctor Training-

Rural Primary Stream 
 

More Doctors for Rural 
Australia Program 
(MDRAP)57 

Implementation Implemented as part of 
Bringing more graduate 
doctors to outer 
metropolitan, regional, 
rural and remote areas 
(2003). Initially ran by 
RACGP and ACRRM and 
responsibility transferred to 
GPET in 2010. 

Implemented as part of 
Stronger Rural Health 
Strategy (2019) 
 
Builds on consolidated 
programs: Commonwealth 
Medical Internships, Junior 
Medical Officer Program 
and Rural Junior Doctor 
Training Innovations Fund 
 
Administered by 
organisations with 
infrastructure to support 
junior doctor training (see 
Appendix) 

Implemented in 2019 as 
part of Stronger Rural 
Health Strategy 
 
Administered by Rural 
Workforce Agencies 

 
57 More Doctors For Rural Australia (MDRAP) Guidelines. Accessed at: https://www.health.gov.au/resources/publications/more-doctors-

for-rural-australia-program-guidelines 
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 PGPPP Junior Doctor Training-
Rural Primary Stream 
 

More Doctors for Rural 
Australia Program 
(MDRAP)57 

Funding Commonwealth funded 
 
Average expenditure per 
FTE week PGPPP $4140. 
58Average cost per rotation 
(10-12 week rotation) 
$41400- 49680 per rotation 

Commonwealth funded 
 
Cost per rotation PGY1- 
$35000-42000 per rotation 
Cost per rotation PGY2- 
$45000- 52000 per rotation 

Commonwealth funded 
 
Funding for MDRAP 
Support Package 
$72410000 2019/20-
2022/2359 
 
Grant funding for each 
RWA across financial 
years 2019/20-2020/21 
range between 
$305,417(NT) -9,984,610 
(NSW Rural Doctors 
Network) 
 
Practice payments for 
supervision and support up 
to $30,000 per FTE per 
annum for each MDRAP 
doctor 
 
Education subsidy up to 
$500 per MDRAP doctor 
one-off payment 
 

Governance Managed by ACRRM and 
RACGP with oversight by 
National Advisory 
Committee on behalf of 
Commonwealth 
Government until 
December 2009 
 
Management transferred to 
GPET in 2010 until 
program ceased in 2014  
 
Program delivered by 
Regional Training 
Providers 
 

 Rural Workforce Agencies 
have delegated authority 
as the Specified Body to 
administer MDRAP on 
behalf of Department of 
Health 

Accreditation Training facility needed to 
carry required level of 
facility accreditation60 61 
• relevant Postgraduate 

Medical Education 
Council accreditation for 
intern placements 

• Relevant state/territory 
Medical Education for 
PGY2+ placements  

• professional College 
accreditation (RACGP 

Training facility needs to 
carry required level of 
facility accreditation 
• relevant Postgraduate 

Medical Education 
Council accreditation 
for intern placements  

 
Placements based in 
MMM2-7 locations: GP 
practices or Aboriginal 
Community Controlled 
Health Services 

Training facility does not 
need to carry facility 
accreditation 
 
MDRAP placements 
location specific 
• District of Workforce 

Shortage, and 
• MMM2-7, or 
• AMS 
 

 
58 Auditor-General Audit Report No 34. General Practice Education and Training Limited (2010-11). Accessed at: 

https://www.anao.gov.au/sites/default/files/ANAO_Report_2010-2011_34.pdf  
59 More Doctors for Rural Australia Program Support Package Grant Opportunity Guidelines G03109. Accessed at: 

https://www.grants.gov.au/Go/ViewDocuments?GoUuid=98cc0359-956e-9142-d866-152837b0603e  
60 PGPPP Provider Guidelines 2010 
61 PGPPP Practice Guidelines 2010 
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 PGPPP Junior Doctor Training-
Rural Primary Stream 
 

More Doctors for Rural 
Australia Program 
(MDRAP)57 

and/or ACRRM 
Prevocational Training 
Standards)62 

 
Placements included outer 
metropolitan, regional, 
rural and remote 
locations63 
 

Supervision 
and Training 

One external clinical 
teaching visit per rotation 
 
Supervision for 100% of 
the time.  
 
Junior doctors to see no 
more than 4 patients per 
hour 

Supervision for PGY1- 
100% of the time.  
 
Parallel consulting method 
often utilised. 
 
Education program mixed 
model of supervised 
practice and integrated 
training 

Junior Doctors PGY3-5 
work under level 1 
supervision (AHPRA) for 
one month FTE,  
then if supervisor 
determines doctor 
demonstrates required 
competency, work under 
level 2 supervision for 
minimum period 5 months 
 
Up to 2 years (FTE) in 
MDRAP  
 
May seek extension (total 
time 4 years) 

Education Dedicated minimum one 
hour per week formal 
teaching in the practice 
Formal education program 
in line with AJDCF 
 

Education program in line 
with AJDCF 

Must complete foundation 
GP training modules 
provided by RACGP or 
ACRRM within 6 months of 
commencing MDRAP 

Medicare and 
Legislation 

3GA program which meant 
eligible participants (PGY2 
and above) could access 
items in the Medicare 
Benefits Schedule similar 
to GP registrars 

Not a 3GA program. Junior 
doctors cannot access 
items in the Medicare 
Benefits Schedule 

3GA program which means 
participants can access 
items in the Medicare 
Benefits Schedule for 
medical practitioners 
(Groups A7, A2 and some 
A11) 

Table 30: Comparison of PGPPP, Junior Doctor Training-Rural Primary Care Stream and MDRAP 

PGPPP, as administered by GPET and delivered by the Regional Training Providers (RTPs), 
utilised the vocational training infrastructure established for AGPT delivery in a coordinated 
approach to linking prevocational training to vocational training. 
 
The costs per rotation of the Junior Doctor Training - Rural Primary Stream rotations are more 
expensive than PGPPP as administered by GPET and delivered by the Regional Training 
Providers. There is also not the opportunity for practices to offset costs of teaching through 
Medicare billings as the junior doctors are not able to access Medicare rebatable services under 
this new program. 
 
Many of the training facilities where these junior doctors will be training are in already accredited 
AGPT locations but the already established RTO training infrastructure is not being utilised in 
delivery of the newer prevocational training programs that have replaced PGPPP.  
 

 
62 RACGP Prevocational Training Standards 2011. 
63 In 2013, 50% of PGPPP placements were in RA2-3, 14% in RA4-5, 35% RA1 (outer metropolitan). GPET Annual Report 2014. 
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The PGPPP was a program designed to encourage junior doctors to take up general practice as a 
career and enhance their understanding of the integration between primary and secondary care. 
Placements were available in all locations, with a requirement that 50% of placements occur in 
rural and remote areas64 65 . 
 
General practice placements in the program commenced in January 2005 and the number of 
completed supervised placements increased progressively from 111 in 2005-6 to 910 placements 
in 2011. 
 

 
Figure 15: PGPPP Placements per year 2004-2015. Source: GPET annual reports 

 

 
Figure 16: Growth in placements PGPPP, AGPT and RVTS 2004-2018.  
Source: GPET annual reports, Medical Education and Training Reports and data sets, and RTO data 

 

 
64 In 2011 the requirement for placements to be in rural areas increased to 85% but this was then reduced in subsequent years to 50% 

to align with the AGPT rural quota requirement 
65 Martin A, Laurence C, Black L, Mugford, B. General practice placements for pre-registration junior doctors: Adding value to intern 

education and training. MJA 2007: 186 (7): 346-349 
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The average expenditure by RTPs per FTE placement week in the PGPPP program fell as the 
program became more efficient, whereby more training was being delivered for each dollar spent. 
66 67 68 

 
Table 31: Average expenditure PGPPP placements per FTE placement week 2010-2013.  
Source GPET annual reports 

In the case of WA, for example, the cost per rotation was on average around $ 34,800 per rotation 
(2015). The table below illustrates the financial statements for PGPPP and Community Residency 
Program 2007-2015. 
 
WAGPET – PGPPP and Community Residencies Program, FTE weeks, grant funding and average 
cost for rotation and FTE weeks 
 

 2015 2014 2013 2012 2011 2010 2009 2008 2007 
Grant funding 
per FTE week 

$3,879 $3,879 $3,987 $3,987 $3,985 $3,362 $3,456 $3,456  

Rotations 
delivered 

92 116 115 80 61 35 23 31 4 
 

Average cost 
per rotation by 
year (5) 

$34,838 $39,578 $42,184 $43,400 $41,039 $35,038 $40,869 $26,351 $29,412 

FTE weeks 
delivered 

885 1111 1113 778 606 349 259 356 42 

Average cost 
per week 

$,3662 $4,134 $4,359 $4,466 $4,130 $3,514 $3,629 $2,295 $2,801 

Table 32 PGPPP and Community Residencies Program, FTE weeks, grant funding and average cost for rotation and 
FTE weeks.  
Source: WAGPET data 

The training infrastructure required to support a junior doctor in Tennant Creek (MM7) will be vastly 
different to the training infrastructure required to support a junior doctor in Mandurah (MM1) for 
example. Averaging of costs may not necessarily describe the full picture. However, it does 
illustrate the efficiencies in the PGPPP developed over time by the RTPs utilising the infrastructure 
already established for delivery of AGPT. These efficiencies also extended to streamlining key 
processes such as accreditation and education requirements, minimising the impost on training 
practices and supervisors in terms of administrative processes.  
 
In 2010 a cost benefits analysis article was published in MJA outlining the Cost – Benefit to 
Practice of Teaching Medical Students, PGPPP doctors, AGPT registrars (2010)69. 
  

 
66 GPET Annual Report 2013-14.  
67 Pearce R, Laurence C, Black L, Stocks N. The challenges of teaching in a general practice setting. MJA 2007; 187(2): 129-32 
68 Laurence C, Black L, Karnon J, Briggs N. To teach or not to teach? A cost benefit analysis of teaching in private general practice. Med 

J Aust 2010;193:608–13. 
69 Laurence C, Black L, Karnon J, Briggs N. To teach or not to teach? A cost benefit analysis of teaching in private general practice. Med 

J Aust 2010;193:608–13. https://www.mja.com.au/journal/2010/193/10/teach-or-not-teach-cost-benefit-analysis-teaching-private-

general-practice  



 

Page 37 of 88 

 Final Year 
Medical 
Student 

PGPPP PGY1 PGPPP PGY2+ AGPT Basic 
Registrar 

AGPT 
Advanced 
Registrar 

Net Financial 
Outcomes 

-$630 $484 $224 $206 $173 

Table 33: Cost-Benefit to practice of teaching medical students, PGPPP and AGPT registrars 2010 

PGPPP as a 3GA training program meant that junior doctors PGY2 and above were granted 
access to Medicare items leading to relative financial benefit outcomes for practices.  
 
The implementation of PGPPP, as delivered by the RTOs was regionally and contextually 
responsive. In Western Australia, for example, PGPPP was used to enable composite positions, 
meaning that junior doctors could spend 50% of their time in a local or rural hospital and 50% in a 
community placement. This reflected the way, many rural GPs, work across both the hospital and 
community setting.  
 
A report undertaken by HealthFix Consulting, evaluating the WA Community Residencies Program 
in 2015, highlighted a high level of satisfaction with the program by junior doctors. 40% of the 
doctors who had undertaken a Community Residencies placement were currently enrolled in 
AGPT (in 2016)70. 
 
Conversion PGPPP to GP training 

The Mason Review of Australian Government Health Workforce Programs (2013)71 stated that only 
25% of doctors (171 of the 692 in 2012) who had undertaken a PGPPP placement later accepted a 
place in the AGPT program. This does not provide an accurate picture of PGPPP in terms of 
attraction to GP, retention and in turn return on investment.  
 
A PGPPP report undertaken by GP Synergy72 demonstrated that 60% of those trainees that 
completed a PGPPP rotation have ended up joining the AGPT program. The study looked at the 
number of PGPPP trainees that entered the AGPT program in NSW/ACT following their 
participation in the program. 
 
PGPPP Host RTP Number of Trainees Number Who Joined 

AGPT 
% Retention into 
AGPT 

GP Synergy* 225 148 66% 

Valley 2 Coast  60 46 77% 

North Coast 104 49 47% 

WentWest  95 68 72% 

BME 54 28 52% 

CCCGPT* 311 170 55% 

WAGPET 348 235 68% 

Table 34: Number of PGPPP trainees joining AGPT and retention %.  
Source: GP Synergy data 

The PGPPP retention study also demonstrated that while the main impact into AGPT was within 
the period of 2013-14, there are still GP registrars entering AGPT who have had previous GP 
experience through the PGPPP, indicating a continuing positive legacy of this program. 
 
The PGPPP program was active in NSW/ACT between 2010 and 2014, and, as shown below, we 
are still gaining some registrars into the AGPT program who have had previous GP experience 
through the PGPPP program. This can also be seen through evidence provided by WAGPET, on 
continuing enrolment of PGPPP doctors into GP training to date. 

 
70 History of the Prevocational General Practice Program in WA.Healthfix Consulting. Accessed at : 

https://www.wagpet.com.au/about/research-and-publications  
71 Review of Australian Government Health Workforce Programs -Mason Review . Accessed at: 

https://www1.health.gov.au/internet/main/publishing.nsf/Content/review-australian-government-health-workforce-programs  
72 PGPPP Retention Report. GP Synergy 
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PGPPP entry to AGPT: NSW/ACT and Western Australia (WAGPET) 
 

 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 
NSW/ 
ACT 

1 0 1 0 0 26 79 114 118 95 45 17 2 3 7 

WA 0 1 0 4 11 14 19 34 38 41 21 11 3 4 2 
Table 35: PGPPP entry into AGPT NSW and WA in years 2006- 2020.  

Source: RTO data 

Post PGPPP – Newer junior doctor training programs 

The Rural Junior Doctor Training Innovations Fund (RJDTIF) spans the 2018-2020 academic 
years, crossing the financial years from 2017-18 to 2020-22. The RJDTIF was established through 
the Integrated Training Pipeline for Medicine measure, announced in December 2015, announcing: 

• The formation of up to 30 regional training hubs 
• Establishment of a rural junior doctors training innovation fund to deliver general practice 

rotations for junior doctors undertaking training in rural areas 
• Support for an additional 100 places on the Specialist Training Program, targeted specially 

to rural areas. 
 
The RJDTIF transferred to the Junior Doctor Training Program (Rural Primary Care Stream), which 
is part of the Stronger Rural Health Strategy announced in the 2018-19 Budget with a commitment 
of $550 million investment to support improved rural health services over 5 years from 2018. 
 
The Junior Doctor Training Innovation Fund had $13.6 million allocated in the first round and $18.6 
million in the second round. $5.44 million (GST exclusive) over three financial years was available 
for the Round 3 Grant Opportunity73 
 
Junior Doctor Training - Rural Primary Stream Junior Doctor Training - Private Hospital Stream 
240 graduates PGY1 and 2 100 internships 2019 
300 graduates PGY3-5 115 places 2020 

Table 36: Training places: Junior Doctors -Rural Primary Stream and Private Hospital Stream 2019 and 2020 

Cost per rotation: 240 annual rotations: 
PGY1: $35,000- 42,000 per rotation 
PGY2: $45,000- 52,000 per rotation74 
 
Junior doctors undertaking the Junior Doctor Training - Rural Primary Care Stream are not eligible 
to provide rebate-able services, reducing the net financial benefit to practices. 
 
The Rural Junior Doctor Training Innovation Fund is not a 3GA program- PGY1 and PGY2 doctors 
are not eligible to provide Medicare rebatable services. Rurally based junior doctors in their intern 
year or second postgraduate year can access a training rotation (8-12 weeks) in a rural primary 
care setting such as a general practice or an Aboriginal Medical Service. Through RJDTIF Rounds 
1-3, 240 accredited annual rotations for junior doctors into primary care settings have been 
invested in by the Commonwealth. 
 
However, unlike PGPPP, junior doctors who undertake general practice rotations in the RJDTIF 
are not being trained under prevocational training standards set by the GP medical colleges and 
relevant to general practice. The quality controls as set by the specialty medical college and the 
Australian Medical Council are not in place to protect the safety of trainees and patients alike and 
preserve the quality in terms of clinical care being provided. 
 

 
73 Health Workforce Program Junior Doctor Training Program Rural Junior Doctor Training Innovation Fund Round 3 Grant Opportunity 

Guidelines G01977. Accessed at: https://www.bulletpoint.com.au/wp-content/uploads/2017/12/Rural-Junior-Doctor-Training-Innovation-

Fund-Round-3-Grant-Opportunity-GO1977-Guidelines.pdf 
74 Health Workforce Program. Junior Doctor Training Program. Rural Junior Doctor Training Innovation Fund Round 3. Grant 

Opportunity Guidelines GO1977 
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Looking at the regional, rural and remote towns involved in the first and third round of RJDTIF, the 
majority of training is taking place in locations already managed by the RTOs for delivery of AGPT. 
Only four training locations are not currently AGPT accredited locations. 
 
The first round of JDTIF involved the following towns. The table below highlights which towns also 
have accredited AGPT GP or AMS training facilities 
 
State Town MM status AGPT accredited facilities 

(GP and/or AMS) 
New South Wales Bega MM5 Yes 

 Coolamon MM5 No 

 Cootamundra MM4 Yes 

 Cowra MM4 Yes 

 Finley MM5 No 

 Glenfield Park MM3 Yes 

 Griffith MM3 Yes 

 Gundagai MM5 Yes 

 Nurrandera MM5 Yes 

 Port Macquarie MM3 Yes 

 Temora MM5 Yes 

Victoria Heyfield MM5 Yes 

 Maffra MM5 Yes 

 Lakes Entrance MM4 Yes 

 Trafalgar MM3 Yes 

Tasmania Currie MM7 No 

 Devonport MM3 Yes 

 Flinders Island MM7 No 

 Huonville MM5 Yes 

 St Helens MM5 Yes 

 Queenstown MM6 Yes 

Western Australia Albany MM3 Yes 

Northern Territory Nhulunbuy MM7 Yes 

 Tennant Creek MM7 Yes 

Queensland Bargara MM2 Yes 

 Coen MM7 Yes 

 Emerald MM4 Yes 

 Kowanyama MM7 Yes 

 Lockhart River MM7 Yes 

 Porpuraaw MM7 Yes 

 Theodore MM5 Yes 

 Toowoomba MM2 Yes 

South Australia Kingston MM5 Yes 

 Naracoorte MM5 Yes 

 Port Augusta MM4 Yes 

 Port Lincoln MM6 Yes 
Table 37: Training SItes for RJDTIF and training practice status 

It is not surprising that the majority of training facilities being utilised for the RJDTIF are training 
locations that have been accredited and supported by RTOs for the AGPT program. What does 
require greater scrutiny is what duplication and increased costs are ensuing as a result of multiple 
programs and Commonwealth investment being utilised to re-create training infrastructure that is 
already in place. 
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What is of concern are the multitude of programs currently in place offering the opportunity for 
junior doctors to experience working in GP but without clear articulation of the difference between a 
training programs and a workforce program, e.g. Junior Doctor Training- Rural Primary Stream and 
MDRAP. All programs that purport to provide GP experience for doctors with limited or no 
experience of general practice and especially for junior doctors need to provide appropriate 
infrastructure and educational support to enable these doctors to provide safe quality care whilst 
they are learning.  
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Chapter 6: The Cost of Disruption 
 
Executive summary 

In the Commonwealth Budget75 May 2014 it was announced that GPET would close and its 
functions would be transferred to the DoH. 

• GPET was abolished and its functions consolidated into the Department of Health 
• PGPPP was ceased 
• Additional Commonwealth GP training places under AGPT were established 

 
The budget announced net savings of $115.4 million over four years to be invested in the Medical 
Research Future Fund. 

 
Table 38: Budget expenses Rebuilding general practice education and training to deliver more GPs.  
Source 2014 Commonwealth Budget 

In March 2015 a new tender for GP training was announced with new training providers contracted 
in July- August 2015 to deliver training in 2016, in many cases funding was not finalised until 
October-November, a month out from the start of expected delivery. The change from Regional 
Training Providers to Regional Training Organisations resulted in mergers of 17 RTPs and 
consolidation into a smaller number of nine regional training organisations. The lead time for new 
organisations to commence delivery of, and transfer of existing program participants and corporate 
knowledge, was less than 6 months disrupting the continuity of training for many GP registrars.  
 
A number of new policies and changes to AGPT policies were implemented by the Department of 
Health in 2016. A number of these policy changes led to reduced flexibility in the AGPT program: 

• The introduction of a training time cap 
• No gaps in a registrar’s training time 
• Extension awaiting fellowship reduced to 12 weeks 
• Extension for assessment purposes capped at 12 calendar months 
• Extension for elective training removed and replaced with extensions for academic post 

elective only 
• Removal of the requirement for rural pathway registrars undertaking extended skills or 

AST/ARSPs in ASGC-RA1 to have temporary pathway transfer granted. 
• Category 2 leave capped at 6 months, maximum of 12 months can be approved  
• Category 3 RTO initiated leave removed and Category 3 leave named ADF leave. 
• New policies introduced: 

o Complaints 
o Training Region 
o Selections 
o Academic post 
o Revised Salary support 76 
o Training Accessibility  

 
75 Rebuilding GP education and training to deliver more GPs. Commonwealth Budget 2014-15. Accessed at: 

https://archive.budget.gov.au/2014-15/index.htm  
76 A Salary Support Policy had existed from 2010 when the RTPs took over management of AHT from GPET. However in 2015, the 

Department of Health proposed major revisions to the Salary Support policy. 
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Change often leads to disruption and the more major the change, the more likely and potentially 
more severe the disruption and in turn may lead to destabilisation of the system itself. 
 
It is critical to analyse the impacts of change deeply and broadly. In this case, the impacts to be 
evaluated include: 
 

1. Selection 
2. Registrar satisfaction 
3. Training outcomes 
4. Management of training places 
5. Aboriginal and Torres Strait Islander Health training 

 
Selection 
 
In terms of medical student interest in becoming a GP, the percentage of final year medical 
students expressing interest in GP as a future career slowly increased from 2010-2012, jumping to 
17% in 2013 and its highest peak in terms of percentage in 2015. 
 
Unfortunately, from 2016 onwards interest seems to be on the decline.  
  

2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 
Final Year 
medical 
student 
Interest in GP  
(MSOD reports) 

218 
12.3% 

282 
12.5% 

370 
14.7% 

469 
17.0% 

392 
16.1% 

351 
17.8% 

356 
16.1% 

343 
16.5% 

334 
15.4% 

296 
15.2% 

Table 39: Final Year Medical Student Interest in Becoming A GP 2010-2019.  
Source MSOD data 

 
Figure 17: Medical Student interest in general practice 2010-2015 

Whilst the optimal ratio of primary care to specialty care doctors has not been determined, there is 
evidence worldwide that health care systems with a strong primary health care system function 
optimally. It has been suggested that a system in which at least half of its specialists are primary 
care doctors provides better health outcomes at lower cost77.  

 
77 WONCA Rural Medical Education Guidebook, chapter 1.2.6 Health Outcomes and the balance of primary care physicians vs 

specialists  
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Given the disruption of the major changes in GP training that occurred in 2015, ensuring that there 
is a smooth road map for the changes in GP training occurring at present is essential.  
 
Applications and eligible places 
 
In 2015, 300 additional GP training places were announced as part of the 2014 Budget, increasing 
the number of AGPT places from 1200 to 1500. Applications to AGPT continue to exceed the 
number of places but there has been a gradual decline in application numbers from 2016 onwards. 
This has been mirrored by a decrease in acceptances into the program, which peaked at 1544 in 
2016 and now sits at 1437 in 2019 (2020 numbers not yet finalised). 
   

2013 2014 2015 2016 2017 2018 2019 2020 
AGPT places available 1200 1200 1500 1500 1500 1500 1500 1500 

AGPT applications 1606 2026 2458 2318 2245 1962 1776 1908 

AGPT Intake 1152 1222 1529 1544 1524 1446 1437 1329 

Table 40: AGPT places, applications and intake 2013-2020.  
Source RIDE and RTO data 

From the inception of AGPT in 2002 there has been a steady increase in the annual intake and the 
applications to GP training. It is important to maintain the momentum in terms of interest in GP 
training and this requires confidence in the training system and ongoing stability. 
 

 
Figure 18: AGPT applications, intake and places 2002-2020.  

Source: RIDE and RTO data 

Registrar satisfaction 
 
Registrar satisfaction is an important measure of how well a training program is performing. GP 
registrars were significantly impacted in 2015-16 with major changes in their training organisations 
and policy changes reducing the flexibility of GP training. 
 
The impact of these changes can be seen from the satisfaction survey trends from 2013-2019. In 
2013-2015 registrar satisfaction with training was around 88-90% but in 2016 this decreased to 
76%, a drop of around 20% in terms of satisfaction levels. The increasing dissatisfaction was seen 
most significantly in terms of satisfaction with RTO support (for registrars who had experienced an 
incident in training), dropping from 88% in 2013 to levels around 61-66% in 2017-2019. The 
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change from Regional Training Providers to Regional Training Organisations resulted in mergers of 
17 RTPs and consolidation into a smaller number of nine regional training organisations.  
  

2013 2014 2015 2016 2017 2018 2019 
Satisfaction with training 90.7 89.1 87.9 75.6 82.5 84.9 83.3 

Satisfaction with RTP support (with 
no incident) 

89.5 89.3 88.2 72.4 86.2 89 87.8 

Satisfaction with RTO support (with 
incident) 

88.1 95.7 88 81.3 65.5 65.5 61.1 

Satisfaction with supervision 93.9 92.9 91.6 92 89.5 90.6 89.5 

Satisfaction with Practice location 94.5 94.7 95 95.6 94.8 94 93.7 

Satisfaction with 
infrastructure/resources 

93.8 93.8 93.9 87.8 89.4 90.9 89.4 

Table 41: Registrar satisfaction data 2013-2019.  
Source: GPRA surveys 

 
Figure 19: GP registrar satisfaction 2013-2019 

Whilst the majority of satisfaction parameters remained relatively stable from 2013-2019, there was 
a dip and then resurgence in terms of registrar satisfaction with RTOs, for registrars who had an 
incident during their training. These registrars were most vulnerable in terms of likelihood of 
requiring additional support from their training organisations, highlighting the need for risk 
management at times of change. 
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Figure 20: GP registrar satisfaction with training (for registrars who had incident during training) 2013-2019 

Training distribution 
 
Throughout 2013-2020 GP training has continued, with conscious effort to minimise disruption at a 
local training practice level. The distribution of FTE weeks continued across MM1-7, maintaining 
focus on growing training capacity particularly in MM4-7.  
 
FTE weeks training distribution by Modified Monash Model (excluding hospital training) 
 
  2016 2017 2018 2019 2020 (2) 

MM 1 46.3% 48.0% 48.0% 49.1% 50.1% 

MM 2 15.9% 14.7% 14.9% 15.0% 15.0% 

MM 3 13.5% 13.7% 13.7% 13.1% 13.1% 

MM 4-7 24.1% 23.3% 23.1% 22.6% 21.7% 

% MM 2-7 53.6% 51.9% 51.9% 50.8% 49.8% 

Table 42: AGPT FTE weeks training distribution by MMM 2016-2020.  
Source: RIDE data 

 
Figure 21: Proportion of AGPT FTE training weeks by MMM 2016-2020 
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Training capacity 
 
However training capacity is dependent on ensuring that there are sufficient numbers of capable 
training practices and supervisors. The 2016 GPSA Supervisor survey identified that whilst 89.9% 
of respondents were planning to continue supervising in the next 12 months, the intention to 
continue supervising declined sharply to 59.9% intending to be supervising in 3 years and only 
42.1% intending to remaining supervising registrars in 5 years.  
 

 
Figure 22: AGPT Training Capacity by MMM 2018. Source: RIDE data 

Aboriginal Medical Service 
(AMS and non AMS) 

471 General Practice 4464 

MM1 51 MM1 2649 
MM2 49 MM2 504 
MM3 47 MM3 421 
MM4 37 MM4 264 
MM5 38 MM5 472 
MM6 63 MM6 94 
MM7 186 MM7 60 

 

RFDS 23 Specialty Practice 458 

MM1 1 MM1 268 
MM2 2 MM2 96 
MM3 3 MM3 55 
MM4 1 MM4 5 
MM5 - MM5 9 
MM6 6 MM6 18 
MM7 18 MM7 7 

Table 43: AGPT Training Capacity by MMM 2018. Source: RIDE data 
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Training management 
 
Several policy measures were introduced that have reduced the amount of time available for 
registrars to achieve their fellowship and the flexibility to undertake their training to meet their 
needs: 
 

• Training Time cap – maximum time to complete 4 FTE years for FRACGP, 5 years for 
FACRRM, and FRACGP & FARGP. 

• No gaps in training allowed 
• Category 2 leave capped at 6 months  
• Category 3 RTO initiated leave was removed  
• Elective training removed - 12 months was available for elective training where the registrar 

had the flexibility to undertake more time in the hospital system if they felt they weren’t 
ready for community terms, or to consolidate an additional skill prior to going rural 

• Extensions for assessments capped at 12 months - Registrars who had failed were 
withdrawn earlier from training. Less time was available to them to attempt their 
assessments again 

 
These measures have resulted in an increased number of GP registrars withdrawing from training, 
and delays in prevocational doctors applying for GP training if personal circumstances to not meet 
with the policy requirements due to the lack of flexibility. 
 

 
Figure 23: Withdrawals by Training Year 2010-2020 WA. Source: RTO data 

Distribution of AGPT applications by Post Graduate year at intake 
  

2016 2017 2018 2019 2020 

PGY2 365 (23%) 380 (23%) 282 (19%) 228 (15%) 211 (15%) 

PGY3 404 (25%) 330 (2%) 268 (18%) 250 (17%) 244 (18%) 

PGY4 200 (12%) 179 (11%) 183 (12%) 213 (14%) 234 (17%) 

PGY5 131 (8%) 139 (9%) 160 (11%) 135 (9%) 149 (11%) 

PGY6 81 (5%) 97 (6%) 79 (5%) 106 (7%) 116 (8%) 

PGY7+ 410 (27%) 473 (31%) 501 (36%) 524 (37%) 410 (31%) 

Table 44: PGY level of doctors entering AGPT 2016-2020. Source: RIDE data 
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Aboriginal and Torres Strait Islander salary support program review  
 

The 2014-15 Budget measure, Rebuilding general practice education and training to deliver more 
GPs, included the transfer of Salary Support Program to the Department. 
 
The Salary Support Program commenced under the remit of GPET in 2004 in the Kimberley 
Region, Western Australia. The program was then rolled out to other Aboriginal and Torres Strait 
Islander health settings outside of the Kimberley Region. A Salary Support Program Policy was 
implemented in 2010, when Regional Training Providers took over the management of funding 
administration from GPET, initially intended to provide GP registrars a 12 month period of 
exposure in an Aboriginal and Torres Strait Islander health setting.  
 
In 2015, the Department circulated a draft 2016 Salary Support Program, with the introduction of 
several limitations on Salary Support, including: 
 

• Registrars undertaking a FARGP not eligible for Salary Support 
• Registrars undertaking an ARST not eligible for Salary Support 
• GP registrars in their first GP training term (GPT1/PRRT1) only considered by RTOs on a 

case-by-case basis to undertake training in an Aboriginal and Torres Strait Islander health 
setting. 

 
Following extensive feedback, these policy changes were not implemented. However as can be 
seen from the graphs below, the headcount and FTE training weeks in Aboriginal Medical Services 
dipped significantly in 2017 and is only now gradually increasing. If another major disruption occurs 
in the GP training system, the impact on Aboriginal and Torres Strait Islander health training and 
Aboriginal and Torres Strait Islander communities will need to be carefully monitored and 
managed.  
 
The impact of the uncertainty of an intended policy change was sufficient, even without ever being 
implemented – AMS were unwilling to commit to registrars placements without certainty of funding 
to support their salary, similarly registrars were unwilling to commit to an AMS placement that was 
contingent on funding, especially where registrars were relocating to remote and very remote 
locations, in many cases with families. In WA alone this resulted in a 44% decrease (574 FTE 
weeks) between 2015 and 2017. 
 
  Headcount of Registrars FTE weeks eligible for salary support  

  Calendar Year 
 

2016 2017 2018 2019 2020 (a) 2016 2017 2018 2019 2020 (a) 

Total 395 342 345 363 328 7563 7031 7273 7813 6807 

(a) Unverified data 

 
Table 45: Headcount and FTE weeks eligible for salary support 2016-2020. Source: RIDE data 
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Figure 24: National Headcount and National FTE weeks eligible for AHT salary support 2016-2020. Source: RIDE data 

 
Whenever there is change, there will be disruption. However the impacts of disruption can be 
minimised, with careful monitoring and a solid plan for smooth transition through the change. The 
change agents are those individuals most affected by the change and in the case of AGPT, this 
includes the registrars, supervisors, training practices and RTOs.  
 
Change agents must be actively involved in the change management process if it is to be 
successful. 2019-2022 signals a time of major change within the GP training system in Australia 
and we cannot afford to have massive disruption at a time when we need a robust general practice 
system more than ever. The security of a stable mature training infrastructure gave security to 
registrars, supervisors and training practices that training could continue during a time of 
pandemic. We need to maintain that security for our future as well as current GPs in training if we 
are to continue to have a vibrant general practice workforce going forward. 
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Comparison of the 2015 and 2016 policies 
 
Policy 2015 2016  Outcome  
Training Time cap was 
introduced  

Non existent Training time cap 
introduced, Maximum of 
4 years for FRACGP 
and 5 years for ACRRM 
and FRACGP with 
FARGP  

Reduced amount of time 
available for registrars to 
achieve their fellowships  

No gaps in training 
allowed  

Gaps had previously 
occurred between 
training terms for a 
variety of reasons  

No gaps permitted at all 
during training. All 
registrars training had to 
be continuous  

Reduced time available 
and flexibility of training 

Extension awaiting 
Fellowship time was 
reduced to 12 weeks  

Extensions for 
administrative purposes 
were in place for 6 
month periods. During 
this time completions of 
training were actioned  

Extensions awaiting 
fellowship were reduced 
to 12 weeks periods. 
During this time 
completions of training 
were actioned. If not 
achieved provider 
numbers were to be 
ceased 

GP registrars left without 
employment as the 
provider numbers were 
ceased at the end of the 
12 weeks if the 
administrative process 
was held up. 

Extensions for 
assessments capped 
at 12 months  

18 months of Extensions 
available should 
registrars fail their 
exams  

Extensions for 
assessments were 
reduced to 12 months 
should registrars fail 
there exams. The 
second extension was 
only available if there 
had been extenuating 
circumstances  

Registrars who had 
failed were withdrawn 
earlier from training. 
Less time was available 
to them to attempt their 
assessments again  

Extensions for elective 
training were removed  

12 months was available 
for elective training 
where the registrar had 
the flexibility to 
undertake more time in 
the hospital system if 
they felt they weren’t 
ready for community 
terms, or to consolidate 
an additional skill prior 
to going rural  

The only extensions for 
elective purposes that 
remained in 2016 was 
for Academic posts only  

Removal of 12 months 
of additional training 
available to registrars.  

Category 2 leave 
capped at 6 months  

18 months of leave 
available  

6 months of leave 
available, increasing to 
12 only in extenuating 
circumstances  

Reduction of leave 
entitlements reducing 
flexibility in the program, 

Category 3 RTO 
initiated leave was 
removed  

Category 3 leave was 
used if the RTO could 
not find them a 
placement, they went on 
Cat 3 leave.  

Category 3 leave was 
changed and now refers 
to ADF registrars only  

Flexibility to place 
registrars on this 
additional leave was 
removed.  

Rural to general 
temporary pathway 
transfers for AST 
posts in RA1 locations 
was removed  

Registrars in the rural 
pathway who undertook 
an AST post in RA1 
were supposed to 
temporarily transfer to 
the general pathway  

This requirement was 
dropped  

Improved RTO 
processes. Most RTOs 
had found this process 
to be cumbersome and 
generally unnecessary.  
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Chapter 7: Planning for the future: Integrated Community and Place 
Based GP RG Training 
 
Executive summary 

Medical specialist training exists to build the future trained medical workforce for our population. 
Patients and communities expect the right health care from the right practitioner at the right time in 
the right place. Patients and communities trust the Government, regulatory authorities and medical 
colleges to meet this expectation. Medical specialist training programs are the quality and safety 
framework that enable patients to be managed competently in a supervised training model that is 
scaled down over the duration of training. 
 
Australia’s health system is dependent on a trained and competent GP workforce. In an era of 
health reform that embraces team care and patient involvement, building the capability of training 
doctors to become specialist GPs is best developed through a training system that is place-based 
and community-focused in nature. 
 
Whilst it is essential that the specialist training for general practice is in accordance with the 
regulatory requirements as set by the Australian Medical Council and the Medical Board of 
Australia, it is also important to acknowledge that general practice is not like any other specialty in 
terms of its breadth of scope of practice and skillset required. This requires a training model that 
embraces the central role of general practice in the healthcare system and recognises that the 
training model must be centred around the patient and based in the community. 
 
In determining the appropriate training model, it is important that we start with a shared culture and 
common set of beliefs and values, supported by evidence-based practice, amongst the key 
stakeholders and policymakers from Government through to the local level in order to have 
proactive governance and a thorough understanding of the landscape.  
 
The National Medical Workforce Strategy78 aims to clarify how the work of the Commonwealth, 
states and territories, health services, specialist medical colleges, universities, regulators and other 
local planning bodies can deliver the optimal medical workforce for Australia. The implementation 
of College-led GP training provides the opportunity to deliver a fully integrated GP place-based 
training system that will deliver the optimal GP workforce for Australia. 
 
There are multiple intersecting points and multiple authorities and organisations involved in training 
of medical professionals. 
 

 
78 National Medical Workforce Strategy. Accessed at: 

https://www1.health.gov.au/internet/main/publishing.nsf/Content/Health%20Workforce-nat-med-strategy  
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Figure 25: My Integration is Your Dis-Integration 

Medical training in Australia has a complex interconnection of funding and organisational channels 
spanning Commonwealth and State and Territory governments, private and non-government 
agencies. Medical colleges represent the medical profession and their specialty craft, in this case 
General Practice. They set standards and producing curricula that are fit for purpose and aims to 
produce specialist GPs with the appropriate knowledge, skills and behaviour. Jurisdictions start 
with their clinical services framework and aim to deliver the appropriate medical workforce to 
deliver safe quality patient care, responsive to their jurisdictional requirements. The 
Commonwealth Department of Health aims for delivery a health system fit for purpose in terms of 
national consistency. Each institution has its own set of frameworks and sets of programs to deliver 
on these frameworks.  
 
Changes in any of the frameworks and/or policy or program changes at an institutional level can 
have unforeseen and unintended consequences that cause major disruption at a local level. There 
is also the tendency for institutions to silo and activities are regarded as more important than 
functions, because they are informed by the needs of the institution and not the needs of the end 
users: patients, communities and the doctors in training. 
 
It is important to appreciate the differences in terms of educational outcomes and workforce 
requirements for each of these intersecting points and the institutions responsible. These 
differences can cause increased stress at the intersecting points, leading to the use of short-term 
measures to address imbalances between supply and demand and workforce shortage. 
 
Examples of stress include: 
 

• medical specialty training requirements driving distribution of training places; 
• increased numbers of trainees to meet hospital workforce demand for specialised services, 

not matched by future requirements for trained specialists; 
• use of locums, FIFOs, increase in temporary migration of doctors to ensure supply of 

medical services to vulnerable communities where market failure has occurred. 
 
There are multiple intersecting points in this training system. Integration and interconnectedness 
occur on the ground, in the community and informs the patient and doctor-in-training journey. 
Training providers such as Regional Training Organisations, aim to do is minimise the disturbance 
at a local level, working alongside and with communities to enable the integration to be as seamless 
as possible. However the system takes longer to stabilise when it is dependent on RTOs and the 
communities to manage things over which they have little direct control.  
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Medical training is a complex adaptive system 
 

 
Figure 26: Medical Training – A Complex Adaptive System 

In reality, medical training, like health care79, is a complex adaptive system. At the centre of the 
circle is the relationship between the patient and the doctor in training, as defined by the patient’s 
health experience. This relationship affects the whole of the system. There are patient specific as 
well as training specific elements that can be described. The context is intimately connected to the 
relationship between patient and doctor in training and the relationship is dynamic, potentially 
different with every encounter, but also stable as the system learns and adapts.  
 
Training programs are often described by the various activities that combine to provide structure to 
the program80. These key activities are used to define the KPIs and performance review indicators 
for training providers, medical colleges, and regulatory authorities alike.  
 
The key activities include: 
 

• Recruitment 
• Selection 
• Accreditation 
• Education 
• Assessment 
• Program management 
• Governance 
• Support 
• Supervision 
• Evaluation and Research 
• Governance 

 
The problem with attempting to describe a complex adaptive system such as GP training is that 
these elements of design are activity-based in nature. They do not describe the inter-dependencies 
of the different components. We need to describe the system of training in terms of how it functions 
rather than in terms of its architecture or components. 

 
79 Lipsitz LA. Understanding health care as a complex system: the foundation for unintended consequences. JAMA. 2012;308(3):243-

244. doi:10.1001/jama.2012.7551 
80 Australian Medical Council. Assessment and Accreditation of Specialist Medical Programs. Accessed at: 

https://www.amc.org.au/accreditation-and-recognition/assessment-accreditation-specialist-medical-programs-assessment-accreditation-

specialist-medical-programs/  
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For dynamic systems such as GP training it is necessary to consider also the state of the parts and 
components as well as the dependencies among them. It recognises the important role of the 
colleges, jurisdictions and Commonwealth, characterised not by what they are but what they do. In 
turn training is characterised by the functions it performs, from the perspective of the needs of the 
end-users, patients and communities and doctors in training (DiTs). 
 
One consequence of a functional perspective is that the distinction between a system and its 
environment, and thereby also the system boundary, becomes less important. 
 
Re-framing GP Training with the Patient and Doctor-in-Training in the centre of the model 
 
So what does GP training look like if we place the patient and DIT in the centre of the model, and 
the training model is focused on the patient and community at its core? 
 

• Training is intentional and outcomes-based, focused around the patient’s health 
experiences; 

• Safety and quality training is measured in terms of safety and quality patient care and the 
quality of relationship between patient and DIT. 

 
The GP training model is integrated and place-based in nature, aligning its goals with health care 
delivery that is relevant and responsive to patient need.  
 
The focus of training is on the impact that training has on patients’ health outcomes and how well it 
addresses community needs.  
 
Therefore the relationship of patient and doctor in training (DIT) is core to GP training. 
 

 
 
 
 
 
 
Figure 27: Model for Integrated Place Based Training – Aligning Goals with Health Care Delivery 
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The core and shared focus on community needs and health outcomes informs and guides the 
required governance model. Consequently, we can define the roles and responsibilities of medical 
colleges, various levels of government, the supervisors, the doctors in training themselves and the 
regulators. Each party in the governance map needs to ensure that communities are actively 
involved in the decision-making and delivery of training and workforce planning at both local and 
national level. 
 
Medical colleges protect and support communities, patients and DITs by ensuring that there are 
quality training standards and curricula and the education and training being delivered is in 
accordance with the standards required for specialist medical training. The colleges ensure that the 
safety and quality framework is robust, effective and is delivering safe and quality clinical care and 
DITs are building the capabilities to deliver the full scope of practice and clinical services of 
specialist general practice. 
 
Government at Commonwealth, State and Territory and Local Government level, and the 
regulatory authorities such as the Australian Medical Council and the Medical Board of Australia, 
ensure Australian communities have the GP workforce needed, recognising that general practice 
training is part of the broader healthcare system. 
 

 
Figure 28: Placing the Patient and Doctor in Training at the Core of GP Training 

Governance recognises the central role that patients and communities play in the GP training 
model. Partnerships between communities and colleges are developed that facilitate a patient and 
community-centred approach to GP training. 
 
This is achieved by: 
 

• a deep understanding of patients’ health needs and community health needs held by DITs, 
training deliverers and training providers; 

• governance arrangements that enable communities to be actively involved in the delivery of 
GP training and workforce planning at a local and national level; 

• communities being empowered to work with the medical colleges and Government to 
deliver longitudinal training and workforce support, closely aligned with and informed by 
community needs; 

• training practices having access to population health data to help inform their training at a 
practice level; 
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• medical colleges and training providers working collaboratively to rationalise the curricula 
and training requirements to embrace the importance of community empowerment as well 
as streamline and minimise the administrative burden at the place-based level; 

• ensuring effective concordance of local community qualitative knowledge and quantitative 
service demand to determine future driven planning. 

 
Without the granular data to determine community health needs and the scope of clinical services 
needing to be delivered, quotas become the ‘blunt tool’ for workforce planning. However now that 
we have access to more sophisticated workforce planning tools and can access more readily 
granular data at a local as well as national level, we do not require blunt tools and can more readily 
match community health care services to planning of clinical service delivery requirements, taking 
into consideration the scope of practice of our health care practitioners in any resourcing and 
training equation. 
 
Each community needs to: 
 

• know how they are tracking in relation to their health status, benchmarked in a way that is 
nationally consistent and contextually relevant; 

• have access to the evidence and data tools required to enable effective decision-making in 
terms of their health care needs; 

• have resourcing and support to develop a community healthcare plan, identifying the health 
care services required and training model needed to deliver these services. 

 
Vulnerable communities will require additional resourcing and support to undertake this strategic 
planning.  
 
Development of capability as a specialist GP is determined by demonstration of scope of practice 
as measured in terms of the nature and type of contextually relevant clinical services being 
delivered and patient health outcomes. 
 
Scope of practice is an important quality measure and an important part of any resourcing and 
funding algorithm, particularly in integrated place-based training. Doctors in training must be 
provided with the foundations from which they can go on to practice in any healthcare setting, in 
multi-disciplinary teams, in any specialty. Australia’s health system is dependent on a trained 
competent GP workforce, with sufficient and appropriately distributed GP personnel, working within 
their broad scope of practice, delivering GP services where they are needed.  
 
A healthcare system that is based on specialist GPs providing skilled comprehensive care as well 
as acute primary care in the community is the best health care model available. A specialist GP 
with a deep understanding of their community will always provide more effective and efficient care 
than a non-GP specialist because of the nature of the broad based generalist scope of practice of 
the GP. But GPs do not work in isolation and require the support and skills of their non-GP 
specialist colleagues whose scope of practice is more finely tuned to the secondary care setting 
and have a deeper knowledge of more specialised organ-based systems and procedures.  
 
When we place greater attention on scope of practice in our integrated place-based training model, 
we start to develop our resourcing algorithm around patients and communities and building a better 
healthcare system. 
 
Community health needs determine the scope of practice of the practitioners required to meet 
those needs.  
 
Resourcing requirements =  _____COMMUNITY HEALTH NEEDS______ 
    SCOPE OF PRACTICE OF PRACTITIONERS 
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Utilising this algorithm means that we can more readily avoid the perverse incentives of a fee-for-
service model where the volume of medical services may be inversely proportional to the scope of 
practices being delivered.  
 
Clinical service delivery is often described in terms of a supply demand model. Where things go 
awry is when, in the case of medical practitioners for example, supply drives demand. The 
business model for corporatisation of general practices is based on market segment. Medical 
workforce planning and in turn GP training has a focus on market failure, ensuring doctors are 
working where they are needed. Oversupply of medical practitioners in an area (e.g. inner 
metropolitan) leads to increased volume of services but not necessarily the scope of services 
required to best address healthcare needs.  
 
Placing community healthcare needs at the centre with the use of such an algorithm means that 
funding is more transparent in nature and the community has greater empowerment and say in the 
nature and quality of their clinical service requirements and its delivery. The community becomes 
the driver for medical training.  
 
Putting the DIT in the centre with the patient enables training and workforce to be fully integrated. 
 
Funding needs to follow the DIT to be effective and outcomes-focused. By focusing on community 
needs and health outcomes in training, there comes a need to preferentially support training where 
it is needed the most and ‘hard to train’ places. Pulling, rather than pushing, doctors to train in 
these particular locations means that the provision of training needs to be appropriately supported 
to enable them to train and remain working there post-Fellowship.  
 
This also enables more clearly focused and targeted resourcing and support to be made available 
for individual registrars based on career planning and scope of practice. Portable employment 
arrangements can be utilised to enable training doctors to remain in the area, learning and then 
maintaining the required scope of practice required to service community needs. 
 
The determination of the appropriate mix in terms of medical workforce focuses on community 
need and required scope of practice. This helps to ensure that safe quality care is provided for 
patients and communities as well as achieving sufficient numbers of the right mix in terms of 
numbers, diversity and competence of practitioners. 
 
Aligning patient and doctor in training journeys adds meaning and purpose to training.  
 
The GP training model starts and ends with the patient and the DiT in the centre, based in the 
community. This informs all elements of the training model from governance level to training 
program design and delivery. 
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Figure 29: Aligned Doctor in Training and Patient Journeys 

 
Figure 30: Model for Integrated Place-Based Training 

Patients and communities are empowered to play central roles in determining and delivering 
‘community facing’ medical training and healthcare. 
 
Instead of college pathway quotas and AGPT pathways there are bundled payments and incentive 
packages, based on transparent and fair approaches to funding, recognising contextual differences 
within a nationally consistent framework. 
 
Instead of KPIs that are outputs focused and nationally derived, data is utilised to map training 
capacity, focused on community needs, combined with innovative education and supervision 
models to support training where additional training is required.  
 
This recognises the unique nature of general practice as a specialty and also its central role in the 
healthcare system.  
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The right person for the right job at the right place 
 
In order to ensure that each DiT is developing the right skills for the right place, they need to know 
what skills are needed, based on context and community need. 
 
The training map for each DiT needs to extend to embrace not only stage of training, but also future 
career mapping in terms of advanced skills training, credentialling and ongoing professional 
development.  
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Health outcomes must drive workforce design training and remuneration, not the reverse. 
 

 
 
Figure 31: Health Outcomes that Drive Workforce Design 

Using health outcomes as the main driver means: 
• Health care that is delivered is relevant and responsive to patients’ needs 

o The patient has multiple entry points to the health system but all entry points are 
interconnected and interdependent 

• The focus of training is on the impact the training has on patient health outcomes 
o Training is not restricted but the end points are more clearly defined, based on context 

and patient needs 
• The focus is on the types of health care services that need to be delivered, based on 

community healthcare needs, rather than type of healthcare professional 
o The number of healthcare professionals is based around the needs of the community 

and includes an assessment of effective allocation of resources in an equitable 
distribution 

• Healthcare delivery units are mobile and based where the patients are 
o Training delivery units are based where the patients are 

• Partnerships are developed that facilitate a patient centred approach to health care 
o A deep understanding of patients’ health needs and community health needs is held by 

healthcare providers 
 

Benchmarking the performance of training-health outcomes drive performance 
 
We need to define the benchmarks for measuring the training system’s performance, linked to 
clinical service delivery and health outcomes.  
 

 
Figure 32: Linking Clinical Service Delivery to Health Outcomes 
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Benchmarking the performance of the training system: 
 
Professionalism – does the training system have the intrinsic value and driving force to deliver GPs 
who will pursue quality care? 
Competence – will the training system deliver a competent GP workforce, capable of delivering 
quality care? 
Patient Focus – are patients and communities central to defining quality in terms of training? 
Capacity – does the system have supports to enable sustained quality care as defined in terms of 
acceptability, accessibility, appropriateness, effectiveness, efficiency and safety? 
 
Conclusion 
 
General practice, by its very nature of being community based and primary care-centric, is influenced 
heavily by society’s needs and expectations81. The evolution of GP training in Australia over the last 
two decades has been a mixture of planned design, ongoing evolution and, at times, revolution82 83. 
 
“General Practice Education: The Way Forward, Final Report of the Ministerial Review of General 
Practice Training” was released in March 199884. The issues of major concern that prompted the 
final Ministerial Review remain relevant to this day, including the independence and affordability of 
general practice, the lack of medical workforce in rural areas and maldistribution of medical services, 
the interface between hospital and community care and how to ensure that medical graduates have 
the necessary skills to work to their full scope of practice, delivering services where they are needed, 
via the provision of safe quality training.  
 
The expanded use of telehealth increased the potential for enabling greater home-based health 
service delivery and enabled GPs to respond with adaptive leadership during the pandemic. The 
move to training standards that are outcomes-based embraced the adaptive innovation needed to 
maintain stability and quality in GP training to ensure that supervisors and registrars were 
supported to continue to provide quality care.  
 
There are many innovative models of health service delivery internationally that can be put to use 
to re-design our training model alongside our healthcare model85 86 87. These innovative models 
can be utilised in re-design of our training system, acknowledging the centrality of patients and 
communities in the system re-design.  
 
Reform of GP training needs to start from the ground up, involving patients and communities in the 
development and implementation of the re-design of training. Gathering understanding and 
evidence to test new models, determine proof of concept and even trial approaches are all 
possible. 
 
Ensuring patients and communities are involved in the adaptive leadership needed for good 
governance of the new training model will bring about healthy change in terms of GP training is 
essential for success. 

 
 

 

 
81 Harris M, Zwar N. Reflection on the history of general practice in Australia. MJA, 2014. 201(1): S37-40 
82 Trumble S. The evolution of general practice training in Australia. MJA 2011; 194 (11): S59 
83 The Way Forward Report: Telling the Story of 20 Years of Progress in GP Training (2019). Accessed at: www.wagpet.com.au  
84 General practice education: the way forward: final report / of the Ministerial Review of General Practice Training. 

Australia. Ministerial Review of General Practice Training. Dept. of Health and Family Services. Canberra, 1998. 
85 Geraint Lewis, Lorraine Wright, and Rhema Vaithianathan. Multidisciplinary Case Management for patients at high risk of 

hospitalisation: comparison of virtual ward models in the United Kingdom, United States and Canada. Population Health 

Management.Oct 2012.315-321. 
86 South East Toronto Virtual Ward. Accessed at : https://www.afhto.ca/news-events/news/south-east-toronto-fhts-virtual-ward  
87 The use of virtual wards to reduce hospital readmissions in Canada. Accessed at https://www.cadth.ca/media/pdf/ES-

27_virtual_wards_e.pdf  
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PRE-AGPT model of integrated RACGP training 
 
To understand the enormity of the change proposed and implemented by the AGPT it is 
worth considering the following:  
 
The RACGP TP delivered the FRACGP FARGP while being accountable to and funded (via 
the Commonwealth) by the RACGP. The RACGP TP was designed to deliver on this model 
which was essentially to produce GP fellows who, if all other conditions were met, could train 
where they were needed most.  
 
Sometimes the standards and program elements made that untenable for the doctor in 
training and sometimes support, supervision and education were overlooked when – 
answering to government KPIs – the RACGP sent doctors in training where they were 
needed most without due attention to all aspects in this diagram.  
 
 
 

 
 
 
 
 
 
 
Figure 33: Pre-AGPT Model of Integrated RACGP Training 

 
The AGPT was designed to deliver on this model that put the community need – not only for 
numbers but contextual expertise – in the centre of the program and wrapped the RACGP – 
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accredited. ACRRM pivoted quickly to this idea and in recent years the RACGP has 
developed outcomes-based standards that are far more sympathetic to context while 
ensuring safe, quality and supportive training wherever the doctors are working. 
 
 

 
 
 
 
 
 
 

 
 
Figure 34: AGPT Model of Integrated Training 
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Chapter 8: Governance model for Integrated Community Centric GP 
Training 
 
Background 

The transition of GP training from the AGPT setting to the College-led setting calls into 
question the governance that underpinned the AGPT, the need to assess its strengths and 
weaknesses. That the transition is looking more and more like a transformation of GP 
training demands that we also consider any proposed governance with a view to learning 
from the success and the mistakes of the past. 
 
Purpose  

Governance ensures there is no unmanaged existential threat to the program and its 
participants, and that there is no reputational or avoidable damage to any parties involved. 
The parties are the community and specifically the patient, the doctors in training and 
specifically the attending trainee, the immediate supervisor and assessor of the trainee, the 
onsite and offsite educators and assessors, the Colleges that design the program, the 
Government that underwrites and contracts much of the enterprise and the regulators under 
whose authority the enterprise may legally proceed. 
 
Governance therefore begins at the first level with the placement of a doctor in training, 
ensuring this occurs in the appropriate workplace setting, that safe quality care is being 
provided whilst the trainee learns on the job and that support is available for any unforeseen 
significant perturbations during the placement88. This is not a simple exercise. The decisions 
being made, in a dynamic manner, are critical and sometimes life-and-death in nature. 
Placement decisions are complex, with multiple variables interacting with each other – like a 
Rubik’s cube but with human livelihoods and wellbeing at stake89.  
 
Placement governance requires an intimate knowledge of the workplace context, the training 
and clinical support that will be on hand including the appropriate supervision model 
required, the career intentions of the trainee alongside a rigorous assessment their level of 
competence and aptitude for learning. Placements in a training program must challenge the 
trainee as they provide a comprehensive service to their patients, but also enable them to 
use their existing skills and build their expertise in primary health care, cross-cultural care, 
and in managing both uncertainty and undifferentiated presentations. Governance of this 
process must be close to the placement location and relies heavily on the strength of 
relationship with all parties. 
 
To ensure that service is a safe quality service, doctors in training – and thus the 
communities they serve – must have a robust accountable, affordable and practical support 
network in place. Doctors in training are no longer students but have real accountability and 
responsibility to their patients. Their work is complex, multilayered and built around avoiding 
what can go wrong. This is the second governance level.  
 
The work involved in supervising doctors in training is even harder in the primary care 
workplace setting of general practice, where the trainee does not have the benefit of a health 
team to support them and is usually behind a closed door, unseen. Supervision itself is a 

 
88 WAGPET has just completed an assessment of the deep needs of both registrars and their supervisors and how well those 

needs are met in the first six months of community-based practice. The results show the vast majority of needs are not clinical 

but rather are about the relationship between these parties during the training. The study could be replicated in all jurisdictions 

very easily and quickly (expected publication March 2021). 
89 In the GPT1PRRT1 study, the differences in satisfaction of the same deep needs between registrars who would recommend 

their placement to others and those that would not are stark and very informative. 
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complex adaptive process, not easily reduced to or confirmed by a tick box exercise90. 
Training in general practice is complex and adaptive in nature, with many moving parts.  
 
So that doctors in training can meet these obligations as they acquire greater competence, 
confidence and scope of practice through experience, they also need an education and 
assessment program. The work of the educators and assessors is equally complex, 
multilayered and built around avoiding what can go wrong by preparing the doctors in 
training and their supervisors before unexpected or previously unseen scenarios emerge 
with patients in their community. 
 
At the third level of governance, the Colleges are best placed to define what must be 
delivered in terms of supervision, education and assessment and are authorised by the 
AMC, the MBA and AHPRA to do so. This is because the Colleges have the delegated 
responsibility for defining what is – and is not – safe quality general practice care and 
therefore was is – and is not – safe quality training. 
 
Some conditions associated with the 3GA status of the AGPT, such as practice 
accreditation, are legislative and sit with the two Colleges. Other aspects of that 3GA status 
sit with the Government and are played out, for instance, in the training obligations set down 
by the Department in various AGPT policies.  
 
It may seem attractive to simplify the governance of GP training but that brings significant 
risks, as we saw in the pre-AGPT RACGP training program91. There are so many 
participants and beneficiaries of this program and all have a rightful claim to take some level 
of accountability and responsibility. No one organisation can do it all. 
 
Going forward  

The governance system for GP training needs to be based on adaptive capacities rather 
than on organisational structures if it is to meet the AGPT purpose of training and supporting 
doctors to provide safe quality appropriately scoped practice where they are needed most. It 
is important that the governance type can be expected to handle processes of change 
characterised by non-linear dynamics, and limited predictability, especially in a time of 
transformation. The interrelationships of governance systems on different levels and in 
different places within GP training need to buffer rather than weaken the capacity to govern 
this complex adaptive system of training. 
 
Learning from the past  

The RACGP training program 

The RACGP Training Program (TP) was built on a governance model that was institution-
led. The training program was a separate delivery arm of the College, with its own staff, 
resources and infrastructure. RACGP training program staff focused on the day-to-day 
delivery of GP training, via a state-based delivery system whilst the College itself built a 
strong foundational base of curriculum, standards and evaluation research for general 
practice and GP education and training. There was always a tension between being a 
membership-based organisation and an academically rigorous training provider – think of 
the member who threatens resignation for being rejected as a supervisor for instance – and 
the tension kept both parties accountable and engaged in evidence-based conversations. 
 
 
 
 

 
90 See the paper attached by Kaye Atkinson and Janice Bell, Supervision as a Complex Adaptive Process, and in particular the 

diagram outlining the interplay of key variables. 
91 See the appendix to this paper and to the accompanying Future of Integrated Training paper by Kaye Atkinson. 
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Figure 35: Pre-AGPT Model of Integrated RACGP Training 
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so was a failure of the governance system. 
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General Practice Education and Training Ltd (GPET) and the establishment of the 
Regional Training Providers (RTPs) and AGPT 
 
A Ministerial Review of RACGP training in 1997 recommended four basic initiatives as 
central to the development of a GP education and training system that would meet the 
needs of the Australian community in the 21st century. 
 
The outcomes of the 1997 Ministerial Review and publication of the ‘The Way Forward 
Report’ saw a major shift from Medical College-led GP education and training (RACGP 
training program) to a distributed delivery training model, driven by a need for greater focus 
on workforce distribution whilst maintaining the quality of training to ensure a GP workforce 
that was capable of meeting the needs of Australian communities92. 
 

 
 
Figure 36: Four initiatives recommended from the Ministerial Review 1997 

A new Board of General Practice Education and Training (GPET) was formed in 2001 and 
the Australian General Practice Training Program (AGPT) was launched in 2002, with the 
aim of implementing a regionalised and vertically integrated model of general practice 
training. An Australia-wide system of Regional Training Providers (RTPs) was established 
with the training providers linked to a geographic footprint. The Board of GPET included both 
Colleges, but a plethora of other related interest groups as well, including supervisors and 
registrars. 
 
The governance of the new GP training model for AGPT represented a major shift from 
control of vocational training driven by Medical Colleges. GPET was a Commonwealth 
company limited by guarantee, its scope and operations informed by the Company 
Constitution, the Corporations Act 2001 and the Commonwealth Authorities and Companies 
Act 1997. The sole member of GPET was the Commonwealth, represented by the Minister 
for Health and Ageing. The company was governed by a Board of Directors, directly 
accountable to the member (the Minister) for its performance in meeting the objects of the 
company (regarding GP training) and addressing Government priorities. GPET’s program 
delivery activities broadly involved selecting and accrediting training providers, allocating 
training places to training providers, attracting and selecting trainees and managing funding 
and provider contracts.  

 
92 Ministerial report into GP education and training1998 The Way Forward. We can provide a link if needed. 
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The Medical Colleges, RACGP and ACRRM, remained responsible for the curriculum and 
training standards, as well as determining the scope of practice and the training required in 
order to become recognised as a medical specialist (as determined by AMC assessment 
and accreditation of all specialist medical education and training programs). 
 
The Australian Government retained responsibility for the quota on number of new general 
practice training places each year and funding. GPET received funding from the Department 
of Health and Ageing, under three-year Funding Agreements. GPET also designed and 
oversaw the selection into the AGPT program and a host of policies surrounding it. 
 
GPET’s role was to allocate the Government funded training places with associated funding 
to the Regional Training Providers (RTPs), contracted to deliver the education and training 
across Australia and to contract manage those training providers.  
 
RTPs were not-for-profit organisations, created to deliver education and training within a 
specific geographical location, using networks of local practices and training posts and GPs 
able to provide experience and support to the trainees, including GP registrars and PGPPP 
junior doctors. The RTPs determined the placement of participants in particular geographic 
locations within their regions, in collaboration with general practices and relevant hospitals.  
 
An RTP was based on a consortium of key organisations on a regional level, involving 
universities, the relevant Medical Colleges, divisions of general practice, bodies representing 
GP registrars and GP supervisors and other key organisations and/or individuals reflecting 
particular areas of focus (for example Aboriginal and Torres Strait Islander Health). RTPs 
were contracted by GPET, and thus fully Government funded. 
 
RTPs were accredited by GPET against College standards (RACGP and ACRRM) and, in 
turn, the RTPs accredited their network of training practices against College standards, to 
ensure consistency in terms of quality of education and training across the system. While 
GPET initially led RTP accreditation, by 2012 bi-College accreditation had seen that 
authority move to the two Colleges, with a single process and template but potentially 
different accreditation decisions by each College, depending on their unique assessment. 
 
GPET set the first outcomes for regionalised GP training:93 
 

1. High Quality Education and Training for General Practice 
2. Regionally Managed Training that is Responsive to and Meets Community Needs  
3. Access to GP Services  
4. Integration of Regional Educational Programs and Resources 
5. Improved Training and Services in Aboriginal and Torres Strait Islander Health 
6. Innovation in Vocational Education and Training 
7. Promotion of Australian General Practice Education and Training  
8. Increased Research Opportunities in General Practice 
9. Contestable Provision of Regional Vocational Training 
10. Value for Money in Regionalised Training Delivery 

 
The governance model established for AGPT was multilayered in design, with a combination 
of governance systems on different levels. Such a governance model, with a combination of 
governance systems on different levels can produce cross-scale interaction effects, 
producing higher adaptive capacity for unexpected shocks without sacrificing performance in 
situations of slow and local change. This type of governance model was more flexible but 
also more robust enabling higher capacity for exploration as well as high level for 
exploitation. It was better equipped for handling steady state governance, long term 
transformation processes and sudden changes.  

 
93 GPET Quality Framework 2005 Outcomes of Regionalisation for RTPs 
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However, whilst this governance model had better developed capacities for exploration (in 
terms of monitoring systems, feedback loops, learning processes, resources and capital), it 
did not always have the capacity to transform the gains from exploration into objects of 
exploitation. RTPs, and then the morphed RTOs, with their high capacity for exploration 
were able to carry out innovation at a local level, with greater integration with community but 
these innovations were mostly carried out independently. Exploration of emerging niches 
and innovative ideas were not able to be readily transformed into substantive improvement 
in program design. 
 
Productivity commission informed changes 2015 and ministerial announcement 2017 

In an effort to simplify the governance of the AGPT the Abbott Government abolished GPET 
and most of its services were to sit inside the department, and it was soon recognised that 
managing the AGPT is truly one requiring great expertise and governance. More than 75% 
of RTPs were dislocated and reformed, simplistic and uninformed policy drivers were 
exacted without consultation, and oversight on RTO expenditure and activity was rendered 
more opaque by uninformed budget templates and reporting schedules. In this setting, the 
RACGP argued in 2017 to take back leadership of the AGPT and ACRRM concurred.  
 
The return of the Colleges to lead the AGPT has already brokered many reforms since 2017, 
and a renewed College and sector interest in how GP training is delivered. The intended 
governance model for AGPT in 2001 has re-emerged informally, with Government, Colleges 
and RTOs working together much more closely. This was especially evident during the 
response to CoVid, when each organisation pivoted around what was happening on the 
ground and the whole-of-AGPT response was thus extremely adaptive, timely and effective 
given the circumstances. The demonstration of flexible thinking, community centricity, 
adaptive leadership, particularly during the pandemic, has shown how high capacities for 
exploration and exploitation can combine to perform well regardless of the certainty and rate 
of change.  
 
The AGPT response to the CoVid crisis revealed where rigidity of thought and practice still 
reigned, with some unfortunate and negatively impactful consequences. It showed where the 
points of disintegration and maladaptation in the governance (relationships) between the 
organisations on some functions, and those they serve still remain after two decades.  
 
This new clarity born of crisis now shows where reform must occur into the future, but it also 
showed where the governance is extremely strong, if not as overt as it needs to be ging 
forward. Developing this more overt and robust governance is dependent on resolving the 
fundamental tension between institutional stability and the flexibility required to be locally 
responsive in timely and community-centric fashion.  
 
Going forward: mis-steps between the intention and the reality of the AGPT 

The revolutionary purpose of the AGPT was to put communities – rather than members or 
fellows of a College – in the centre and to build the outcomes and the governance around 
that new focus. This is exemplified in the governance right from the outset, calling for 
consortia that had to include all interested parties and mirroring that at the GPET level. This 
was lost in 2015 and it is questionable how both centrally and locally all those perspectives 
from the ground are heard and understood. The RTO KPIs for instance no longer reflect the 
breadth expected in 2005. Unlike GPET, GPTAC is an advisory group only, and one that 
does not recognise RTOs as a participating member and that has no direct governance 
(relationship) with any individual RTOs. 
 
Despite these governance challenges, the RTOs have all moved away from a training 
program that puts fellows and members at the core and requires the community – 
professional and populace – to pivot around that. They have moved to one that puts the 



 

Page 70 of 88 

community in the centre and requires the various organisations that contribute to providing 
safe quality care to pivot around that point. 
 

 
 
 
 
 
 
 
 
 
Figure 37: AGPT Model of Integrated Training 

It is true we have seen RTOs move at varying paces towards this very significant pivot. 
Those that moved too fast sometimes did not pay sufficient attention to ensuring safe quality 
supervision and education or assessment as set down by the Colleges. Doctors in training 
and their practices were insufficiently supported. This happened also in the latter years of 
the RACGP TP when the workforce imperative was not integrated in a supportive way into 
the governance, funding, KPIs or the services of the program. 
 
Those RTPs or RTOs that moved too slowly, continued to comply with antiquated 
roadblocks established in College processes that prevented doctors in training from working 
where they are needed most. This tardiness has bred impatience and disquiet in places, 
because while most communities have shared more equitably in this government funded, 
market failure driven allocation of financial and human resources compared with 2001, this is 
not the case everywhere and especially not the case for all of the most needy communities.  
 
This was again ultimately a failure of governance – the necessary pivoting of College 
standards and curriculum around the new centrepoint of the doctors in training providing 
safe quality care to the community under safe quality supervision did not happen fast 
enough, for all kind of complex reasons, for the AGPT to have its full rightful community 
impact. The return of College-led training since 2017 and, more practically, the governance 
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test that CoVid represented have accelerated progress in this direction more than any other 
initiative over the past two decades. 
 
Some proponents – or antagonists – will still argue safe quality training and addressing 
workforce shortages is an oxymoron, when the evidence clearly speaks against that.94 It is 
also true that ACRRM was born in part by the failure of the RACGP TP to adapt when the 
workforce shortage struck hard, and town health services crumbled when far too few new 
registrars were attracted and retained despite the RACGP TP being a Government funded 
training and education program. 
 
As we move into the next phase of GP training, we need to consider what governance model 
will best suit integrated place-based training, with patient and their treating doctor in training 
in their specific community at the centre, and training delivery fully integrated and with 
patient outcomes and fully informed by community need. The AGPT had that dream but not 
the complete governance approach to deliver that, especially after the abolition of GPET. Bi-
College accreditation had been a necessary and welcomed step forward, but it has not 
survived the governance ambiguity we face currently.  
 
What is most lacking at this time is community led GP RG training. An increasing complex, 
interlaced and rapidly changing world has heightened the need for adaptation to reduce 
vulnerability for communities. Integrated place-based GP training requires a governance 
type that strengthens and makes more robust local level governance whilst increasing the 
flexibility of governance at a national level to enable adaptive capacity. But the lesson of 
2001 is that communities cannot do it alone. The governance linkages or accountability and 
responsibility, synergy and restraint must be addressed in the next iteration. That is the 
lesson of the past two decades. 
 
Building a new model of governance  

The complex adaptive nature of GP training means that system equilibrium is multiple, 
temporary and moving and our governance model needs to recognise this dynamic and 
adaptive complexity accordingly. Complex adaptive systems are interconnected systems. 
The governance model for integrated place-based GP training needs to induce and respond 
to information (feedback) and enable the system’s capacity to respond effectively to this 
information (adaptability). Above all the governance model needs to honour and embrace 
the centrality of the patient and doctor in training relationship and the community as core to 
GP training.  
 
Changes in complex adaptive systems are often the result of interactions among systems 
across levels so it is necessary to consider the cross-scale interaction effects. The 
governance model needs to be able to effectively monitor and steer unexpected non-linear 
developments.  
 
Government or institution-based governance models are likely to provide poor feedback due 
to distorted information flowing from lower to higher levels caused by strong institutional 
structures. Over-reliance on quantitative data at the expense of local qualitative knowledge 
will lead to information deficiencies and reduce the system’s ability to adapt.  
 
Self-governance and co-governance models will also perform less well in dealing with 
complexity, if they have a tendency ignore the intended and unintended consequences of 
their behaviour for others within the system. They can create untested idiosyncrasies that 
initially look like a necessary and sound regional variation, based on local resources and 

 
94 While RTOs have not – indeed could not – resolve the deep and chronic workforce shortages wherever they occurred or still 

occur the results are impressive and long lasting. See numerous papers coordinated by WAGPET but specifically an analysis 

of progress against The Way Forward 1998 report by Kaye Atkinson via 

https://www.wagpet.com.au/media/4emd5ney/the_way_forward_report.pdf  
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relationships, but they need scrutiny to assure us of that in a national program that confers 
the right for doctors to work anywhere in Australia and in a fiscally responsible manner. 
 
When the major review of general practice training occurred in 1997, there was an 
opportunity for the Colleges to work closely together with the National Council of General 
Practice Education and Training in a model where the Colleges would work collaboratively 
with the Council which would have an advisory and moderate funding role. Unfortunately, 
collaborative structures such as the Joint Consultative Committees (tripartite groupings of 
relevant specialist Colleges) were faltering and ongoing tensions in the profession led to 
adoption by the Minister of the fully interventional model of the Council (as GPET) having the 
full funding role company. RACGP established its own company, General Practice 
Education Australia (GPEA) to carry forward the skills, experience and resources of the 
former training program. It may be timely to revisit the idea of a national council, to enable 
greater flexibility at the national level of the governance model whilst increasing the 
robustness of governance at a local level, recognising the need for adaptive leadership and 
interconnectedness at all governance levels.  
 
A governance model for integrated GP training needs to be integrative in nature. We need 
the governance for GP training to be inclusive and not exclusive, recognising that GP 
training is part of the whole, particularly in terms of building an effective and sustainable 
medical workforce for the future. And the overarching governance needs to be able to hold 
everyone to account, from training providers, through to Medical Colleges, trainers and 
trainees alike. In the case of building a future-proof medical workforce, everyone has ‘skin in 
the game’ and needs to know how they are each performing, as individual organisations and 
institutions and together as a collective. 
 
Conclusion 

The Ministerial Review of General Practice Training (1998) identified a need for 
comprehensive change that went beyond the operational details of the education and 
training arrangements in place. It identified a range of problems confronting GP education 
and training and general practice itself, and investigated trends in health service delivery, 
nationally and internationally, recognising the importance of community context in 
connection with future learning needs of general practitioners. Most importantly the Review 
considered the interconnection and need for better integration of health and service delivery 
with education and training. 
 
The Review Group in 1998 developed a series of possible scenarios for the future of general 
practice education: 
 

• Greater diversity in work settings and learning environments; 
• More responsive education at a local level; 
• Broader culture within medical practice and education; 
• Variety of means for recognition of prior learning; 
• Increased flexibility for learners in type and location of learning; 
• Community focus for general practice education at all levels of medical education 

system. 
 
All of these scenarios put the community – and not the government, colleges or deliverers in 
the centre of the governance model to achieve these outcomes. In contradistinction, the next 
steps in terms of transitioning to College-led training have predominantly focused not on 
governance (relationships) but on the operational details.  
 
A comprehensive review process as per occurred in 1998 and the Ministerial Review leading 
to the establishment of AGPT has not yet been undertaken.  
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What has not yet been made clear are the broad strategic priorities for a new system of GP 
training, focused on the needs of the Australian community. Designing a system to meet the 
future learning needs of GPs also needs defining of the future needs of GPs and their role 
within the health system.  
 
Governance requires an understanding of the strategic purpose and vision for the future in 
terms of general practice, in terms of medical education and training, in terms of healthcare 
and in terms of our communities and their health status.  
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Appendix 1 
 
PRE-AGPT Model of Integrated RACGP Training 

To understand the enormity of the change proposed and implemented by the AGPT it is worth 
considering the following:  
 
The RACGP TP delivered the FRACGP FARGP while being accountable to and funded (via the 
Commonwealth) by the RACGP. The RACGP TP was designed to deliver on this model which was 
essentially to produce GP fellows who, if all other conditions were met, could train where they were 
needed most.  
 
Sometimes the standards and program elements made that untenable for the doctor in training and 
sometimes support, supervision and education were overlooked when – answering to government 
KPIs – the RACGP sent doctors in training where they were needed most without due attention to 
all aspects in this diagram.  
 
 
 

 
 
 
 
 
 
Figure 38: Pre-AGPT Model of Integrated RACGP Training 

 
The AGPT was designed to deliver on this model that put the community need – not only for 
numbers but contextual expertise – in the centre of the program and wrapped the RACGP – and 
then ACRRM training programs around that centre. The linkage was through the doctor in training 
who had training obligations.  

RACGP membership 
and fellowship

Delivering within 
regulatory financial 
policy boundaries

Standards and 
curriculum

Community needs

GOVERNANCE 

PROGRAM 
MANAGEMENT 

EDUCATION 

ACCREDITATION 

ASSESSMENT 

SUPPORT 

RECRUITMENT 

SELECTION 

WORKFORCE PLANNING 

EVALUATION AND 
RESEARCH 



 

Page 75 of 88 

This was a revolutionary concept that by integrating around a community – hence the regional 
consortia – the College training programs would need to adapt while remaining accredited. 
ACRRM pivoted quickly to this idea and in recent years the RACGP has developed outcomes-
based standards that are far more sympathetic to context while ensuring safe, quality and 
supportive training wherever the doctors are working. 
 
 

 
 
 
 
 
 
 
 
 
Figure 39: AGPT Model of Integrated Training 

 
The third possible governance model to be explored is what happens when the regulatory 
authorities are in the centre and GP training is integrated around a regulatory authority core, the 
Government that underwrites and contracts much of the enterprise and the regulators under whose 
authority the enterprise may legally proceed. 
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Figure 40: GP Training Model – Regulatory Authorities at the Centre 

A governance model such as this would see heavy involvement and control from Government, 
ideally not only at Commonwealth and state and territory level, but at Local Government level as 
well, particularly with community need being the next circle. This governance model would have 
capacity through its source of constitutional ordering to distribute powers and responsibilities 
appropriately throughout all levels of government and civil society. It would have the legitimacy that 
most citizens understand and as such be able to act when large-scale and comprehensive 
collective action is required- a valuable asset if large scale systemic change is being undertaken 
across the whole system of medical training and healthcare system as a whole.  
 
However, such a governance model is rigid in design and sacrifices the higher adaptive capacity 
required to cope with rapid or unexpected change. There is no buffering effect possible from the 
influence of local initiatives and the mechanisms for feedback on how things are working on the 
ground is reduced. In the worst-case scenarios, major policy changes are implemented without 
consideration of the disruption and damage at a local level (e.g. 2015 Salary Support Policy 
changes). Practical service delivery solutions that meet the needs of the Australian community and 
are consistent with national standards are harder to implement when the governance model is 
focused predominantly on the regulatory level, rather than local level.  
 
The ability to directly impact coping strategies at a time of crisis (such as the pandemic) is reduced 
because of the disconnect between training providers, trainees, Colleges and Government. There 
is risk in whole-of-system changes, such as changes in employment arrangements for registrars, 
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and the consequences cannot be predicted readily, in a governance model that has become more 
rigid and less adaptive in design. Regulatory authorities and government, by their very nature, are 
required to be stable and more rigid in approach and design. Medical Colleges, as discussed, run 
the risk of rigidity, particularly when disconnected from their ‘training roots’ and from the 
communities they serve.  
 
Having rigidity in terms of governance at the inner and outer boundaries of a governance model 
such as this could potentially occur within the third governance model. It creates tension and 
further disconnection within the system and places greater stress on communities and training 
doctors alike. We have witnessed throughout impact of such disconnection through recent years, in 
terms of a dis-integrated health system, separatist in design and less comprehensive and 
accessible to address the gaps in health care, particularly for rural and remote communities. 
 
 

 
 
Figure 41: Dis-integrated Health System 

It is only by placing the community and doctor in training with the patient at the centre of the 
governance model that we create harmony and a well-functioning health system through integrated 
place-based training. 
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Appendix 2 
 
Changes in GP Training from RACGP Training Program and ongoing evolution of AGPT 

There have been significant changes in terms of growth of GP training and in terms of breadth and depth since the inception of AGPT, GPET 
and the RTPs. The table in Appendix 2 highlights some of the differences in terms of GP training, pre AGPT and from commencement of AGPT 
2001 onwards, in terms of governance and intended outcomes, diversity of training, and key areas of rural training and Aboriginal and Torres 
Strait Islander health training. It is by no means, exhaustive, but provides a brief description of the evolution of GP training and the impact of an 
integrated governance model and a dedicated regionalised training infrastructure, focused around the importance of community. 
 
The table illustrates the importance of relationships in GP training, which has become more closely focused on working with communities to 
address their needs, and active involvement and empowerment of doctors in training, training practices and communities in the design and 
delivery of education and training. This has led to a better understanding of how we can attract more graduates into general practice and rural 
general practice in particular and understand the drivers of locally trained doctors working in rural areas, whether it be rural childhood 
background, the ability to undertake hospital or procedural work or family/lifestyle factors, as well help to develop a better understanding of 
local communities in terms of their health care needs.  
 
This is reflected in all elements of training by RTOs, from governance through to education delivery, funding through to support. RTOs have 
built a strong evidence base, demonstrating that the medical workforce need picture is not nationally standardised or consistent. GP training, at 
the RTO level, has become more proactive than reactive in design.  
 

 Pre-AGPT  AGPT onwards 

Governance Model The RACGP Training Program was a 
separate delivery arm of RACGP, with its 
own staff, resources and infrastructure. The 
Training Program was built around state-
based delivery of training and Training 
Program staff often shared offices and 
resources with RACGP faculties. There 
were dedicated regionalised models in a few 
rural areas, including Gippsland and North 
Queensland. 
 
In 1997 ACRRM was established. 

The new Board of General Practice Education and Training (GPET) was formed in 
2001 and the Australian General Practice Training Program (AGPT) was launched 
in 2002, with the aim to implement a regionalised and vertically integrated model of 
general practice training. An Australia wide system of Regional Training Providers 
(RTPs) was established with the training providers linked to a geographic footprint. 
There were initially 22 RTPs which contracted with GPET to manage postgraduate 
training in general practice. 
 
GPET was a Commonwealth company limited by guarantee, its scope and 
operations farmed by the Company Constitution, the Corporations Act 2001 and 
the Commonwealth Authorities and Companies Act 1997. The sole member of 
GPET was the Commonwealth, represented by the Minister for Health and Ageing. 
The company was governed by a Board of Director, directly accountable to the 
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 Pre-AGPT  AGPT onwards 

member (the Minister) for its performance in meeting the objects of the company 
(regarding GP training) and addressing government priorities. GPET’s program 
delivery activities broadly involved selecting and accrediting training providers, 
allocating training places to training providers, attracting and selecting trainees and 
managing funding and provider contracts.  
The Medical Colleges, RACGP and ACRRM, remained responsible for the 
curriculum and training standards, as well as determining the scope of practice and 
the training required in order to become recognised as a medical specialist, (as 
determined by AMC assessment and accreditation of all specialist medical 
education and training programs). 
 
The Australian Government retained responsibility for the quota on number of new 
general practice training places each year and funding. GPET received funding 
from the Department of Health and Ageing, under three-year Funding Agreements.  
 
GPET’s role was to allocate the government funded training places with associated 
funding to the Regional Training Providers, contracted to deliver the education and 
training across Australia and to contract manage those training providers. AGPT 
commenced with 22 Regional Training Providers and by early 2010 there were 17 
Regional Training Providers throughout Australia delivering AGPT, as well as a 
prevocational training program in General Practice called the PGPPP. 
 
Regional Training Providers (RTPs) were not-for-profit organisations, created to 
deliver education and training within a specific geographical location, using 
networks of local practices and training posts and GPs able to provide experience 
and support to the trainees, including GP registrars and PGPPP junior doctors. 
The RTPs determined the placement of participants in particular geographic 
locations within their regions, in collaboration with general practices and relevant 
hospitals.  
 
An RTP was based on a consortium of key organisations on a regional level, 
involving universities, the relevant Medical Colleges, divisions of general practice, 
bodies representing GP registrars and GP supervisors and other key organisations 
and/or individuals reflecting particular areas of focus (for example Aboriginal and 
Torres Strait Islander Health). The precise structure of RTPs in broad terms 
involved a Board and dedicated RTP staff in one or more offices. Staff included a 
Chief Executive Officer, trainers, medical educators, specialist consultants, GP 
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 Pre-AGPT  AGPT onwards 

registrar liaison officers and support staff dealing with functions such as marketing, 
finance and training placement distribution and accreditation. 
 
RTPs were accredited by GPET against College standards (RACGP and ACRRM) 
and, in turn, the RTPs accredited their network of training practices against 
College standards, to ensure consistency in terms of quality of education and 
training across the system. 
 
With regionalisation and the move to greater involvement with community came 
greater complexity in terms of the AGPT, particularly in terms of the RTOs 
developing and strengthening strategic relationships with stakeholders on a local, 
jurisdictional and national level. RTOs have well established relationships with a 
range of local stakeholders including local government, mining industry and 
workforce agencies, PHNs, rural clinical schools and health services. These local 
partnerships are combined with formally recognised state-based and national 
partnerships with key agencies in areas such as Aboriginal and Torres Strait 
Islander Health training, medical workforce planning and community healthcare 
system planning. Strategic planning on a local level has become more proactive 
than reactive in design, based on the collaborative partnerships RTOs have 
developed with local communities. 
 

Diversity of 
Fellowship training 

RACGP established the RACGP Training 
Program in 1974 and throughout the time 
period until 2001 and establishment of 
AGPT and GPET, had monopoly on GP 
training. The endpoints for RACGP Training 
were FRACGP and FARGP 

In 2007 ACRRM was accredited by the AMC and the RTPs commenced training 
towards the two Colleges’ fellowships: RACGP (FRACGP and FARGP) and 
ACRRM (FACRRM) 
 
RTOs now deliver training for multiple training pathways, including Rural 
Generalist as well as AGPT and RACGP Practice Experience Program (PEP).  
 

Intended Outcomes 
of Training 

The aims of the RACGP Family Medicine 
Program 95were: 
1. To upgrade the standard of primary 

health by increasing the number of 
graduates entering general/family 
practice 

The Review group identified seven key principles as essential to a future system of 
GP education. 
1. At the national level, effective strategic planning to ensure integration and 

promote collaboration in determining future directions 
2. At the local level, practical service-delivery solutions that meet the needs of 

the Australian community and are consistent with agreed national standards 

 
95 RACGP, F. M. P. (1974) Annual Report/ RACGP Family Medicine Programme, Royal Australian College of General Practitioners. 
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2. To improve the standards for, and 
consequently the job satisfaction to be 
derived from family medicine 

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

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

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

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

 
There is no mention of the need to consider 
medical workforce distribution, and/or 
community health needs.  
 

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

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

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

6. Improvements in the organisation and management of vocational training 
7. Funding mechanisms that adequately reflect the move to community-based 

education 
 
GPET was established in 2001 to oversee and support a system of regionalised 
education and training throughout Australia. The broad outcomes for the aims of 
regionalisation96 were: 

1. High quality education and training for general practice  
2. Regionally managed training that is responsive to and meets community 

needs  
3. Access to GP services  
4. Integration of regional educational programs and resources  
5. Improved training and services in Aboriginal and Torres Strait Islander health  
6. Innovation in vocational education and training  
7. Promotion of Australian general practice education and training  
8. Increased research opportunities in general practice  
9. Contestable provision of regional vocational training  
10. Value for money in regionalised training delivery.  

The GPET Board developed four major frameworks to guide the work of RTPs in 
terms of policy briefs presented to GPET by the Federal Government. These 
frameworks included the Framework for General Practice Training in Aboriginal 
and Torres Strait Islander Health, the Vertical Integration Framework, the 
Enhanced Rural Training Framework and the GPET Quality Framework. 
At its height, GPET and the RTPs were responsible for delivery of education and 
training for AGPT, PGPPP and nonVR doctors working in general practice, 

 
96 GPET Quality Framework, Part 2 Scope. 2.3. Outcomes for Regionalisation: RTP Objectives. General Practice Education and Australia, March 2005. 
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including international medical graduates, via programs such as OTDnet (and its 
predecessor ROVE).  
 
The Prevocational General Practice Placements Program (PGPPP) was a program 
designed to encourage junior doctors to take up general practice as a career and 
enhance their understanding of the integration between primary and secondary 
care. Placements were available in all locations, with a requirement that 50% of 
placements occur in rural and remote areas97 98 . General practice placements in 
the program commenced in January 2005 and the number of completed 
supervised placements increased progressively from 111 in 2005-6 to 910 
placements in 2011 (for further information see Paper on AGPT and Prevocational 
Training). 
 
RTPs received regular performance reports on their progress, based on KPIs 
developed from the regionalisation outcomes. Over time efficiencies were able to 
be made in terms of delivery of GP training, as well as prevocational training and 
horizontal training (training of IMGs) via the established regionalised infrastructure 
of the RTPs.  
 
The 2014-15 Federal Budget measure, ‘Rebuilding general practice training and 
education to deliver more GPs’, outlined major changes to the delivery of GP 
training, via the Australian General Practice Training (AGPT) program. This 
included a consolidation of Regional Training Organisations and a review of 
geographical boundaries, resulting in 11 training regions. The functions of GPET 
were merged into the Department of Health, ceasing operation of GPET in 
December 2014. Regional Training Providers (RTPs) ceased operation on 31 
December 2015, to be replaced by Regional Training Organisations (RTOs). The 
new RTOs became operational from 1 January 2016, with a three year Department 
of Health funding agreement with an outcomes based performance management 
focus for deliverables and reporting. 
 
There are now nine Regional Training Organisations, with more than half of these 
training providers having statewide geographical boundaries (WAGPET-WA, 
GPEx-SA, NTGPE-NT, GPTT-Tas, GP Synergy-NSW). These RTOs have 

 
97 In 2011 the requirement for placements to be in rural areas increased to 85% but this was then reduced in subsequent years to 50% to align with the AGPT rural quota requirement 
98 Martin A, Laurence C, Black L, Mugford, B. General practice placements for pre-registration junior doctors: Adding value to intern education and training. MJA 2007: 186 (7): 346-349 
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maintained regionalised training, not moving away from the importance of greater 
collaboration and integration at a local level and active involvement of communities 
in training and workforce planning.  
 

Rural Training Rural Training Stream was established in 
RACGP Training Program, including one 
year of advanced rural skills training.  
 
In 1997 rural training stream enrolment was 
15% of the Training Program’s total 
enrolment. 
 
The key elements of the Rural Training 
Stream include:  
a. A three to four-year program which may 

include up to one year of advanced rural 
skills training, plus optional elective 
training and/or leave of absence  

b. A selection process for enrolment in the 
Rural Training Stream involving the 
state Training Program, the regional 
Rural Training unit and a Rural Faculty 
representative (except Rural Pathway 
registrars who automatically joined the 
RTS upon enrolment in the Training 
Program); 

c. Provision of the rural components of 
training jointly by a regional Rural 
Health training Unit and the Atate 
Training Program; 

d. Hospital posts relevant to rural practice 
with appropriate supervision;  

e. A minimum of twelve months in rural 
general practices, at least six months of 

AGPT has two pathways, Rural Pathway and General Pathway, with KPIs set for 
RTOs in terms of rural pathway numbers. The Rural Pathway covers rural, regional 
and remote MMM2-5 areas. IMGs who are subject to the 10 year moratorium and 
enrol in AGPT, must undertake their training on the Rural Pathway.  
 
With the establishment of AGPT, RTPs and then RTOs worked hard to establish 
local partnerships with communities to develop mechanisms to attract registrars to 
train and stay rurally, focusing on the personal as well as professional attractors 
and detractors for registrars working in rural practice. The importance of becoming 
part of a rural community was embraced with RTOs working collaboratively with 
the Colleges, particularly RACGP, to revise and refine the training standards in 
terms of enabling flexibility for registrars to stay in a rural location for extended 
periods and maintain quality in terms of their training. 
The RTOs recognised that training is not a ‘one size fits all’ and that there are 
multiple training and lifestyle choices that a registrar needs to make in order to 
identify their current as well as future learning needs and career needs. RTOs 
have developed a better understanding of how to attract more graduates into 
general practice and rural general practice in particular, and understand the drivers 
of locally trained doctors working in rural areas, whether it be rural childhood 
background, the ability to undertake hospital or procedural work or family/lifestyle 
factors. Each RTOs has established relationship-based processes on a personal 
as well as local level, to help registrars in their career journey, recognising the 
importance of pushing rather than pulling a registrar to train rurally and develop 
their scope of practice matched to community needs will have a more successful 
outcome. 
 
In 2018 there were 2648 rural pathway registrars, 48.4% of total number of AGPT 
registrars (total number of AGPT registrars 5467). The table below highlights the 
progressive rise in Rural Pathway enrolments from 2009-2018100. 
 

 
100 MRTP Reports 15-19 and Medical Education Training Datasets 2016-2018 
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which must be in basic or advanced GP 
terms;  

f. A comprehensive educational program 
for rural general practice;  

g. Advanced Rural Skills Posts  
h. Preferential access to relevant special 

skills posts;  
i. Appropriate financial support for training 

in rural locations;  
j. Eligibility for the College Fellowship 

following satisfactory completion of 
standard training requirements ( 3year 
program – 12 Units) and the written and 
oral segments of the College 
Examination.  

k. Eligibility for the award of the Graduate 
Diploma in rural General Practice 
following satisfactory completion of all 
components of a full Advanced Rural 
Skills year (and all components of the 
Rural Training Stream)99.  

 
From 2001 registrars were able to elect to 
undertake their training via a general 
pathway or rural pathway. Rural pathway 
registrars agreed to undertake the majority 
of their training in RRMA 4-7 areas.  
 
Structured financial incentives were 
available to rural pathway registrars, 
administered by the Health Insurance 
Commission. 

 
 
The Queensland Rural Generalist Pathway was established in 2005. RTOs are 
responsible for delivery of Rural Generalist training as well as delivery of AGPT. 
Rural Generalist training is a combined Commonwealth and state and territory-led 
training system and RTOs actively collaborate and work with health services, 
jurisdictions, communities and doctors in training to determine the training required 
for each doctor matched to community needs.  
 
The dedicated regionalised training infrastructure, as delivered by the RTOs, has 
been able to successfully deliver AGPT and Fellowship training for two Medical 
Colleges with multiple pathways, national Rural Generalist training – a combined 
Commonwealth and jurisdiction led training system, as well as actively recruit, 
select and train doctors to work where they are needed. 
 
Registrars enrolled in the General Pathway can also undertake rural training. The 
2019 AGPT Graduate tracking Study identified that 13% of general pathway 
registrars chose to work rurally post Fellowship. 
 
In 2018 55.8% of the total FTE training weeks delivered by the RTOs was in MM2-
7 (for further information, see Paper on AGPT and Workforce Distribution). As per 
the Graduate Tracking Study report, evidence shows that for every 10 week 
increase in rural AGPT FTE weeks, there is 18% more likelihood of AGPT 
graduates to work rurally.  
 

 
99 2001 RACGP Training Program Operating Procedures Manual 

NSW/ACT VIC QLD SA WA TAS NT AUSTRALIA
2009 265 253 204 84 80 38 46 965
2010 308 306 249 93 90 38 51 1129
2011 373 334 333 121 107 59 55 1372
2012 424 376 393 147 129 81 59 1594
2013 520 452 520 165 159 103 73 1992
2014 547 475 558 173 180 125 79 2137
2015 608 494 669 203 231 135 119 2459
2016 691 549 746 236 244 150 169 2785
2017 680 531 725 234 218 149 162 2699
2018 700 530 712 215 208 136 147 2648
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RTOs know attraction and retention in rural practice is achieved through pulling 
rather than pushing registrars to train and stay rurally and the active involvement of 
communities in this process is the key to success.  
 

Equity and Access  In 1997 the number of active training 
practices, by geographical classification, in 
the RACGP Training Program was 915. 
57% of these were in capital cities (519) 
25% of active training practices were in 
small rural, ‘other rural’, remote and ‘other 
remote’ (230).  
 
There were 471 active training places 
(October 1997), of which 156 were in small 
rural through to remote centres101. 
 
All registrars were required to undertake a 
period of training in Areas of Medical 
Service Need (AMSN). No more than 25% 
of all AMSN units completed annually were 
to be located in Capital Cities and Other 
Metropolitan Cities. Training Program 
offices kept lists of approved rural and non-
rural posts for AMSN points. 

GPET and the RTPs have progressively built up training activity outside of capital 
cities, based on the Commonwealth Government’s distribution target of 50% RA 2-
5. Data analysis from a KPMG report in 2014 showed that 52% of FTE training 
weeks were in RA2-5102.  
 

 
 
In 2018 55.8% of total FTE training weeks delivered by the RTOs were in MM2-7 
locations (for further information see Paper AGPT and Workforce Distribution). 
There are 4464 accredited GP training facilities with 40.7% of the GP training 
facilities located in MM2-7 and nearly one third of these in MM4-7 locations (29%) 
Nearly one third (29.3%) of facilities accredited for Aboriginal and Torres Strait 
Islander Health training are located in MM4-7. 

 
101 From General Practice education, the Way Forward Report 
102 AGPT Program GP registrar distribution study. Final Report. KPMG September 2014 



 

Page 86 of 88 

 Pre-AGPT  AGPT onwards 

 
Aboriginal Health 
Training 

From 1997 all newly enrolled registrars in 
the RACGP Training Program were required 
to satisfy the requirements of the Aboriginal 
Health Curriculum Statement, mandating 
training in Aboriginal Health. This led to 
increased interest in training in AMS posts.  
 
In 1999 a funding structure for AMS posts 
was introduced whereby either: 
• The registrar’s salary was paid by the 

AMS from income generated through 
Medicare billings provided from services 
provided by the registrar, supplemented 
by a practice subsidy from the Training 
program, or 

• The registrar’s salary was paid by the 
AMS and fully reimbursed by the 
Training Program on the condition that 
neither the AMS or Registrar generate 
income from billing Medicare for service 
provided by the registrar 

 
Training Program State Directors, with the 
RACGP Executive Director, Rural, were 
responsible for negotiations between the 
Training Program and individual AMSs. 

In 2001, GPET established an Aboriginal and Torres Strait Islander Health Training 
Reference Group to oversee development and implementation of the Framework 
for General Practice Training in Aboriginal and Torres Strait Islander Health. An 
Indigenous Program Officer and an Indigenous Health Education Consultant were 
employed by GPET to support RTPs implementing the recommendations of the 
framework. GPET also funded training positions in each state and territory 
NACCHO affiliate to improve collaboration between RTPs and Aboriginal 
community controlled health services. Cultural and medical educators working with 
RTPs were supported to attend annual workshops for networking and sharing 
training103.  
 
Training activity in Aboriginal and Torres Strait Islander Health progressively 
rose104: 

 
The Salary Support Program commenced in 2004 in the Kimberley Region, WA 
and progressively rolled out to other Aboriginal and Torres Strait Islander health 

 
103 Martin M, Reath J. General practice training in Aboriginal and Torres Strait Islander health. MJA, 2011; 194: S67-S70 
104 GPET Annual Report 2014. 
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settings. A Salary Support Program policy was implemented in 2010. In 2015 the 
Department of Health proposed some major policy changes to the Salary Support 
Program, including limiting registrars to a maximum of 12 months of salary 
support. In 2015, 397 AGPT registrars were accessing the Salary Support 
program, with a number of these registrars being part-time (FTE registrars 157). 
181 AMS facilities were accessing the AGPT Salary Support Program105. Following 
consultation, the limits on accessing Salary Support were removed in the revised 
2016 Salary Support policy. It is fortunate that the 2015 proposed changes were 
revised and not implemented, but it is unfortunate that such changes were initially 
proposed without consultation on the ground to ascertain the impact of such 
disruption as part of the policy planning process. The consultation mechanisms 
were already in place with RTOs working closely with the state-based NACCHO 
affiliates as well as with local AMSs, supervisors, registrars and cultural educators 
and mentors.  

The Guide to General Practice Training in Aboriginal and Torres Strait Islander 
Health, first published in 2010, was developed for RTPs, the ACCHS sector and 
other stakeholders to provide guiding principles for the regional delivery of 
culturally safe GP training in Aboriginal and Torres Strait Islander Health. It 
emphasised that collaborative partnerships between RTPs and Aboriginal and 
Torres Strait Islander peoples in the development and delivery of regionally-based 
general practice training are essential106. The regionalised governance model, 
implemented by the RTOs, is a valuable resource to ensure that consultation 
occurs before disruption and policy changes are made collaboratively and in 
partnership and not imposed, particularly on vulnerable communities.  

The total headcount of registrars and FTE weeks eligible for salary support from 
2016-2020107 : 
 
 
 

 
105 Answers to Questions on Notice. Topic: ATSI Australian General Practice Training Salary Support Programme 2016. Ref No: SQ16-000613. Senate Finance and Public Administration 
Committee.:  
106 AGPT Program Guide to Aboriginal and Torres Strait Islander Health Training. Accessed at: https://www.health.gov.au/resources/publications/guide-to-general-practice-training-in-aboriginal-and-
torres-strait-islander-health 
107 AGPT Data Release Policy: This data has not been confidentialised and is provided for analytical purposes only to assist in the planning for the transition of the AGPT program. Under no 
circumstances is this data to be published or otherwise released in its present form apart for that purpose and that is only to the RACGP, ACRRM and other RTOs. Release outside those 
organisations requires the approval of the AGPT Business Data Steward, Mr Dave McNally at dave.mcnally@health.gov.au. 



 

Page 88 of 88 

 Pre-AGPT  AGPT onwards 

Headcount of Registrars 

2016 2017 2018 2019 2020 (a) 
395 342 345 363 328 

  
FTE weeks eligible for salary support  

2016 2017 2018 2019 2020 (a) 

7563 7031 7273 7813 6807 
 
In 1997, there were 19 AMSs involved in RACGP Training108. Over the last two 
decades, the number of Aboriginal Health Training facilities have increased, in line 
with the increasing numbers of GP trainees and in 2020 there are 471 training 
facilities delivering Aboriginal and Torres Strait Islander Health Training, including 
360 Aboriginal Medical Services. Growth such as this is only achieved through 
respectful partnerships and collaborations, utilising evidence-based approaches 
and leadership and advocacy on a local as well as national level. Each RTO has 
developed close working relationships with peak bodies in Aboriginal and Torres 
Strait islander Health on both national and state level, AIDA, Aboriginal Community 
Controlled Health Organisations and Aboriginal Medical Services, as well as local 
Aboriginal and Torres Strait Islander communities. 
 

 
 
 

 
108 Ministerial Review: The Way Forward report 


