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Summary of Recommendations  

The following is a summary of recommendations from the independent reviews into the 
Australian General Practice Education and Training (AGPT) program in WA. The detailed 
recommendations can be found in the following reports: 

Independent Review of the Australian General Practice Training Program in Western 
Australia, Healthfix Consulting, September 2015 

Kimberley General Practice Training Program Review, Virtual Health, September 2015 

Regionalised Model Review Project, Foulds Consulting, September 2015 

Recommendation 1 

WAGPET to provide a leadership and coordination role and pursue the establishment of ten 
dedicated GP procedural training posts in anaesthetics and obstetrics for rural practice. 

Recommendation 2 

WAGPET to establish a GP procedural training reference group involving Colleges (Royal 
Australian College of General Practitioners (RACGP) and Australian College of Rural and 
Remote Medicine (ACRRM)), WA Country Health Service (WACHS), Rural Health West 
(RHW) and recipient hospitals e.g. King Edward Memorial Hospital (KEMH) with a brief to 
design the selection, placement, and mentoring/monitoring of program participants. 

Recommendation 3 

WAGPET to consider initiating an update to the report “Maintaining an effective procedural 
workforce in rural WA” to identify priority areas for responding to procedural workforce 
needs. 

Recommendation 4 

WAGPET and Rural Clinical School (RCS) to meet to establish actions required to integrate 
effort and share resources between RCS and WAGPET in Kalgoorlie, Wheatbelt, Pilbara 
and Geraldton with the formation of a process that allows these matters to be explored at a 
detailed level and on a “without prejudice” basis. 

Recommendation 5 

WAGPET to introduce clear two and three year fixed GP training pathways with contractual 
obligations between registrars, hospitals and community based training providers for the 
period of training. WAGPET to pursue further growth in training places through the not-for-
profit sector. 

Recommendation 6 

WAGPET to initiate discussions with the Aboriginal Health Council of Western Australia 
(AHCWA), WACHS, Regional Advisory Councils (RACs), and Colleges to determine 
appropriate locations for registrars in the Wheatbelt and Pilbara regions, and agree on the 
associated supervisory arrangements. 

Recommendation 7 

Applicants needing more than twelve months deferred training should withdraw and only 
seek to enrol when they are ready to undertake the training. 

Recommendation 8 

Part-time be accessible for up to 50 per cent of the training. Any more than 50 per cent is 
simply too difficult to manage within the training program. 
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Recommendation 9 

A maximum set of eight to ten performance measures should be established for WAGPET. 
These measures should be clearly defined and routinely reported to the management and 
Board on the performance of WAGPET and a subsidiary set of measures used to inform the 
wider WAGPET stakeholder group. This should particularly focus on WAGPETs contribution 
to addressing the WA GP workforce shortages. 

Recommendation 10 

a) Regional manager role be established for a period of twelve months, in the 
Southwest. Consideration could be given to this role servicing three regions – 
Southwest, Peel and Great Southern.   

b) Consideration should be given to establishing regional manager roles in other 
regions. 

c) The regional manager roles would assume responsibilities currently held by regional 
program managers (RPMs) at WAGPET central. These resources will need to be 
redirected to support the revised regional model. 

Recommendation 11 (See also recommendation 4) 

The Goldfields and Pilbara continue to struggle in attracting GP registrars to their respective 
regions. What is needed in both of these regions is not so much a committee structure, but a 
dedicated WAGPET presence integrated with other key training organisations, especially the 
RCS, in promoting the regions to GP registrars and recruiting and supporting accredited 
practices. 

Recommendation 12 

That a RAC be established in the Wheatbelt region with a view to the employment of a 
regional manager.  

Recommendation 13 

Limit growth in GP training posts in the West Kimberley and facilitate growth in the East 
Kimberley by: 

 Redistributing Indigenous Health Training (IHT) salary support funding to better 
recognise remoteness and seniority of training 

 Strengthen support for sole or remote GP registrars  

 Strengthen medical educator presence in the East Kimberley 

Recommendation 14 

The Kimberley review has highlighted the extraordinary contribution that the AGPT has 
made to stabilise and reverse the critical GP workforce shortages in the Kimberley. While the 
review describes a need for change it must protect the ongoing role it plays in maintaining an 
effective GP service in the region. 

Recommendation 15 

Increase the focus on cost management and develop an effective engagement strategy with 
the Commonwealth Government emphasising the fundamental achievements of the 
Kimberley model in improving the available medical workforce, medical services and health 
outcomes in the remote region. 
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Executive Summary  

1 .  P R E A M B L E  

In March 2015, WAGPET engaged Healthfix Consulting, Dr Felicity Jefferies and Mr Kim 
Snowball to conduct a full and independent review of the AGPT program in WA. This review 
was supported with two subsidiary reviews covering two additional facets of WAGPETs work 
in greater detail. 

The first of these subsidiary reviews was a deeper analysis of the unique partnership in the 
Kimberley between Kimberley Aboriginal Medical Service (KAMS) and WAGPET undertaken 
by Mr Tim Shackleton, Virtual Health, and the second was consideration of the 
regionalisation approach adopted by WAGPET conducted by Ms June Foulds from Foulds 
Consulting. 

The review process was undertaken in two stages:  

Stage 1 

The completion of the majority of stakeholder consultations and a full description of the 
background of the AGPT, its history in WA and its performance since it commenced in 2002. 

With this phase of the review completed in June 2015, a progress report was submitted to 
the Board of WAGPET with the initial findings from the review and most importantly the 
areas the review identified as potential areas for change. The Board endorsed the directions 
for further analysis identified under the review and supported further detailed discussions 
with stakeholders.  

Stage 2 

With the support of the WAGPET Board and executive, the review focused attention on the 
further more detailed analysis of the areas of potential change. This involved further 
research in the case of the Kimberley review, formal interview processes with the Regional 
RACs under the regionalisation review, and in respect to the broader review of the AGPT it 
involved more detailed discussions with key external stakeholders and refinement of the 
recommendations for action. 

2 .  S T A K E H O L D E R  E N G A G E M E N T  

Over one hundred people were consulted throughout the review. The engagement with the 
stakeholders was carefully planned to ensure coordination of their input into the review 
process and to ensure they had a basic level of understanding of WAGPETs activities prior 
to contributing to the review.  

The engagement was conducted through a combination of structured interviews, in person 
and by phone, as well as an opportunity for written submissions. 

The participation rate has been high and generated considerable material for WAGPET, both 
at an operational and strategic level.  
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 Consultation 2.1.

To date, 114 stakeholders were consulted. These included: 

Direct participants - registrars/supervisors/practices 45 

Partner organisations -  RCS, AHCWA 39 

Other interested stakeholders - Australian Medical 
Association (WA) (AMAWA), WA Local Government 
Association (WALGA), Rural Health West (RHW), Health 
Departments, State and Commonwealth 

22 

Written submissions 8 

Feedback to the review was very positive overall and the importance of the program to 
the broader medical workforce outcomes was increasingly obvious. 

During the course of the review Healthfix Consulting chaired an AGPT Review Project 
Management group. This group generally met at least twice a month with all of the key 
executives from WAGPET and the consultants. The group also involved the Chief 
Executive Officer of the newly formed WA Primary Health Alliance (WAPHA), Learne 
Durrington and senior representatives from PricewaterhouseCoopers (PwC), Mr Ian 
Sheldrake and Mr Billy Meston. This process presented an opportunity for quick 
feedback on the progress of the review and the emerging issues as they arose. 

 Other data  2.2.

A range of data was gathered throughout the review process; all of it has been 
thoroughly assessed to ensure its validity and further confirmed in the consultation 
process. PwC has developed several financial models that will allow WAGPET to 
assess the financial impacts of several of the recommendations proposed by the review. 
This will allow the Board and Executive to carefully consider the financial capacity to 
make changes in the service delivery model. 

3 .  F I N D I N G S   

 AGPT review findings 3.1.

The AGPT review findings reinforced the value that WAGPET has contributed to the WA 
community since 2002, through its role as the sole GP training agency in the State. The 
review found that WAGPET is highly respected across all stakeholder groups and is a 
highly credible body within WA.  

Its performance is generally above standard despite recent rapid growth, and its 
leadership and stability has meant WAGPET has been influential both in WA and at 
national forums. 

WAGPET is also considered to be performing well financially with below the national 
average cost per full time equivalent (FTE) week and a reducing cost per week over the 
past ten years as the program has grown.  

The review report has drawn attention to a number of operational matters arising from 
the consultation process. This included difficulties in making contact with the appropriate 
person within WAGPET on routine issues, lack of Australian College of Rural and 
Remote Medicine (ACRRM) recognition and involvement with suggestions for an 
ACRRM Fellow to be part of the medical education resource, increased engagement 
between Royal Australian College of General practice (RACGP) and ACRRM (the 
Colleges) and RHW for registrars, including potential for registrar membership.  
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WAGPET executive are in the process of addressing these matters.  

The review also revealed a significant issue for WAGPET and the changeover between 
General Practice Education and Training (GPET) and the Department of Health in 
respect to the very high level of inactive registrars. This low level of active registrars of 
100 fewer than capacity and the residual liability of approximately $7m per annum being 
generated from this issue is a growing problem. The associated funding is expected to 
be available through the Department of Health when needed. 

The review points out that through the national approach, funding for registrars is only 
provided when they are actively in training not when they enrol. The resulting vacant 
positions cannot be backfilled, despite having funds available nationally to do so. This 
means that at any given point in time over the last five years up to 30 per cent of 
registrars have been enrolled but are not doing the training. 

 Kimberley program findings 3.2.

a) The program is highly successful overall - this finding is supported by strong 
stakeholder feedback and data analysis which shows: 

 Steady growth in the number of participating GP registrars; 

 Increases in overall GP numbers in the region; 

 Increases in the number of GP supervisors in the region; 

 Significant rates of conversion of RCS students to either Community Residencies 
Program (CRP) or GP registrar training and CRP participants to GP registrar 
training in the Kimberley. 

b) The main factors driving the success of the program since inception are: 

 The strength of the partnership between WAGPET and KAMS and the strong 
ongoing leadership provided by these two organisations; 

 The strong support of the Aboriginal Community Controlled Health Organisation 
(ACCHO) sector in the Kimberley; 

 The leadership of individual ‘champions’ in the Kimberley; 

 Strong funding and policy support from the Australian Government; 

 Strong support from the WA health system including the WA Department of 
Health and WA Country Health Service (WACHS); 

 Strong support from the Colleges.  

c) There is potential for the model of GP training in the Kimberley to be implemented in 
other regions of WA such as the Pilbara and Goldfields. However, this will require 
careful consideration of the costs involved as the Kimberley model is heavily 
resourced. 

 Regionalisation review findings 3.3.

The AGPT program in the regions is highly regarded and external stakeholders 
consulted recognised the value of early support to doctors who plan to practice rurally to 
achieve an understanding and appreciation of the differences in practicing in the rural 
areas. 

WAGPETs many years of providing the program is recognised and valued, and there is 
a sense of respect for WAGPETs longevity in continuing to grow the program in the 
regions. At this time there is no better model, and WAGPET is seen as the organisation 
best placed to continue to deliver the program.  

The RAC at the local level has a very low profile, with many stakeholders not being 
aware of, or having little knowledge of the role of the committee.  



 

11 

4 .  P O T E N T I A L  A R E A S  F O R  C H A N G E   

Consistent with the review brief there are substantial issues the review team believes worthy 
of further analysis and consideration, including further discussion with the relevant 
stakeholders, before more significant recommendations are made to the WAGPET executive 
and Board. 

These potential areas of change were canvassed with stakeholders in stage 2 of the review: 

 Increase procedural general practice training.  

 Integration and shared infrastructure for program delivery (RCS, WAPHA, RHW, 
WACHS). 

 Better application of technology in learning/training for telehealth use. 

 Backfilling vacant trainee places to allow an extra 100 registrars. 

 Revise fees to support solo practice and discounted rates for multiple registrars. 

 Address policy associated with part-time training. 

 Joint planning for an integrated medical education/training plan for WA to 2025. 

 Grow GP training with non-government organisations (NGOs). 

 The Kimberley model and future options. 

 The regionalisation model and future options. 

5 .  F I N A L  R E C O M M E N D A T I O N S  

With the completion of the stage 1 report to WAGPET, each of the projects under the AGPT 
review were tasked with finalising their consultation on the key areas for potential change 
before delivering a final report for consideration by WAGPET by the end of September 2015. 

Each of the projects gathered further data and consulted with the key agencies before 
arriving at a series of recommendations for consideration by the WAGPET Board and 
executive. 

A summary of the findings and recommendations from each of the reports has been 
coordinated into a single series of recommendations.  

 Findings and recommendations 5.1.

5.1.1. Increased procedural general practice training 

On the basis of the stage one report, WAGPET has sought additional funding under its 
contract to deliver AGPT on behalf of the Commonwealth government. This would allow 
an additional dedicated 10 places annually and is seen amongst the stakeholders as an 
important and urgent investment. 

Regardless of the outcome of the tender and subsequent contract negotiations, it is 
clear that the key stakeholders see this area of work as an essential priority for the WA 
rural medical workforce into the future, and without it, the future of procedural work for 
GPs in rural areas will be increasingly limited.  

On this basis it is recommended that WAGPET take a leadership role to develop ten 
dedicated procedural GP posts including obstetrics and anaesthetics in conjunction with 
the key stakeholders (Colleges, RHW, and WACHS). It should establish a cost-effective 
dedicated program for registrars including the necessary design features associated 
with selection, placements, and monitoring/mentoring of participants. The subsequent 
programs need to be widely advertised and promoted. 

The need to maintain an effective procedural workforce was first identified with an 
analysis of the medical workforce data in WA across each of the regional areas. This 
report was completed in 2007 and highlighted the fragile nature of this important 
component of the workforce in rural and remote areas of the State.  
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Without a dedicated focus on ensuring new doctors are being trained, a very real risk 
will emerge over the ability of the State government to maintain procedural services 
outside the major regional centres. A revisit of the 2007 report would identify the 
progress since that time and present the current status of the procedural workforce and 
any emerging issues. 

Recommendation 1 

WAGPET to provide a leadership and coordination role, and pursue the 
establishment of ten dedicated GP procedural training posts in anaesthetics and 
obstetrics for rural practice. 

Recommendation 2 

WAGPET to establish a GP procedural training reference group involving 
Colleges, WACHS, RHW and recipient hospitals e.g. King Edward Memorial 
Hospital (KEMH) with a brief to design the selection, placement, and 
mentoring/monitoring of program participants. 

Recommendation 3 

WAGPET to consider initiating an update to the report “Maintaining an effective 
procedural workforce in rural WA” to identify priority areas for responding to 
procedural workforce needs. 

5.1.2. Increased integration and shared infrastructure for program delivery (RCS, 
WAPHA, RHW, WACHS) 

All the key stakeholders support the notion of stronger integration and shared 
infrastructure recognising that this can take many forms, from simply shared office 
space through to shared employees. Already an agreement has been reached between 
WAPHA and WAGPET for administrative support to five RACs for 2015. 

In discussions with the RCS, Professor David Atkinson made clear that the RCS was 
supportive of a more integrated approach to management and delivery of the programs 
and associated administration. In that discussion it was felt that instead of simply looking 
at areas where it was already working well and that integration would simply provide a 
means for reduced overall costs, it was more important to focus on those areas where 
difficulties were being experienced by all parties, either recruiting or providing the 
service.  

Professor David Atkinson preferred exploration of opportunities in Kalgoorlie, the 
Wheatbelt, the Pilbara and Geraldton. 

Recommendation 4 

WAGPET and RCS to meet to establish actions required to integrate effort and 
share resources between RCS and WAGPET in Kalgoorlie, Wheatbelt, Pilbara and 
Geraldton with the formation of a process that allows these matters to be 
explored at a detailed level and on a “without prejudice” basis. 
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5.1.3. Develop a two and three year formalised GP training pathway in conjunction 
with hospitals and community based service providers. 

A key aim identified through discussions with stakeholders was the notion of providing 
fewer but clearer pathways in GP training and introducing the concept of a two-to-three 
year training pathway involving a combination of hospital and community rotations 
exposing registrars to experiences in areas such as, paediatrics, obstetrics, palliative 
care, emergency medicine, mental health, and Aboriginal health. 

This approach is important to ensure that those registrars wishing to be good GPs get 
the types of rotations that will contribute to this outcome and are not required to apply 
for jobs on a regular basis but have a clear contractual obligation applied to both them 
and the hospital and community placements.  

It will also mean that hospitals can better plan and organise themselves over a number 
of years, knowing where registrars will be, well in advance. 

The importance of continued growth in the training program will also mean an increasing 
reliance on the opportunities for training presented by the community sector, led by 
organisations such as AHCWA and Silver Chain. These sectors have expressed a 
strong interest in being involved in the further growth of the program in WA. 

Recommendation 5 

WAGPET to introduce clear two and three year fixed GP training pathways with 
contractual obligations between registrars, hospitals and community based 
training providers for the period of training. WAGPET to pursue further growth in 
training places through the not-for-profit sector. 

5.1.4. Develop alternative models for remote supervision and training 

It is clear from the distribution of registrars that the Pilbara, Goldfields and Wheatbelt 
regions have significantly lower numbers of registrars than other areas of the State. A 
number of stakeholders (RCS, AHCWA and RHW) all identified that difficulties in the 
provision of adequate supervision was behind this outcome.  

All parties agreed that development of alternative and/or remote supervision models 
was both possible and desirable for these areas. The Northern Territory and the Remote 
Vocational Training Scheme (RVTS), run from Melbourne, already successfully employs 
remote supervisory models in their programs. It is recommended that these two models 
be discussed with WAGPET partners as a matter of urgency so that fairer distribution of 
registrars into these important workforce areas can be introduced. 

In considering these models it is important to understand that they are likely to carry a 
higher cost than face to face supervision, but are essential to provide adequate 
supervision in places that would otherwise not be able to train registrars. 

Recommendation 6 

WAGPET to initiate discussions with AHCWA, WACHS, RACs and Colleges to 
determine appropriate locations for registrars in the Wheatbelt and Pilbara 
regions and agree on the associated supervisory arrangements. 

5.1.5. Under-utilisation of training positions 

In Western Australia in each year, for the past five years, up to 30 per cent (100 
registrars per annum) of the successful candidates for GP training, defer training for a 
variety of reasons.  

This means that each year there are 100 vacant training places as the current policy 
originating from GPET was to only fund those registrars who are training. This means 
that WAGPET is not able to backfill these vacant positions with other registrars. 
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The key issue for WA is that at a time when maximum performance of GP training is 
needed it is operating 30 per cent below capacity despite funds being appropriated from 
the Federal Parliament for the training places to be fully utilised. 

This matter was discussed with the Commonwealth Department of Health. The 
representatives advised that they were aware of the issue and the accumulated training  
liability, and were in discussions on how to address and manage the liability that had 
developed. The representatives also advised that they were considering a change to the 
funding arrangements to reflect the appropriation, to the extent that in future, regional 
training providers (RTPs) may be funded for the trainees as they enrol and it would be 
the responsibility of the relevant RTP to then manage the leave or deferrals from the 
program. 

Such a change would allow devolution of authority for leave management within the 
funding envelope and would then allow maximum use of available training places. 

The issue of part-time training was also discussed with the Commonwealth 
representatives. In WA there are examples of registrars undertaking the training at as 
little as one day per week. This makes it difficult to manage the training places and 
provide appropriate continuity of the training for both supervisors and registrars. 
Allowing part-time training to the extent of one day per week also appears inconsistent 
with standards being considered by the Medical Board requiring “recency of practice” to 
maintain registration. 

To address both the issues of training deferrals and liability, and unmanageable part-
time training, it is strongly recommended that: 

Recommendation 7 

Applicants needing more than twelve months deferred training should withdraw 
and only seek to enrol when they are ready to undertake the training. 

Recommendation 8 

Part-time be accessible for up to 50 per cent of the training, any more than 50 per 
cent is simply too difficult to manage within the training program. 

5.1.6. Information management and performance measures 

During the course of the AGPT review it was apparent to the review team that data 
being collected and information used to measure performance is not well understood. In 
particular, there is a mixed use of definitions and measures of training that are very 
confusing to most involved in the program, and almost certainly misunderstood by 
external agencies.  

Much of this confusion can be sourced to inconsistent and different measures and data 
requirements from the funding bodies, especially GPET. While many surveys were 
conducted to measure performance of the program it did not succinctly convey the 
contribution of the AGPT to the GP workforce provided to Australians today. 

On this basis it is important that in WA a small number of measures of performance be 
determined, including measures of the contribution to improved workforce outcomes. 
Also, a set of common definitions of the key measures and data is essential if the 
integrity of the performance measures are to be maintained and understood. 

Recommendation 9 

A maximum set of 8 to 10 performance measures be established for WAGPET. 
These measures should be clearly defined and routinely reported to the executive 
and Board on the performance of WAGPET and a subsidiary set of measures 
used to inform the wider WAGPET stakeholder group. This should particularly 
focus on WAGPET’s contribution to addressing the WA GP workforce shortages. 
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5.1.7. The regionalised model of training 

Following ten years of operation, the RACs are in various stages of development and 
sophistication. There is an appetite in several RACs to become more strategic at the 
local level and to work across the key training organisation in the regions. 

There has been a tremendous amount of goodwill given to the RACs over the years by 
very well meaning GPs and other committee members; however, with the increased 
number of GPRs the RACs are finding they can no longer deal with the ongoing 
complexities of larger numbers. 

As GPR numbers continue to grow, there is an increased risk to both WAGPET and the 
members of the accredited practice team. In order to support the region and the ongoing 
work of the RAC, it is recommended that a regional manager role be established.    

Such a role could involve early detection of problems, practice support including 
recruitment and accreditation, support to prospective and existing practices, and local 
interaction with key training organisations. The position could also oversee the delivery 
of the local education program. 

It is further recommended that to best respond to the GP education and training needs 
and capability in the regions, WAGPET should consider a three-tier approach to 
supporting the principle of regionalisation and devolution. 

The first tier would involve the appointment of a WAGPET regional manager to oversee 
the GP education and training in the region and to liaise directly with other local 
agencies involved or associated with GP.  

The resources required to support the appointments will need to be through the reduced 
and devolved functions contained within the WAGPET Perth office. In these regions the 
RACs will take a more advisory role to the regional manager. The review of the 
regionalisation model indicated that a number of RACs are ready to move away from the 
current RAC structure to a more strategic model. There is both interest and support to 
the establishment of a WAGPET presence in the regions. (Recommendation 10) 

The second tier would seek to address those regions where the number of registrars is 
well below what should be reasonably expected, and where additional support is 
needed to maximise the performance of the region in education and training terms. In 
this case both the Goldfields and the Pilbara require a part-time regional manager 
shared with other agencies, particularly the Rural Clinical School. This approach 
recognises that the RACs alone are not sufficient to achieve improved performance and 
this problem is shared with other educators. (Recommendation 11) 

The third tier will maintain the existing RACs approach with the addition of the Wheatbelt 
as a stand-alone region. The region has sufficient training practices, willing GPs and 
number of GPR for this to be considered. Importantly, there is widespread support from 
a range of external stakeholders including RCS, local hospital and local GP network, for 
this model. (Recommendation 12) 

Clearly the RAC model underpinning the regionalisation of GP education and training 
has served WAGPET and the regions well to date. The following recommendations are 
designed to strengthen the regional model into the future to support continued growth in 
GP registrars into rural areas where the learning experiences and the ultimate demand 
for GPs is highest. 

A range of further recommendations are included in the Regionalised Model Review 
Project report on issues and challenges presenting to the regional structure for 
consideration by WAGPET. 
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Recommendation 10 

a) Regional manager role be established for a period of twelve months, in the 
Southwest. Consideration could be given to this role servicing three regions – 
Southwest, Peel and Great Southern.   

b) Consideration should be given to establishing regional manager roles in other 
regions. 

c) The regional manager roles would assume responsibilities currently held by 
regional program managers (RPMs) at WAGPET central. These resources will 
need to be redirected to support the revised regional model. 

Recommendation 11 (See also recommendation 4) 

The Goldfields and Pilbara continue to struggle in attracting GP registrars to their 
respective regions. What is needed in both of these regions is not so much a 
committee structure, but a dedicated WAGPET presence integrated with other key 
training organisations, especially the RCS, in promoting the regions to GPRs and 
recruiting and supporting accredited practices. 

Recommendation 12 

That a RAC be established in the Wheatbelt region with a view to the employment 
of a regional manager.  

5.1.8. Review of the Kimberley GP training program  

The review of the Kimberley GP training program has generated a considerable volume 
of quantitative and qualitative data which has been used to inform the key findings and 
opportunities for improvement contained in the Kimberley General Practice Training 
Program Review report.  

The following conclusions build on this work and provide some key messages: 

 The extraordinary contribution the AGPT program has made toward stabilising 
and reversing critical GP workforce shortages in the Kimberley is clearly 
demonstrated. While change is necessary to strengthen the performance of the 
program in some areas, the important role it plays in maintaining an effective GP 
service in the region should be protected;  

 The benefits arising from the program for Aboriginal people should not be 
understated. The Kimberley is now the only remote region of Western Australia 
where substantial and sustainable progress to overcome shortages in the 
Aboriginal health medical workforce has been made. If the funding and policy 
support of the Commonwealth Government is weakened, there would be a 
serious negative impact on the health of Aboriginal people in the Kimberley; 

 It is important that efforts to expand the program in the Central and East 
Kimberley be maintained and that a multi-agency approach is used; 

 The regionalisation of the program’s management via the partnership between 
WAGPET and KAMS is the single most important structural factor in the success 
of the program. The success of this model is proof that with the right planning 
and partnerships, regionalisation of program management can work better in 
regional areas than more centralised models; 

 An important element of the success of the program is the presence of a small 
number of ‘champions’ who are based in the region and are passionate about 
delivering good outcomes for Aboriginal people. Without these individuals, it 
would not have been possible for the program to develop as well as it has. This 
provides a lesson for agencies attempting to regionalise education and training 
programs in future; 
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 The program is something of a ‘victim of its own success’ in that rapid growth in 
GP training has resulted in a corresponding rapid growth in costs to the 
Commonwealth. In the current fiscally constrained environment, this may have 
created a barrier to the growth of the program in the Kimberley and similar 
models being implemented in other regions; and 

 A strategy which highlights the significant benefits the program delivers to 
Kimberley residents, especially Aboriginal people, should be developed and 
implemented. The strategy should highlight the negative impact on the health of 
Aboriginal people in the Kimberley if funding support was reduced, as well as 
ongoing efforts to contain/reduce program costs.  

Strategic recommendations arising from the review of the Kimberley model  

At the time this review was undertaken, the majority of registrars in the program were 
based in the West Kimberley. This is attributable to the availability of a larger number of 
training posts, the relative greater capacity of medical services in Broome and Derby to 
provide a positive training experience for registrars, and the attractiveness of Broome as 
a place to live. 

In keeping with the recognition of the significant benefits the program brings to 
Kimberley communities, and particularly Aboriginal people, it is recommended that a 
policy decision be taken to limit future growth in GP training posts in the West Kimberley 
and to facilitate growth in the Central (Fitzroy Crossing and Halls Creek) and East 
Kimberley (Wyndham and Kununurra). 

At present, Kununurra Hospital, Ord Valley Aboriginal Health Service (OVAHS), 
Kununurra Medical and Yura Yungi Aboriginal Medical Service in Halls Creek are 
accredited training practices. At the time of the review there was one registrar based in 
Kununurra Hospital and Kununurra Medical had plans to host one registrar in 2015 and 
increase this to two in late 2015 or 2016. There were no registrars based at OVAHS, nor 
had there been for approximately two years. However, recent discussions between 
WAGPET and OVAHS have resulted in an agreement that OVAHS is willing to host two 
GP registrars in 2016. 

Given the difficulties establishing sustainable GP training in Fitzroy Crossing and Halls 
Creek in the past, a multi-agency collaboration in order to identify and implement 
innovative training program should be considered. 

The following actions are recommended to strengthen the provision of GP education 
and training across the Kimberley 

Recommendation 13 

Limit growth in GP training posts in the West Kimberley and facilitate growth in 
the East Kimberley by: 

 Redistributing IHT salary support funding to better recognise remoteness 
and seniority of training 

 Strengthen support for sole or remote GP registrars  

 Strengthen medical educator presence in the East Kimberley 

During the course of the review, the high cost of the program was commented on many 
times, often in the context of it being a potential restriction on further growth in the 
Kimberley as well as being a barrier to similar models of GP training being implemented 
in other regions. 

Given indications from the Commonwealth Government that there is limited scope for 
growth in funding for the program, the focus should be on containing overall costs and 
taking opportunities to reallocate funding within the program to ensure benefits are 
spread equitably across the region. 
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In 2010 WAGPET’s total expenditure of Commonwealth funds on GP training in the 
Kimberley was $1,819,287 and this has risen to $4,651,094 in 2014. These costs do not 
include Medicare revenues generated by registrars, which were unable to be quantified 
for this report. 

Winding back existing expenditure levels would risk a serious negative impact on 
Kimberley communities. Notwithstanding this risk, there should be an ongoing focus on 
limiting growth in program costs over the next two-to-three years and directing 
expenditure to strategies which ensure benefits are spread equitably across the region. 
The proposal to create a tiered benefits structure for GP registrars to recognise 
remoteness of posting within the scope of existing funding is an example of this 
approach. 

During the course of this review, stakeholders close to the program and across the 
broader health sector expressed the view that a significant risk is that the 
Commonwealth Government, as funders of the program, may not be sufficiently aware 
of the benefits it brings to both GP training and improved access to primary medical care 
for the Kimberley population, and particularly Aboriginal people, and that this may lead 
to a weakening of policy and funding support in the current fiscally constrained 
environment. 

It is recommended that a fresh engagement strategy be developed by WAGPET and 
KAMS with the aim of ensuring the Commonwealth Government is aware of the success 
of the program and the benefits it creates for Kimberley people as well as ongoing 
efforts to contain and redistribute costs to improve program performance. Importantly, 
the engagement strategy should clearly state the negative consequences for the health 
of the Kimberley population and especially Aboriginal people in the event of reduced 
funding support. The strategy should also build the profile of the program as a ‘flag ship’ 
regional training initiative and where possible highlight the personal experience of GP 
registrars and Aboriginal patients, as these stories have a far stronger impact than 
written reports and quantitative data.  

Expansion of the current Kimberley model to other parts of the State is not 
recommended until costs are moderated and alternative remote supervision and support 
structures are in place. 

Recommendation 14 

The Kimberley review has highlighted the extraordinary contribution that the 
AGPT has made to stabilise and reverse the critical GP workforce shortages in 
the Kimberley. While the review describes a need for change it must protect the 
ongoing role it plays in maintaining an effective GP service in the region. 

Recommendation 15 

Focus on cost management and development of an effective engagement strategy 
for the Commonwealth Government is needed to emphasise the fundamental 
achievements in improving the medical workforce and hence medical services 
and outcomes in remote areas. 
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Independent Review of the Australian General 
Practice Program in WA  

1 .  A G P T  P R O G R A M  H I S T O R Y  

To fully appreciate the context for this review of GP education and training in Western 
Australia it is important to have an appreciation of the history and initial establishment of 
general practice as a specialty in its own right, requiring a dedicated training program before 
doctors could commence as GPs. 

In the early 1990’s the Federal Government received a report from its medical workforce 
advisory committee indicating that Australia had a serious and growing oversupply of 
general practitioners. The expected growth was going to seriously compromise outlays 
under Medicare at a time of fiscal constraints. At this time newly graduated doctors could 
commence as general practitioners without the need to complete any additional training 
beyond that provided through the undergraduate and intern years. 

While the report was later found to be fundamentally flawed, nonetheless at the time the 
Federal Government reacted to the predictions of significant oversupply and moved to 
restrict and slow the growth in general practice using a series of actions it initiated through 
the introduction of the 1996 Provider Number Legislation. This legislation ensured that only 
doctors who had undertaken the RACGP Fellowship exam could access provider numbers 
(with some exemptions for overseas trained doctors (OTDs) and doctors working in areas of 
workforce shortage).  

Unfortunately for Western Australia the flawed report into medical workforce in Australia 
masked a serious shortfall of doctors (especially general practitioners) in Western Australia. 
Western Australia had a single medical school and its graduate numbers had been held at 
about 100 for at least the previous decade. Western Australia relied heavily on overseas 
recruitment to maintain a reasonable medical workforce supply. 

The actual national oversupply of doctors was heavily concentrated in Sydney and 
Melbourne, so much so that the entire Australian medical workforce appeared to be in 
oversupply, when in fact many States and regions were critically short of doctors. Yet the 
measures to restrict entry into general practice were uniformly applied across Australia. This 
meant that Western Australia and many rural areas in other states very quickly became 
critically short of general practitioners and this was felt most acutely in the remote and rural 
areas of the State.  

After considerable advocacy by the Western Australian State Health Minister, Dr John Day 
and WA doctor groups, some concessions were made. This followed a trip to Western 
Australia by the Federal Health Minister at the time, Dr Michael Wooldridge. He was shown 
the impact of the Federal legislation by traveling across the Wheatbelt; notably Merredin and 
other Wheatbelt communities, where he heard first-hand the extent of the impacts from local 
doctors and local government representatives. 

Dr Wooldridge acknowledged the adverse impact of medical practitioner shortages in 
Western Australia and altered some of the national measures to allow easier overseas 
recruitment (five year scheme) and supported positive incentives to attract doctors to rural 
and remote areas in conjunction with the State Government. This included the establishment 
of nine Rural Clinical Schools in Australia including the WA Rural Clinical School initially 
based in Kalgoorlie, Broome and Geraldton under the Federal governments “more doctors 
better services” program to boost availability and viability of health services in rural and 
regional Australia. 

At the same time as the broader actions taken to address the perceived oversupply of 
doctors the Federal Minister introduced significant and sweeping changes to general 
practice. 
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The rural doctor movement had been advocating for some time for establishment of the 
Australian College of Rural and Remote Medicine (ACRRM) challenging the hegemony of 
the Royal Australian College of General Practitioners (RACGP) over general practice 
vocational education. ACRRM was incorporated in 1997 by the Rural Doctors Association of 
Australia (RDAA). This body sought to acknowledge: 

 The importance of rural and remote medicine as a broad but discrete form of general 
practice, 

 The need for well-designed vocational training and continuing medical education for 
rural doctors, and 

 The need to address the shortage of rural and remote doctors in Australia, by 
providing them with a separate and distinctive professional body. 

By establishing and then responding to the report “General Practice, Responding to the 
Future with Partnerships”, which found that the GP training program was highly fragmented, 
Dr Wooldridge removed responsibility for training general practitioners away from the 
RACGP and into the hands of an independent body - General Practice Education and 
Training (GPET). GPET was formed in March of 2001 and moved into its offices in Canberra 
in January 2002. It had three core roles: to foster innovation, improve integration (especially 
educational integration) and support regionalisation. Its first priority was to establish a 
network of RTPs across Australia. 

The removal of GP training from the RACGP provided the means by which the Federal 
Government was able to drive its workforce agenda and in particular be able to direct how 
many training positions were available and their location. So for the first time, funding of 
training was removed from a college and funded by the Commonwealth with additional 
specification from the government for the purpose of workforce planning and management.  

 The AGPT Program in WA 1.1.

In 2001, an alliance was formed in Western Australia between rural and urban GP 
organisations and individual GPs that led to the formation of Western Australian General 
Practice Education and Training (WAGPET) Limited. It commenced work in 2002 with its 
foundations being: 

 A commitment to focus on quality of GP training, innovation, regionalisation and 
sustainability, whilst retaining flexibility for GP registrars. 

 Quarantined regional GP training funding. 

 A rurally dominated board. 

 A GP registrar as a board member. 

 A GP supervisor as a board member. 

 A small office in Perth. 

From 2002 until 2004 WAGPET subcontracted the School of Primary Aboriginal and 
Rural Health Care (SPARHC) based at the University of Western Australia (UWA) to 
undertake the formal education aspect of the AGPT, and in 2003 contracted the RCS 
(which was a school within SPARHC) to undertake major components of the GP training 
program in regional areas. It also engaged with the regions to find sustainable models to 
support the regional training of GP registrars.  

After extensive stakeholder engagement WAGPET decided that it needed to be more 
involved in the day to day delivery of GP education and so in 2005 WAGPET 
regionalised its training model to encompass one urban and eight rural regions. Each 
region set up its own Regional Advisory Committee (RAC) consisting of a GP registrar, 
supervisor and a WAGPET representative. This allowed each region a level of 
independence and the devolved authority to deliver training that was suitable and 
sustainable for their environment. The model continues today with 10 regions.  
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In the last six years there has been a massive growth in the number of enrolled 
registrars with numbers doubling nationally from 600 to 1200 and growth in Western 
Australia from 70 to 130 over the same period. These numbers increased locally as 
described below. 

Year 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 

National 
Number of 
Training 
Places 

 
600 

 
600 

 
600 

 
600 

 
600 

 
600 

 
700 

 
900 

 
1000 

 
1108 

 
1192 

WAGPET 
number of 
Training 
Places 

 
55 

 
42 

 
41 

 
62 

 
55 

 
70 

 
73 

 
91 

 
102 

 
112 

 
132 

Source: WAGPET 

For the purpose of the AGPT review we have used the commencement year as 2002, 
which basically represented the commencement of WAGPET as the body responsible 
for the delivery of the AGPT in Western Australia. While it is clear that other 
organisations had been delivering AGPT type services in the preceding years, including 
the Family Medicine Program (FMP) run by the RACGP since 1973 and had funded the 
RACGP to run the GP training program from 1996. It was in 2002 that the 
Commonwealth Government first funded AGPT as a specific funded program through 
the associated GPET structure.  

The program in Western Australia shared in the 400 GP training places capped and 
funded by the Commonwealth Government nationally. The costs for these places was 
only met when a registrar undertook a training term. 

In 2002 Western Australia’s share of the 400 posts was 41 registrars, with 50 per cent of 
GP training places required to be based in rural areas. This was roughly equivalent to 
the State’s population share at 10 per cent of the national population.  

The growth in the AGPT mainly occurred after 2010 in WA with little growth between 
2004 and 2009. This growth is measured in a number of ways, but generally is best 
illustrated by: 

 The growth in available and funded GP training posts which increased from 108 
in 2004 to 183 in 2014. 

 The growth in enrolled registrars (not all in training) which increased from 156 in 
2004 to 441 in 2014. 

 The growth in active GP registrars in training which increased from 135 in 2004 
to 303 in 2014. 

The ultimate outcome from the work of WAGPET in Western Australia is that 1 in 3 
general practitioners have been trained by WAGPET and at any given point in time 10 
per cent of General Practitioners in Western Australia are WAGPET GP registrars in 
training. 

An issue under the AGPT program is the large number of inactive registrars, which has 
climbed from 13 per cent in Western Australia in 2004 to 30 per cent in 2009 where it 
has continued at 30 per cent for the next five years to the current year. In 2014 this level 
of inactive registrars equated to one hundred registrars enrolled but not in training.  
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Source: WAGPET 

This effectively means that 30 per cent of available GP training funds are not being used 
in any given year, almost $7m per annum. This has arisen from the application of the 
national policy allowing significant deferral of training from successful applicants. It has 
also arisen from a very high proportion of trainees who wish to complete their training on 
a part-time basis, some for as little as one day a week in training. 

It is interesting to note that while the parliamentary appropriation is announced and 
budgeted to fund registrars accepted into the training program, the subsequent 
contracts from GPET and now the Department of Health provides those funds to the 
relevant RTP only for candidates active in the program.  

No backfilling of unoccupied registrar positions have been allowed. This means that 
GPET has received its funding for successful candidates but only passed those funds 
onto the RTP’s where the candidates were actively in the GP training program.  

In Western Australia this means that at any given time in the past five years almost 100 
registrars have been accepted into the program but are not doing the training. This 
approach is curious at best, but funds will need to be held in reserve by the Department 
of Health as a forward liability to cover these registrars when they do commence their 
training. 

While this is clearly an issue for the funding bodies it is a significant and growing liability 
that WAGPET needs to be assured is adequately covered. 

While the potential funding liability into future years is an issue, similarly the State has 
under-utilised capacity in its GP training program of one hundred registrars per annum. 
This means WA, under current program policies, could accept an additional 100 
registrars without the need to increase infrastructure of the number of accredited 
practices, but it would require a policy change to accept that registrars not occupying the 
training program can be backfilled in the interim. 

The growth in AGPT has been significant over the past five years and through the 
advocacy by WAGPET and the State government, the increase in GP training places 
approved by the Commonwealth has begun to recognise the shortages in WA and the 
need to expedite GP training in this State. 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

Active 135 83 107 132 149 134 151 180 206 257 303

Enrolled 156 124 121 168 191 208 221 252 308 378 441
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Source: WAGPET 

 

Source: WAGPET 

While the growth of AGPT places in WA is important it must also be understood that the 
growth is accompanied by developments in the wider functions required of WAGPET to 
deliver high quality training and ensure appropriate selection of trainees. 

AGPT contractual requirements and WAGPET performance 

The performance of WAGPET is tied directly to its contractual obligations for the 
delivery of GP education and training in WA. This contract is very specific about the 
functions and processes to be performed and followed by WAGPET. These are 
relatively prescriptive in key areas including the requirement to follow national 
developed policies associated with leave entitlements, and terms and conditions for 
registrars. These prescribed requirements are an essential part of delivering a nationally 
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consistent program, but at times the requirements can be at odds with local or state 
based custom and practice. 

A good example is the support needed for OTD’s to complete the RACGP exam. This is 
clearly excluded from the AGPT contract with WAGPET, but is a recognised gap in the 
support for the large number of international medical graduates (IMGs) recruited and 
working in Western Australia, but without vocational registration. Most agencies were of 
the belief that WAGPET had a responsibility for this group. 

In order to provide a high standard GP training program in Western Australia, WAGPET 
is required to undertake a range of functions integral to the training activities. These 
functions are fully described at Appendix 2, but in essence the contract requires 
WAGPET to deliver a program consistent with other RTP’s in Australia including the 
following major functions: 

 Ensure training placements are fully accredited and deliver vocational training in 
accordance with standards set by the relevant college RACGP or ACRRM or 
both. 

 Participate in the national selection process. 

 Recruit and appoint appropriate supervisors and provide associated support for 
their role. 

 Meet all necessary payments for practices, registrars and supervisors. 

 Provide ongoing assessment of supervisors. 

 Undertake training capacity audits. 

 Liaise with key stakeholders including relevant college and post graduate 
medical council. 

 Ensure adherence with the AGPT policies and guidelines. 

 Ensure appropriate dispute resolution processes are in place. 

 Ensure registrars have appropriate provider numbers. 

 Develop a specific Aboriginal health strategic training plan and seek to address 
any barriers to regional delivery of Aboriginal health training. 

WAGPET also carries a responsibility to ensure Western Australia receives a fair share 
of GP training resources, particularly in light of its severe shortage of Australian trained 
general practitioners. 

To undertake its work properly and effectively, WAGPET is required to work closely with 
other training providers and those more broadly involved in the delivery of medical 
education. 

While not a primary responsibility, WAGPET also needs to be well informed and 
involved in the planning and delivery of a medical workforce that addresses the health 
needs of Western Australians. This particularly requires a focus on areas of shortage in 
rural and outer metropolitan regions. 

To deliver AGPT effectively in Western Australia, WAGPET must seek to: 

 Ensure WA’s GP training needs are adequately represented to the 
Commonwealth and WA receives a fair share of GP training resources, 

 Deliver WAGPETs obligations under contract for AGPT, 

 Attract new supervisors and registrars into the training program, 

 Deliver the best possible training program for the funds available, 

 Deliver AGPT efficiently and cost effectively, and 

 Develop mature and effective relationships with other training providers 
nationally and with relevant organisations in Western Australia. 

In addition to the AGPT review of the broad functions undertaken by WAGPET, 
additional review processes were conducted to more closely examine the activities and 
performance of WAGPET in delivering AGPT in the Kimberley where a uniquely 
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Western Australian approach has been taken to deliver training in partnership with the 
Kimberley Aboriginal Medical Service Council. The review has also delved more deeply 
into the regionalisation model adopted by WAGPET.  

2 .  P R O G R A M  P E R F O R M A N C E   

During the course of the review a range of measures were considered to best assess the 
performance of WAGPET. These represented hard data analysis, later validated with 
stakeholders interviewed as part of the review. 

The measures assessed included: 

 Financial performance compared nationally. 

 Financial performance trends. 

 Share of available GP training funds. 

 Success of WAGPET trainees in attaining Fellowship. 

 Performance against AGPT contract specifications. 

 Complaint management. 

 Financial performance compared nationally 2.1.

The measures to be selected to assess WAGPETs financial performance needed to 
describe relative costs compared to other similar organisations and also financial 
performance over time to establish a clear trend in the use of training funds. Finally to 
bring this analysis together required a common base for assessment. This could be the 
number of training posts or registrars. However it became quickly apparent that other 
RTPs and GPET used a variety of definitions to describe those participating in the 
program. It was so unclear that it was decided to use FTE training weeks provided as 
this was the most consistent measure of actual training activity undertaken by RTPs and 
WAGPET. 

In the absence of information from each individual State or RTP, information was drawn 
from the final GPET Annual Report to 30 June 2014. This provided the average national 
cost per FTE week of training so represented a good gauge against which WAGPET 
could be compared. While it would have been preferable to compare the WAGPET 
costs with other RTP’s with similar financial characteristics and training profile, 
nonetheless a comparison against national average costs is useful. It could reasonably 
be expected that WAGPET costs would be higher on a FTE week of training given the 
obvious additional costs associated with delivering the training across the vast expanse 
of Western Australia with few sizeable regional centres capable of achieving adequate 
economies of scale. This was particularly relevant during the period when mining activity 
drove up general costs significantly in the North West and for skilled staff in the 
metropolitan area. 
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The following table compares the national average training cost per FTE week per 
training year compared to the same measure in Western Australia.  

 

Source: AGPT Annual Report 2014 & WAGPET 

From this comparison it is clear that WAGPETs overall cost performance is below the 
national average in every year for the past five years except 2010. One point of caution 
on the use of the year-on-year comparison is that the national average and WAGPET 
costs include both recurrent and non-recurrent expenditures. The impact of year on year 
changes to non-recurrent costs can be minimised by comparing the WAGPET and 
national average cost over a longer period. In this case a five year period has been 
selected. This continues to show WAGPET as slightly less than the national average 
cost per FTE training weeks. With the national average between 2009 and 2013 at $962 
and WAGPET average cost over the same period of $929 or 3.5 per cent lower. 

This analysis alone provides confidence that on a comparative basis and despite higher 
expected costs, WAGPET performs better than the national average. 

 Financial performance – trends over time 2.2.

In addition to considering how WAGPETs financial performance compares nationally 
against each FTE week of training with other RTPs, the review also considered the 
financial trends over time. 

The review assessed costs per active FTE training weeks delivered over the ten year 
period 2005 to 2014 inclusive. This found that the active FTE training weeks conducted 
grew from 4,993 FTE weeks in 2005 to 15,337 FTE weeks in 2014 or 207 per cent. At 
the same time funding per FTE training week has fallen from $1,387 in 2005 to $874 in 
2014 - a reduction per FTE training week of $513. This measure demonstrates that 
while there has been substantial increases in the number of FTE weeks training 
provided over the past ten years the funders have benefited from the associated 
economies of scale and cost efficiencies introduced by WAGPET through this period. 
For example, if the current level of FTE training weeks were paid at the rate applying in 
2005 than the cost saving to the funder is calculated at $7,868,000. 

Based on this measure of performance it is clear that WAGPET has delivered a cost 
effective training solution, when compared nationally, and has demonstrated that 
WAGPET has passed on the benefit it has achieved through better economies of scale, 
to the funding bodies, as the program has grown over time. 

2009 2010 2011 2012 2013

RTP Average $901 $890 $1,007 $1,066 $945

WAGPET $888 $1,023 $958 $1,043 $735
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 Fair share of GP training funds 2.3.

While it is not specific to its contractual obligations under the AGPT, it is widely 
expected that WAGPET has a role to ensure Western Australia receives a fair share of 
GP education and training funds and is therefore able to train sufficient GPs to meet its 
workforce needs over time. 

Unfortunately for WAGPET, receiving a fair share of the GP education and training 
funds has not always been the case. To its credit WAGPET, mainly through its Chief 
Executive Officer, Dr Janice Bell, has consistently sought to present WA’s medical 
workforce evidence to the national colleagues and has consistently searched for the 
evidence in Western Australian on where GP shortages might exist and how the AGPT 
might assist in providing locally accessible training in these areas. 

Unlike many other States and Territories, Western Australia experiences a significant 
shortage of general practitioners in rural and remote areas and in outer metropolitan 
areas. This evidence has been available for some time and has been quantified at a 
shortage of 950 doctors, including roughly 600 general practices. Much of this shortage, 
especially in rural areas has been addressed through overseas recruitment to the extent 
that Western Australia is the highest user of overseas trained doctors than any State in 
Australia.  

These facts have not always been acknowledged let alone addressed by the 
responsible national bodies. 

Through the advocacy by WAGPET, in association with others, this has gradually 
changed and access to GP registrars into the program has increased. While more work 
is needed, the progress has begun to better reflect the States GP training needs.  

Over the course of the next five years a real imperative exists to continue to steadily 
grow the available training to accommodate the growth in medical practitioners from 
University of Western Australia (UWA), University of Notre Dame Australia (UNDA) and 
in 2023 when the Curtin Medical School graduates will be at post graduate year 2 
(PGY2). 

Capacity exists within the current training program to accommodate a further one 
hundred active registrars by backfilling the 30 per cent who are not actively training or 
are training on a part-time basis. This will require a change to the national policy 
whereby inactive trainees block others from joining the program and results in significant 
under spending of the funds appropriated by Federal Parliament.  

According to the GPET Annual Report to 30 June 2014, this represented some $38m 
nationally of under spent funds in the national program and returned to the Department 
of Health as a result of this issue. These funds will still be needed when the trainees 
who have deferred the program recommence the training. 

Many stakeholders reinforced the important advocacy role played for the State by 
WAGPET. In particular, 

Brett Dale, Chair of the Association of Chief Executives (ACE) 

“WAGPET is very active on national issues; they have credibility and fight for what they 
see as the needs of the profession” 

Marita Cowie, Chief Executive Officer, ACRRM 

“WAGPET has been one of the most stable RTPs. This has enabled the CEO of 
WAGPET to take strong leadership role nationally.” 
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Mark Rowe, General Manager Education Services, RACGP 

“WAGPET are good advocates for general practice across the country. Janice and her 
team are held in high regard.” 

Professor Bryant Stokes, A/Director General WA Department of Health 

“WAGPET seem to be working well, had advocated well for GP training in WA and have 
been innovative, especially in the area of prevocational training.” 

 Success of WAGPET Trainees in attaining Fellowship 2.4.

While the AGPT and WAGPETs objective is to educate and train good GPs ready to 
work confidently and competently in their chosen career, the measurement of the 
performance of the trainees in ultimately attaining their Fellowship in either RACGP or 
ACRRM is a readily measurable outcome. 

The better performance by WAGPET trainees was reinforced by several of the key 
stakeholders including: 

Brett Dale, Chair of the ACE group said “WAGPET trainees were very successful with 
the exam results this year which is an important measure of their ability to train 
registrars” 

Dr Mark Rowe, General Manager Education Services, RACGP 

“WAGPET has an extremely high pass rate in the exams with 70-80 per cent per cent 
success; this is high across the system.” 

General Practice Registrars Association 

“WA is working well from the Associations perspective; it is one of the better RTP’s. If 
issues arise then WA is more than willing to work with GPRA to sort them out.” 

 Performance against AGPT contract specifications and KPI’s 2.5.

Based on the assessment of WAGPETs reporting of its KPIs, it is clear that WAGPET 
has performed well under its contractual obligations with GPET and more recently the 
Commonwealth Department of Health.  

WAGPETs performance report for the 2013 training year is available in Appendix 3. 
(The 2014 training year report has not yet been provided to WAGPET.) 

 Complaint management 2.6.

According to the General Practice Registrars Association (GPRA) they focus on two 
measures to reflect RTP performance from a registrar’s perspective.  

1. The pass rate of registrars, and  

2. The number of adverse reports they receive from registrars.  

On the latter measure WAGPET fares very well with the GPRA going to the extent of 
surveying its members (prior to our meeting) to determine any issues from their 
members on WAGPET, there were no issues raised. GPRA also advised that WAGPET 
was not over represented in the matters previously raised with GPRA. 

This observation was validated by the review team assessment of the AGPT registrar 
satisfaction survey. This clearly showed WAGPET registrars were less likely to 
encounter an adverse incident. 82.4 per cent of WAGPET registrars encountered no 
adverse incidents compared to 78.8 per cent of all registrars. 
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The registrars and supervisors interviewed in Western Australia all expressed the view 
that in the event that an adverse incident occurred it was generally well managed and 
WAGPET were regarded as responsive. 

Mr Paul Boyatzis, Executive Director, Australian Medical Association of WA (AMA WA) 
said “WAGPET is responsive to issues when they are raised with them and are 
prepared to work through them appropriately. AMA (WA) do not hear of many issues 
relating to WAGPET and believe the training is well regarded.” 

3 .  S T A K E H O L D E R  P E R S P E C T I V E S  

The stakeholder engagement process for the review of the AGPT was extensive and a full 
list of those consulted is attached at Appendix 4. 

The engagement took the form of an introductory letter and information sheet (Appendix 5) 
explaining the purpose of the review and providing some background information about 
WAGPET in order to ensure people had a basic level of understanding about WAGPET and 
its role. 

The engagement with stakeholders was in three basic groupings, with a range of interviews 
conducted as well as an opportunity for individuals and organisations to make written 
submissions into the review. A summary of the written submissions is attached at Appendix 
6. 

There were 3 groups of stakeholders who received personal contact from the reviewers 
either by phone or in person. 

These 3 groups were: 

 Direct participants in the AGPT program. For example supervisors and registrars. 

 Organisations involved alongside or in partnership with WAGPET. For example, 
RCS. 

 Key stakeholder bodies with an interest in WAGPET and its objectives. For example, 
Health Department and medical schools. 

These 3 groups of stakeholders were posed a series of questions appropriate to their 
involvement with AGPT. All were asked about the performance of WAGPET as an 
organisation and any issues they felt needed to be raised. A further group of questions were 
posed to illicit views about the future of the AGPT and where improvements could be made. 

As expected the responses to these questions were either broad and strategic or lower order 
issues that were conducive to more immediate recognition and response at an operational 
level. 

A summary of all of the interviews and discussions held during the review are as follows: 

 Views from direct participants in the AGPT 3.1.

WAGPET Registrar Advisory Group (RAG) 

The following dot points provide a summary of the key issues raised by the RAG 
participants. A full summary is attached at Appendix 7. 

 The actual selection process to get into the AGPT was straightforward apart from 
interns needing two referees when their application was being put in before they 
had completed two training terms.  

 The practice selection process issues that were raised with the supervisors and 
practice managers were also raised with the registrars, i.e. that the guidelines 
and way the processes worked were not always transparent and that basic term 
registrars that followed the “rules” often missed out. 
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 The overall feeling was that the training given by WAGPET equipped the 
registrars to be good GPs, that the people at WAGPET were knowledgeable, 
hardworking and that the training model worked well. 

 The registrars were all supportive of online learning and felt that more could be 
done such as a weekly “blackboard” classroom where registrars from around the 
state could participate at a set time during the day to take over from the 
supervisors set education time.  

WAGPET Supervisor Advisory Group (SAG) 

The following dot points provide a summary of the key issues raised by the SAG 
participants. A full summary is contained at Appendix 8. 

 Require a clear understanding of how the selection processes work. Registrars 
and supervisors need to understand the implications and communication 
processes better. 

 Supervisors would like more feedback on their own performances and how they 
“rank or fit” as a supervisor. 

 Would like feedback from the quality improvement project that they were 
involved in with Dr Denise Findlay. 

 Would like a transparent process for issues that are raised and how they are 
dealt with i.e. a response registrar. 

GP Training Posts’ Practice Managers 

The following is a summary of the suggestions that were made to help improve the 
program and its delivery from the perspective of the Practice Managers involved in the 
program. A full summary is attached at Appendix 9. 

 A manual for practice managers to help when new practice managers start. 

 A contact list of WAGPET staff to be created and circulated every three-to-six 
months. 

 For each practice to be nominated a single person at WAGPET as a point of 
contact for any issues. 

 For WAGPET to send completed AGPT forms to practices so that practice 
managers can send both the AGPT form and provider number form off to 
Medicare. 

 Help from WAGPET to set more realistic salary expectations with registrars. 

 Address the issue where some registrars have been unwilling to see Aboriginal 
patients or those with drug addictions. 

Written Submissions 

A total of 8 written submissions were received into the review. The key issues raised 
included: 

 There needs to be innovation with education and training sessions for GPRs, 
especially those in the more remote sites so that they do not spend so much 
time travelling but still get the benefit of networking. 

 Those regions with the capacity would like more independence in their decision 
making. 
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 Document and ensure that the placement matching process is clearly 
understood and adhered to by the GPRs and practices. 

 Ensure the supervisor training is developed to be as efficient and effective as 
possible with varying levels for new and advanced supervisors. 

 Ensure there is an open and transparent log of issues that arise with practices so 
that stakeholders are confident that they have been dealt with. 

 Ensure that if a supervisor contacts WAGPET about a poorly performing GPR 
that there is timely feedback from WAGPET to both parties. 

 WAGPET to take a leadership role in discussing the nature of general practice, 
many solo practices are struggling to support GPRs. 

Dr Steve Wilson, AMA WA Council of GP 

Steve has been involved with WAGPET since it started in WA. It is made up of very 
committed individuals who have stayed true to its original intent. It is now a well-known 
and respected organisation in WA. 

Steve is also a supervisor who has had a number of GPRs over the years though none 
have stayed. He attributes this to the fact that there have been a number of incentives 
over the years to attract GPRs to areas of workforce shortage. He also feels that the 
terms and conditions of registrars are unrealistic of being a “real life GP who owns their 
own practice”. He has stories of GPRs being paid more than GPs who have just passed 
their exams. Most GPRs are now interested in part-time work. 70 per cent of applicants 
to GP are female and only 30 per cent male, 66 per cent of graduates are female and 
most are not interested in owning a practice. They can work part-time three days per 
week and earn $3,700 per week. 

Steve would like WAGPET to lobby the Department of Health to get Bassendean as a 
district of workforce shortage (DWS), Lockridge and Coolbellup are classified as outer 
metropolitan. Steve would also like some flexibility around funding. He had a GPR doing 
a 0.7 FTE role at his practice but was only funded 0.5 FTE as this was the “rule”. Steve 
would like to see a pro-rata approach. 

Steve believes the training at WAGPET is very good, and would like them to allow 
registrars to be more self-directed and not have to leave the practice for education. He 
would also like to ensure the GPRs have done their basic mental health training prior to 
coming out to GP as his patients miss out on getting funding to see psychologists if they 
haven’t done this. The orientation week is not good value and most of it needs re-
teaching at the practice.  

Steve believes the website is not very good at WAGPET, as it is difficult to navigate and 
fill in required documentation. 

Steve would like to see more support from WAGPET for GP supervisors and their 
training and continuing professional development (CPD) requirements. Would like more 
support and formal pathways - it is good for new supervisors but experienced ones need 
something different. 

Steve’s thoughts on the future: 

 Concerned about the future of GP - people running their own practices and 
generalists looking after the whole patient, concerned about the 
superspecialisation - community care doctors specialising in ED, aged care, and 
mental health. 

 Worried about the professionalism of doctors - following up on tests and patients. 
“Art of Medicine” is being lost.  
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 Need skills in IT/IM, business management. 

 New graduates are paid the same money that he is, despite his thirty years as a 
GP. 

Dr Mike Eaton, rural GP and ACRRM Fellow 

Mike feels that the overall training of registrars is very good; and WAGPET tends to 
stand out against a number of other RTPs. 

ACRRM candidates tend to have issues accessing FACRRMs who understand the 
assessment system and processes required to gain the FACRRM. WAGPET has not 
always had an educator conversant in the skills and requirements of ACRRM.  

Mike feels that there has been a failure to encourage ACRRM candidates to fully 
develop their full scope of practice. 

Mike recommends that WAGPET employs part-time educators with ACRRM experience. 
In order to do this they need to be more flexible with some of their regulations. 

 Views from partner organisations 3.2.

Mr Jeff Moffet, Chief Executive Officer, WACHS 

WACHS have been very supportive of WAGPET and have been working closely with 
them to implement the Rural Practice Pathway and the Community Residency Program. 
They are in the process of employing a joint project officer to reduce duplication for the 
junior doctors wanting to train in rural areas.  

In the last few years WACHS has developed a comprehensive medical education and 
training model throughout rural WA. This includes medical educators and administrative 
support based in the country regions. They also run the workplace based assessment 
for IMGs wishing to pass the Australian Medical Council (AMC) exam, in both Bunbury 
and Kalgoorlie. 

The junior doctor business case funding ceases this year and the funding is now being 
rolled up into the activity based funding (ABF).  

WACHS has increased the number of junior doctor training positions in WA from 23 to 
over 60 in the last few years, in addition to this they have invested in the development of 
2 anaesthetic training positions in Bunbury and Joondalup and they have also 
established a number of ED training positions across rural WA. 

WACHS acknowledges the need for a well skilled medical workforce to be trained in 
rural WA and is keen to continue to work closely with WAGPET to achieve an effective 
and accessible rural medical workforce. 

Dr Brett Dale, Chair of ACE 

Brett has been involved as the CEO of the Northern Territory RTP for the last three 
years. He has worked closely with Janice over this time. He has been the chair of ACE 
for the last twelve months. 

WAGPET is very active on national issues; they have credibility and fight for what they 
see as the needs of the profession.  

They were very successful with the exam results this year, which is an important 
measure of their ability to train registrars. 

Performance of WAGPET has been very good on the national stage but relationship 
issues may have put WAGPET at risk if there had been any real competition for training 
in WA. 
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With the new tender processes and the college involvement there has been some risks, 
the colleges have seen all the funding available and are interested in taking a larger 
role, Brett believes they seem however to have forgotten about the profession and their 
responsibility to it. 

Brett’s thoughts on future opportunities: 

 Sees that there needs to be much more sharing in the future especially of 
educational resources and technology.  

 Collaboration in resource development. 

 Need to look more closely at how technology can change teaching, supervision 
and support. 

Board membership - should make sure that the representatives of the profession make 
the RTPs honest. Stakeholders are important and need to be involved. 

How will the “user pays” mentality in other educational institutes play out with GP 
training? Corporate practices are very interested in this space. 

Important principals to apply: 

 Work closely with the colleges to ensure the best for the profession. 

 Arm's-length assessment. 

 Apprenticeship model. 

Sally Kincaid, Chief Executive Officer and Mark Smith, General Manager Program 
and Policy, General Practice Registrar Association (GPRA)  

They have varying degrees of interaction with the 17 RTPs, They measure the success 
of an RTP by the pass rate of registrars enrolled with the RTP and the number of 
adverse reports they receive from registrars. 

They have been involved with the program for the last two years 

GPRA sent out an email asking for feedback on any issues with WAGPET as 
preparation for this meeting. They did not receive any response. 

The regionalised model in WA seems to work well and is necessary given the 
geography of WA. 

WAGPET is not over-represented in the number of complaints that GPRA deal with. 

WAGPET seem to be very supportive of the registrar liaison officer (RLO) model and 
have more across WA than most RTPs. The RLOs are most likely dealing with the 
issues raised in their particular region. 

GPRA have a statement of principles that involve 12 fundamental elements that need to 
be observed with respect to GP training. These include governance structure, college 
led training programs, apprenticeship model of training, choice of end point, education 
experience free of conflict, collaboration, regional variability, feedback, general practice 
placements, training placements outside of general practice, ability of training 
organisations to offer the extended skills of advanced rural skills training posts for an 
optional fourth years of training, continuity of training, and ensuring that registrars terms 
and conditions are adhered to. 

GPRA want to ensure the pipeline of registrars is well managed. 

ACRRM issues are not specific to WA. ACRRM want more fellows involved in the RTPs 
and want more understanding of their program. 
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GPRA’s thoughts on future opportunities: 

 Collaboration is important, sharing innovation with supervisory models, ensuring 
safely of the registrar and community. 

WA is working well from their perspective; it is one of the better RTPs. If issues arise 
then WA is more than willing to work with GPRA to sort them out. 

Only small negative is from some of the indigenous registrars who have felt over the 
years that they have poor relationships with WAGPET and little support. The numbers 
are small but this is not a one off complaint. 

Dr Mark Rowe, General Manager, Education Services, RACGP National 

Mark was the CEO of an RTP in Victoria for fourteen years prior to working at the 
RACGP. He has known Janice all this time and seen the changes and challenges as 
they have occurred in WA. He went on a study trip with Janice in 2008. He has also 
been involved in two accreditation visits with WAGPET. 

WAGPET has a stable leadership team which has enabled them to be involved 
nationally at a high level. They are good advocates for GP across the country. Janice 
and her team are held in high regard. 

Mark remembers the difficult time that WAGPET went through early on and the 
importance of Peter Wallace and Janice in steering the organisation through the rocky 
course. 

WAGPET have an extremely high pass rate in the exams with 70-80 per cent success, 
this is high across the system. 

WAGPETs real strength is in its leadership capacity and it needs to lead other RTPs in 
bringing resources together, collaboration, and delivery of regional programs. 
Relationships are very important. 

Mark’s thoughts on future opportunities: 

 Doing more with less, RTPs must work with the PHNs, need to streamline 
services, need practices more integrated with the hospitals, as numbers increase 
need access to more hospital based training positions.  

 Need to be thinking “outside the square” e.g. community residencies. 

 WAGPET has the ability to do things differently and quietly as it is a long way 
away and has huge geographical challenges so needs alternative models. It has 
no natural enemies and so should help lead the changes. 

The college has had great contributions from WAGPET- Janice Bell, Colleen Bradford, 
Denise Findlay and Peter Maguire.  “Bouquets for WAGPET”. 

Marita Cowie, Chief Executive Officer, ACRRM 

WAGPET has been one of the most stable RTPs with Janice having been the CEO for 
the last ten years; this has enabled WAGPET to take a strong leadership role nationally. 
Her experience as a clinician gives creditability and understanding to the role, which has 
differentiated WAGPET from other RTPs. She has been a leader in training provider 
discussions and bi-college accreditation.  

At the CEO level both organisations have got on well, however at the organisational 
level there has been a lack of understanding between staff members. This has improved 
over the last couple of years but it would be good to see some boost to quicken this 
process. 
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Generalist specialists are an important part of ACRRM’s membership, both as 
supervisors for ACRRM trainees and also as members of ACRRM.  

ACRRM feel that WAGPET does not really encourage ACRRM fellows onto their 
teaching staff, that they lack role models and are not supporting their supervisors and 
mentors and believe that WAGPET has talked registrars out of becoming ACRRM 
trainees. 

Being a statewide RTP has been difficult for WAGPET given WA’s geography of being 
the most urbanised state, and yet the largest state.  

There have been system barriers in WA to the uptake of ACRRM with most rural 
hospitals being too small to undertake significant training. ACRRM would like to see 
more connectedness with the hospital doctors. 

There have been a number of disgruntled registrars and supervisors with some being 
justified. WAGPET has tended to be inflexible and very “formulate” driven especially in 
the last few years as the numbers of registrars have increased. 

ACRRM registrars in WA tend to be determined and clear about what they want. 

Compared to other RTPs: 

 Every other RTP has FACCRMs on their staff. 

 Geography makes it hard for rural input into decision making. 

 RACs don’t seem to be relevant to ACRRM trainees- no visibility. 

Marita’s thoughts on future opportunities: 

 ACRRM would like to have more input into the selection of candidates for their 
fellowship, so they have the “right people” at the beginning of their training and 
have the capacity to offer them skills posts.  

 ACRRM would like to see a clear pipeline, focused individuals helped to 
navigate. 

 ACRRM would like to see a comprehensive program for each college, not the 
amalgamated teaching that currently occurs. 

 IMGs are also important in the training context and need support from RTPs. 

Malvina Nordstrom, State Manager, Dr Tim Koh, Chair, and Dr Sean Stevens 
Deputy Chair, RACGP WA Faculty 

One of the better RTPs nationally, although they have no competition in the state they 
ensure high standards. They have a very strong relationship with WAGPET. Janice is on 
their board and they have good day-to-day relationships through the respective CEOs. 

The college would like more input into the selection of registrars and would prefer not to 
allow application at the intern level as they feel that junior doctors need more experience 
in the hospital setting before coming into general practice. 

They are strong supporters of the Community Residency Program, which allows junior 
doctors exposure to general practice and has helped with the perception and recognition 
of general practice as a specialty.  

They would like a closer relationship with the registrars during their training, to know the 
training practices and registrars. They are very supportive of the core eighteen months 
of general practice training and do not want to see this diminished, they would prefer 
higher standards and less training practices rather than letting the standards slip. 
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Glen Wallace, Chief Executive Officer, General Practice Supervisors Association 
(GPSA)  

Has been involved with GP training on-and-off for many years. Based in Victoria. 

GPSA survey their members regularly and have just recently completed this year’s 
survey. The survey has changed over the years so cannot be directly compared from 
year to year. 

As an organisation WAGPET is very responsive and supportive. They work well 
together on sorting issues through as they arise. 

In the survey this year WAGPET did not perform as well as other RTPs when it came to 
relationships with supervisors, free text issues were around staff giving different 
answers to the same question, remuneration is considered poor (this is common with 
other RTPs), it did however do very well when it came to supporting GP supervisors 
themselves. 

GP supervisors feel that the GPR terms and conditions are very generous and that they 
are sometimes unrealistic. 80 per cent of clinics are paying more than the minimum 
terms and conditions as the registrars are good negotiators and practices want them. 

Glen’s thoughts on future opportunities: 

 At the moment there is a tension between competition and collaboration. 
Educational material needs to be made available nationally. Much should be 
done on-line and available to GPRs and supervisors.  

 GPRs need hands on experience and time pressures to understand how GPs 
work day to day. The apprenticeship model needs to be supported. 

 Multi-disciplinary training is not really valued or investigated, more could be done 
in this area. 

Professors Geoff Riley and David Atkinson, Rural Clinical School of WA  

Would like to see collaboration with WAGPET, definitely sharing infrastructure and also 
sharing staff if and where appropriate. This works well in the Kimberley and should be 
easy to do in the Southwest of the State.  In the regions of Kalgoorlie and the Pilbara 
integration would be harder but more desirable and would need to be done with the 
state through WA Country Health Services (WACHS). David would like to see WACHS 
have some dedicated training positions. They believe that there needs to be more 
flexibility with the supervisory models. 

Issues with WAGPET include difficulty in contacting the right person in WAGPET- large 
turnover of administrative staff has made this difficult. Would like to see a regionalised 
approach from WAGPET- staff generalists responsible for a region.  

Training advisor (TA) - this is done by educators based in Perth who are often not au fait 
with the ACRRM rules with some TAs being very negative about ACRRM.  David 
acknowledges that the RACGP training program is easier to navigate and hence for TAs 
to give comprehensive advice to the GPRs. He believes WAGPET needs some 
specialisation of TAs who understand ACRRM better and who the other TAs can refer to 
for advice. 

Both WAGPET and RCS have the same desired outcome of improving rural workforce, 
he believes stronger collaboration is needed and will be the way of the future. David is 
keen to see innovation in areas where both organisations have struggled (e.g. the 
Wheatbelt) 
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Sharon Bushby and Dr Marianne Wood Aboriginal Health Council of WA  

AHCWA have a good relationship with WAGPET and they have a contract with them for 
the delivery of a number of services.  The relationship has matured over time and they 
are very happy working with WAGPET. They are keen to promote more GPRs in 
Aboriginal Medical Services (AMSs) but are limited by the supervisory requirements. 
They are keen to develop a model of supervision to support remote solo AMS’s and will 
explore models to develop this over the next few weeks. 

Recently AHCWA have developed an online cultural training model for WAGPET, but 
with support they have ensured that there remains some face to face component as this 
was important to them. They were also instrumental in the development of WAGPETs 
Reconciliation Action Plan. 

 Views from interested stakeholders 3.3.

Dr David Russell-Weisz and Prof Bryant Stokes, WA Department of Health  

There was a general agreement that WAGPET seemed to be working well, had 
advocated well for GP training in WA and have been innovative especially in the area of 
the prevocational training. 

There was a suggestion that there needed to be a higher profile and commitment to 
procedural training of doctors. There continues to be a need for well-trained 
proceduralists working in rural WA and these training positions should be available for 
the new graduates.  

There is a risk with a board membership that doesn’t change over time that the 
organisation might lose its innovation. It was suggested that one way of maintain 
creativity and innovation was to regularly refresh the board and its membership. 

Prof Lou Landau, Workforce Branch of the WA Department of Health  

At a formal level there seems to be strong collaboration with WAGPET and the 
Department of Health but on the ground this does not seem to work as well. There 
needs to be more collaboration both personally and organisationally. 

The Health Department is committed to “generalism” and sees general practice as an 
integral part of this workforce. Although generalism still seems to mean different things 
to different people. 

Needs more integrated collaboration: 

 Agree joint planning. 

 Develop infrastructure together. 

 Career pathways where junior doctors can have two-to-three year contracts and 
be clear about the rotations they are going to have to support general practice 
training. 

 Stability. 

 Data sharing. 

 Transparency abut costing, career pathways and regional funding. 

Belinda Bailey, Chief Executive Officer and Kelly Porter, Workforce Development 
Manager, RHW  

At a governance level have an excellent relationship with input into strategic planning. 
CEOs have common goals in WA. 
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RHW finds that when the doctors go into the GP training program they seem to lose 
contact with them. They acknowledge that they get all the data but find it difficult to 
connect with the registrars. They have a few new strategies with GP ambassadors, and 
now send out all rural registrars a RHW coffee kit. There were 63 new rural registrars 
this semester. 

It was noted that RHW and many of the rural doctors they talk to feel that WAGPET do 
not have a customer focus. By this they mean that when a staff member rings WAGPET 
the receptionist usually doesn’t know who they are or what the organisation is. They 
repeated a common theme that once you know who to talk to that everyone is very 
helpful. This highlighted the need to have a public staff contact list and keeping it up to 
date. 

RHW now have two regional staff under their outreach programs who help co-ordinate 
services but also promote the broader remit of RHW. They are open to opportunities to 
work more closely in the regions with other similar organisations to help support their 
staff. They are located in Broome and Kalgoorlie. 

RHW feel that they have had to be involved in GP training when they would prefer not to 
due to the number of OTDs who need support just to get into the OTDNet program run 
by WAGPET. They understand the contractual issues that restrict WAGPET from doing 
this work. 

Belinda’s thoughts on future opportunities: 

Innovation for the Wheatbelt and Goldfields in GP training needed if the workforce 
issues are to be addressed in these regions. 

In Ontario with their telehealth network OTN, they can undertake at any one time 100 
interactive teaching sessions and co-ordinate 18,000 educational events. 

Penny Shakespeare, First Assistant Secretary, Health Workforce Division, 
Commonwealth Department of Health 

As there is currently a tender process under negotiation there was limited opportunities 
to have direct feedback around WAGPETs current performance. 

However the Commonwealth was very interested in the nature of the review and in any 
discussion around future directions. They were keen to be involved in the discussions 
around new models of GP training and delivery post the tender process. 

Ricky Burgess, Chief Executive Officer, Western Australian Local Government 
Association (WALGA) 

WALGA appreciated the work of WAGPET. The local shires are very supportive of the 
initiatives through the Southern Inland Health Initiative to support the training of more 
local doctors.  

The local shires are keen to be involved in any support that they can to train doctors in 
their areas.  

WALGA would like to engage with WAGPET to hold a workshop for the shires get an 
update on what is happening in WA with GP training because of their keen interest in 
getting doctors to work in their regions. 

Mez Nuthall, President, Medical Students’ Society of Notre Dame  

It was noted that although the medical students were not clear on exactly what 
WAGPET was, that the organisation was supportive of the medical students by donating 
to a number of their activities in supporting careers in GP.  
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This year’s intake into UNDA was 70 per cent female and 30 per cent male. Nation-wide 
the numbers are more like 54 per cent female. They have a large number of interstate 
students that want to go home once they have completed their training.  

In WA the RCS is overprescribed; they only take 25 per cent of students with 40 to 50 
per cent applying. Over east they have trouble filling their RCS places. 

GP training is seen as attractive with much interest in the rural pathways and it was felt 
that more opportunities for rural training should be sought.  

It was noted that the fact that most graduates were older and wanted to settle down 
once they had completed their medical studies. This seemed to make the flexibility of 
GP training attractive especially if it is available in one region.  

Suggestions were made that many procedural GPs are excellent mentors/role models 
for attracting new graduates into GP training. 

Kiran Narula, President, UWA WA Medical Student Society (WAMSS)  

Kiran believed that the students knew about WAGPET and GP training and that both the 
RACGP and ACRRM where known to them. WAMSS believed that many students were 
attracted to GP because of the flexibility of training and the lifestyle that GP offered. 
They also discussed the issues around post-graduate medical training, which means 
that doctors are older when they graduate and thus more likely to have families and 
other commitments that make general practice attractive.  

The RCS has been a very successful initiative in attracting medical students into rural 
and general practice. It is over prescribed and they would like to see more places 
available for students in rural areas.  

Paul Boyatzis, Executive Director, AMA WA  

The AMA believes that WAGPET has been extremely lucky to have such a high caliber 
CEO, Dr Janice Bell, for the last eleven years. She has been a strong voice for GP in 
WA, is passionate about the profession, and upholds the standards of general practice. 
AMA WA believes that there are risks to the current training model. Specifically these 
relate to the current high caliber supervisors that do much of the training, as less GPs 
own their own practices, work full time, and are highly committed to the profession, they 
think WAGPET will find it difficult to maintain the current standards. 

AMA WA finds WAGPET responsive to issues when raised and are prepared to work 
through them appropriately. They do not hear of many issues relating to WAGPET and 
believe the training is well regarded. 

Dr John Zorbas, Co-Chair, AMA WA Doctors in Training Committee  

The doctors in training were very supportive of the Community Residency Program, in 
that it gives junior doctors opportunities to experience community practice prior to 
committing to it. They enjoy the training and experience that they receive in these 
placements, often more than many of the hospital terms that they do.  In fact next year 
20 per cent of junior doctors who wanted a rural rotation were unable to get one. They 
know that WAGPET has been instrumental in delivering this program in WA. Junior 
doctors now support training that is a balance of competencies and apprenticeships. 

As a specialty general practice has a good reputation when it comes to its training 
programs. The doctors in training have few complaints and would rank general practice 
as one of the best specialty training programs. 

They regard the regionalised training program as a very good model that allows for 
mobility and flexibility and works well in WA. 

  



40 

John’s thoughts on future opportunities: 

There are opportunities with much more on-line learning, telehealth, simulation 
competencies and the use of e-health. GP training needs to reflect the way general 
practice will be delivered in the future.  

 Summary of key or consistent operational issues raised 3.4.

A number of operational issues were raised by those directly involved in the program. 
These are highlighted at item 4.1 and represent a useful list of operational level issues 
that WAGPET can address to improve the running of the program.  

In addition there were several other operational matters raised by other stakeholders 
that warrant early attention, as follows: 

Difficulty engaging with WAGPET on operational matters 

Many individuals and organisations raised concerns about the difficulty they sometimes 
experienced in making contact and seeking to address issues within WAGPET.  

To put this into perspective, all complimented WAGPET on their quick response to 
issues of major concern and that if you knew who you needed to talk to, then both 
access and response was quick and helpful. However if your contact was on a lower 
level issue then the first contact with WAGPET was sometimes difficult and you could be 
redirected several times before having the right person address your issue.  

This was a consistent theme from supervisors, registrars and practice managers as well 
as several external organisations. Many wanted to down play this issue and excused 
WAGPET as they all felt there had been a big turnover in staff and therefore less 
familiarity with WAGPET or who did what. 

A common suggestion to remedy this issue was to assign WAGPET officers as the 
common entry point for each of the regions. This will allow a better degree of 
familiarisation with the common callers and also allow a relationship to develop. Many 
felt the lack of a focal point for their respective region was annoying as issues and 
geography had to be regularly and frequently explained. 

ACRRM recognition and involvement 

The ACRRM representatives from the College and an experienced member all felt that 
at times the lack of an ACRRM Fellow in the WAGPET staffing as part of the medical 
education team was a problem - perceived or real. This could be remedied with the 
appointment of a medical educator with an ACRRM Fellowship. This does not seem an 
unreasonable suggestion, depending on available vacancies. The stakeholders also felt 
that ACRRM applicants were sometimes dissuaded from taking the ACRRM pathway 
either because it was more complex or that the adviser was not sufficiently familiar with 
the ACRRM pathway. 

Engagement with Colleges and RHW for new trainees including considering 
College membership as trainees. 

The RACGP, ACRRM and RHW all expressed the view that they would prefer an earlier 
introduction or engagement with the registrars in training rather than waiting for them to 
emerge from the training program. 

They all felt that the close relationship that developed between the registrars and 
WAGPET during the training period was a positive, the relationship was really confined 
to the training period and all of the registrars would benefit from early engagement with 
the professional bodies or support agencies they would ultimately have available to 
them for professional or practical support.  
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4 .  P O T E N T I A L  A R E A S  F O R  C H A N G E  I D E N T I F I E D  I N  S T A G E  1  

Consistent with the review brief there are substantial issues the review team believes worthy 
of further analysis and consideration, including further discussion with the relevant 
stakeholders, before more significant recommendations are made to the WAGPET executive 
and Board. 

A number of significant or strategic issues of interest to the future direction for WAGPET 
were raised during the course of the review. These issues were either raised through the 
stakeholder engagement or through the assessment of the basic WAGPET performance 
metrics and known GP issues and gaps. These potential areas of change were canvassed 
with WAGPET executive prior to being more widely discussed with stakeholders in stage 2 
of the review. 

 Increase procedural general practice training  4.1.

All the major organisations that are across the medical workforce issues in country 
Western Australia have recognised the need for a renewed focus on providing 
procedural training for rural general practitioners. This includes training in obstetrics, 
anaesthetics, emergency, and minor surgery to ensure that the foundations of 
procedural work in country settings undertaken by GPs is not lost. 

WAGPET has previously championed this issue and many of the stakeholders are 
looking to WAGPET to provide a level of leadership. Major support for such a focus 
included the Commonwealth and State Government representatives and RHW. 

 Increased integration and shared infrastructure for program delivery (RCS, 4.2.
WAPHA, RHW WACHS) 

All key stakeholders, including partner organisations expressed the view that the 
delivery of AGPT in WA could be made more cost effective by sharing infrastructure 
between organisations with a presence in rural and regional areas. 

In addition, the integration of programs and effort across the education and training 
pathways could be achieved and organisations such as the RCS and public hospitals 
are keen to pursue better integration of the training effort, and consideration of 
approaches such as better articulation of two-to-three year training pathways. 

More innovative approaches will also be canvassed in respect to the shared supervision 
and alternative models to better suit circumstances in the Wheatbelt, Goldfields and the 
remote Aboriginal Medical services. 

 Better application of technology in learning and training for telehealth use 4.3.
(e.g. OTN) 

A consistent view from the stakeholders is that the future of general practice training in 
the current model is very conducive to expanded use of technology in learning without 
loss of local involvement and relevance. This means cost benefits may be possible with 
the central development of online learning materials, although the “centre” may be 
based in a regional or rural area with expertise in the topic. 

Many stakeholders also expected greater involvement of telehealth approaches to 
service delivery to be part of the future training program as telehealth is becoming an 
increasingly common clinical service delivery tool and requires a different approach from 
clinicians. 

 Backfilling vacant trainee places to allow an extra 100  registrars 4.4.

Of critical importance to the better use of training resources in WA is ensuring that in 
any future contracts with the Commonwealth, the full availability of funds appropriated 
by Parliament should be applied to GP training.  
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The notion applied by GPET in the past that allowed registrars to take extended leave or 
extended part-time training meant they were blocking other registrars who are training 
ready.  

The simple fact that for the last five years, 30 per cent of training places and funds, 
equivalent to $7m per annum are unused due to this GPET policy. 

 Revise fee structure to support solo practices with discounted rates for 4.5.
multiple registrars 

The nationally led policy providing a fee structure that applies one rate per registrar 
regardless of the supervisor and training resources required is a poor use of funds.  

The cost effectiveness of the overall AGPT in WA would benefit from a sliding scale 
whereby the first registrar is at the current full rate, but subsequent registrars are 
accompanied with a, to be determined, discounted rate.  

 Address policy associated with part-time training 4.6.

The extraordinarily high level of registrars in part-time training needs to be addressed as 
it is affecting the ability of WAGPET and the practices to achieve the optimum return on 
training. The impact of very low levels of training commitment on the GP training 
outcome will also be considered along with recommended changes to the policy 
associated with part-time training. 

 Joint planning for an integrated medical education and training plan for WA to 4.7.
at least 2025. 

A critical issue for WAGPET over the next few years will be to better understand its 
contribution towards the future growth required for GP training, where it can be best 
delivered, and how GP training is integrated with wider medical education and training 
efforts.  

WAGPET clearly has a role in addressing the known shortages in general practice in 
Western Australia and the heavy reliance on overseas trained doctors. This will come 
into more stark focus with the establishment of the new medical school at Curtin, where 
GP training will need to be available to this cohort by at least 2023. 

The focus to address the clear shortages and reliance on overseas trained doctors in 
the country areas and the major shortage in the outer metropolitan area should be a 
special focus for WAGPET, in collaboration with the Primary Health Network. 

The absence of a clear and integrated medical education and training plan and the 
desired emphasis for the future medical workforce (how many more GPs are needed 
and where) limits the ability for WAGPET to plan and organise. Having a clear plan for 
the next ten years at least is essential; otherwise WAGPET will continue to be asked to 
achieve ill directed and unrealistic growth outcomes, with little notice. 

 Grow GP training with non-government organisations (NGOs) 4.8.

While there are existing and clearly successful partnerships with the non -government 
sector, especially Silver Chain and the Kimberley Aboriginal Medical Service, further 
growth in general practice training is expected to come from this sector. During stage 2 
further discussions with the NGO sector were held to gauge the appetite and capacity 
for further growth and how this might be supported. 
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5 .  K E Y  F I N D I N G S  A N D  R E C O M M E N D A T I O N S  

Following consideration of the interim report provided to the executive and Board of 
WAGPET after stage 1 of the review, it was agreed that the 8 key areas for improvement 
identified in stage 1 (section 5.1 – 5.8) were supported.  

This meant that these issues would be the subject of feedback to the key stakeholders and 
further consultation with them to determine how best to take the issues forward in the form of 
recommendations for action by WAGPET. 

A list of the appropriate stakeholders with the most interest and involvement across the 
issues was determined and they were contacted and the issues were discussed with them. 
The purpose of these conversations was to determine the level of support for the actions 
proposed and to also specify more clearly the actions required. 

A list of stakeholders and a copy of the correspondence to these stakeholders is attached at 
Appendix 10. 

Under each of the eight key areas of improvement, the issue is expanded and an outline of 
the stakeholders’ views and feedback is included. Clear recommendations for action are 
described for consideration by the WAGPET Board and executive. 

 Increase procedural general practice training  5.1.

All the major organisations that are across the medical workforce issues in country 
Western Australia have recognised the need for a renewed focus on providing 
procedural training for rural general practice. This includes training in obstetrics, 
anaesthetics, emergency, and minor surgery to ensure that the foundations of 
procedural work in country settings undertaken by GPs is not lost. 

WAGPET has previously championed this issue and many of the stakeholders are 
looking to WAGPET to provide a level of leadership. Major support for such a focus 
included the Commonwealth and State Government representatives and RHW. 

Procedural GPs remain the backbone of procedural services and care in rural and 
regional Western Australia. The design of the procedural models in these centres has 
had a long history and has largely been developed out of necessity. In these centres 
there is usually insufficient clinical workload to warrant or support a fully dedicated 
specialist service. In most cases, anaesthetics and obstetrics must be available on a 
24/7 basis so the service providers must live and practice locally. 

The basic model is that appropriately trained general practitioners can safely provide the 
bulk of these services in the relevant community at lower cost and integrated with their 
broader medical services. This ensures economies of scale can be achieved, the 
service provided is safe, economically viable, and most importantly patients can receive 
treatment locally without the need for travel. 

A key role of these GP proceduralists is to identify when higher risk cases need to be 
referred to other larger centres, either due to the inherent patient risk or through lack of 
sufficient skills or equipment in the local hospital. 

“There are about 187 rural doctors with anaesthetic and obstetric procedural skills living 
and working in country areas in 2015. This has remained the same since 2005 while the 
total number of doctors working in rural areas has increased by 12 per cent” Belinda 
Bailey, Chief Executive Officer, Rural Health West. 

It is clear then that while the number of proceduralists has remained stable it has fallen 
as a percentage of all rural doctors.  

In the 1990s a dedicated rural training unit was formed by the then WA Centre for 
Remote and Rural Medicine (WACRRM), now Rural Health West to provide a clear and 
specific pathway for junior doctors and rural doctors to acquire procedural skills through 
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a dedicated training program. This program was enormously popular and provided five 
dedicated posts annually for a carefully selected cohort of doctors.  

The selection criteria were weighted towards doctors committed to providing a 
procedural service in rural areas. It sought the best and the brightest and provided a 
strong mentor support to the candidates. Many of the procedural doctors from this 
program continue to provide procedural services in country areas to this day. 

For a variety of reasons this program was ceased as a dedicated program and instead 
the State Government established a variety of procedural posts for general practitioners, 
with obstetrics supported by KEMH and anaesthetics posts were established as part of 
the contract with Ramsay Health Care based at Joondalup. As a consequence, while 
there was no longer a dedicated program for GP procedural skills, nonetheless the State 
Government continued to support procedural training through these posts.  

In the earliest discussions all stakeholders including the State and Commonwealth 
Government representatives acknowledged the importance and the need for a 
dedicated approach to maintaining a pathway to continue to grow procedural general 
practice.  

During the subsequent discussions, both WACHS, RHW, and the Colleges added their 
strong support for the renewed focus on procedural GP training with priority directed 
towards obstetrics and anaesthetics. All parties were supportive of the leadership role 
being undertaken by WAGPET in this endeavour.  

On the basis of the stage one report, WAGPET has sought additional funding under its 
contract to deliver AGPT on behalf of the Commonwealth Government. This would allow 
an additional dedicated ten places annually and is seen amongst the stakeholders as an 
important and urgent investment. 

Regardless of the outcome of the tender and subsequent contract negotiations, it is 
clear that the key stakeholders see this area of work as an essential priority for the WA 
rural medical workforce into the future and without it the future of procedural work for 
GPs in rural areas will be increasingly limited.  

On this basis it is recommended that WAGPET takes a leadership role to develop ten 
dedicated procedural GP posts (obstetrics and anaesthetics) and in conjunction with the 
key stakeholders (Colleges, RHW, WACHS) it should establish a cost effective 
dedicated program for registrars including the necessary design features associated 
with selection, placements, and monitoring/mentoring of participants. The subsequent 
programs need to be widely advertised and promoted. 

Recommendation 1 

WAGPET to provide a leadership and coordination role and pursue the establishment of 
ten dedicated GP procedural training posts in anaesthetics and obstetrics for rural 
practice. 

Recommendation 2 

WAGPET to establish a reference group involving Colleges, WACHS, RHW and 
recipient hospitals e.g. KEMH with a brief to design the selection, placement, and 
mentoring/monitoring of program participants. 

Recommendation 3 

WAGPET to consider initiating an update to the report “Maintaining an effective 
procedural workforce in rural WA” to identify priority areas for responding to procedural 
workforce needs. 
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 Increased integration and shared infrastructure for program delivery (RCS, 5.2.
WAPHA, RHW WACHS) 

All key stakeholders, including partner organisations expressed the view that the 
delivery of AGPT in WA could be made more cost effective by sharing infrastructure 
between organisations with a presence in rural and regional areas. 

Rural Clinical Schools and public hospitals are keen to pursue better integration of the 
training effort including consideration of approaches such as better articulation of two-to-
three year training pathways. 

More innovative approaches will also be canvassed in respect to the shared supervision 
and alternative models to better suit circumstances in the Wheatbelt, Goldfields and the 
remote Aboriginal medical services. 

All the key stakeholders were supportive of the notion of stronger integration and shared 
infrastructure recognising that this can take many forms, from simply shared office 
space through to shared employees. Already, an agreement has been reached between 
WAPHA and WAGPET for administrative support to five RACs. 

In discussions with the RCS, Professor David Atkinson made it clear that the RCS was 
supportive of a more integrated approach to management and delivery of the programs 
and associated administration. In that discussion it was felt that instead of simply looking 
at areas where it was already working well and that integration would simply provide a 
means for reduced overall costs, it was more important to focus on those areas where 
difficulties were being experienced either recruiting or providing the service.  

Professor David Atkinson preferred exploration of opportunities in Kalgoorlie, the 
Wheatbelt, the Pilbara and Geraldton. 

Recommendation 4 

WAGPET and RCS to meet to establish actions required to integrate effort and share 
resources between RCS and WAGPET in Kalgoorlie, the Wheatbelt, the Pilbara and 
Geraldton with the formation of a process that allows these matters to be explored at a 
detailed level and on a “without prejudice” basis. 

 Develop a two and three year formalised GP training pathway in conjunction 5.3.
with hospitals and community based service providers. 

A key aim identified through discussions with stakeholders was the notion of providing 
fewer but clearer pathways in GP training and introducing the concept of a two-to-three 
year training pathway involving a combination of hospital and community rotations 
exposing registrars to experiences in areas such as, paediatrics, obstetrics, palliative 
care, emergency medicine, mental health and Aboriginal health. 

This approach is important to ensure that those registrars wishing to be good GPs get 
the types of rotations that will contribute and are not required to apply for jobs on a 
regular basis, but have a clear contractual obligation applied to both them and the 
hospital and community placements.  

It will also mean that hospitals can better plan and organise themselves over a number 
of years, knowing where registrars will be, well in advance. 

Recommendation 5 

WAGPET to introduce clear two and three year GP training pathways with contractual 
obligations between registrars, hospitals and community based training providers fixed 
for the period of training. WAGPET to pursue further growth in training places through 
the not-for-profit sector. 
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 Develop alternative models for remote supervision and training 5.4.

It is clear from the distribution of registrars that the Pilbara, Goldfields and Wheatbelt 
regions have significantly lower number of registrars than other areas of the State. A 
number of stakeholders (RCS, AHCWA and RHW) all identified that difficulties in the 
provision of adequate supervision was behind this outcome.  

All parties agreed that development of alternative and remote supervision models was 
both possible and desirable for these areas. The Northern Territory and the Remote 
Vocational Training Scheme (RVTS) - run from Melbourne, already successfully 
employs remote supervisory models in their programs. It is recommended that these two 
models be discussed with WAGPET partners as a matter of urgency so that fairer 
distribution of registrars into these important workforce areas can be introduced. 

Professor Atkinson, RCS, who is also a remote supervisor in the RVTS, advised that he 
felt having supervisors from the same region was an advantage and they can also 
supplement their remote supervision with face to face visits.  

In contrast Tim Koh, WA President, RACGP promoted the concept of remote 
supervision from the Metropolitan area, as this would achieve economies of scale and 
offer a broader choice of supervisors. He felt many female GPs currently with young 
families would be very interested in such roles. The added benefit is that many transport 
links to the Wheatbelt and Pilbara hub-and-spoke through Perth rather than intra-
regional.  

It may be possible to design supervisory structures that can draw on either the local 
regional centre where transport links exist or alternatively through the Metropolitan area. 

The Wheatbelt represents an interesting challenge with most towns in the region 
operating with solo GPs. Belinda Bailey, Chief Executive Officer at RHW, advised that 
the GPs in Corrigin and Narembeen had previously expressed an interest in sharing a 
registrar. This may represent an early opportunity to add a further training place in the 
region. 

Clearly there will continue to be a need to expand GP training opportunities in WA, and 
the Wheatbelt and Pilbara regions offer a rich source of clinical experiences while 
carrying amongst the worst medical workforce shortages in the State. 

Recommendation 6 

WAGPET to initiate discussions with AHCWA, WACHS, RACs, and Colleges to 
determine appropriate locations for registrars in the Wheatbelt and Pilbara regions,, and 
agree on the associated supervisory arrangements. 

 Under-utilisation of training positions 5.5.

In Western Australia each year, over the past five years, up to 30 per cent or one 
hundred registrars per annum of the successful candidates for GP training, defer their 
training for a variety of reasons.  

This means that each year there are 100 vacant training places as the current policy 
originating from GPET was to only fund those registrars who are in training. This means 
that WAGPET is not able to backfill these vacant positions with other registrars. 

So the basic problem is that at a time when maximum performance of GP training is 
needed, it is operating 30 per cent below capacity despite their being funds appropriated 
from the Federal Parliament for the training places to be fully utilised. 

The second problem this generates is that a financial liability accrues from the deferral 
of the training. This previously sat with GPET, who were holding funds for this growing 
national liability. With the cessation of GPET and the transfer of responsibility to the 
Department of Health, it is not clear where this liability and accrued funds now rests. 
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This matter was discussed with the Commonwealth Department of Health whose 
representatives advised that they were aware of the issue and the accumulated liability, 
and were in discussions on how to address and manage the liability that had developed. 
The representatives also advised that they were considering a change to the funding 
arrangements to reflect the appropriation to the extent that in future, RTPs may be 
funded for the trainees enrolled and it would be the responsibility of the relevant RTP to 
then manage the leave or deferrals from the program. 

Such a change would allow devolution of authority for leave management within the 
funding envelop and would then allow maximum use of available training places. 

The issue of part-time training was also discussed with the Commonwealth 
representatives. In WA there are examples of registrars undertaking the training at as 
little as one day per week. This makes it difficult to manage the training places and 
provide appropriate continuity of the training for both supervisors and registrars. 
Allowing part-time training to the extent of one day per week also appears inconsistent 
with standards being considered by the Medical Board requiring “recency of practice” to 
maintain registration. 

To address both the issues of training deferrals and liability, and unmanageable part-
time training it is strongly recommended that: 

Recommendation 7 

Applicants needing more than twelve months deferred training should withdraw and only 
seek to enrol when they are ready to undertake the training. 

Recommendation 8 

Part-time be accessible for up to 50 per cent of the training. Any more than 50 per cent 
is simply too difficult to manage within the training program. 

 Information management and performance measures 5.6.

During the course of the AGPT review it was apparent to the review team that data 
being collected and information used to measure performance is not well understood. In 
particular there is a mixed use of definitions and measures of training that are very 
confusing to most involved in the program, and almost completely misunderstood by 
external agencies.  

Much of this confusion can be sourced to inconsistent and different measures and data 
requirements from the funding bodies, especially GPET. While many surveys were 
conducted to measure performance of the program it did not succinctly convey the 
contribution of the AGPT to the GP workforce provided to Australians today. 

On this basis it is important that in Western Australia a small number of measures of 
performance should be determined, including measures of the contribution to improved 
workforce outcomes. Also a set of common definitions of the key measures and data is 
essential if the integrity of the performance measures are to be maintained and 
understood. 

Recommendation 9 

A maximum set of 8 to 10 performance measures should be established for WAGPET. 
These measures should be clearly defined and routinely reported to the management 
and Board on the performance of WAGPET and a subsidiary set of measures used to 
inform the wider WAGPET stakeholder group. This should particularly focus on 
WAGPETs contribution to addressing the WA GP workforce shortages. 
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 The regionalised model of training 5.7.

Following ten years of operation, the RACs are in various stages of development and 
sophistication. There is an appetite in several RACs to become more strategic at the 
local level and to work across the key training organisation in the regions. 

There has been a tremendous amount of goodwill given to the RACs over the years by 
very well meaning GPs and other committee members; however, with the increased 
number of GP registrars the RACs are finding they can no longer deal with the ongoing 
complexities of larger numbers. 

As GPR numbers continue to grow, there is an increased risk to both WAGPET and the 
members of the accredited practice team. In order to support the region and the ongoing 
work of the RAC, it is recommended that a regional manager role be established. 

Such a role could involve early detection of problems, practice support including 
recruitment and accreditation, support to prospective and existing practices, and local 
interaction with key training organisations. The position could also oversee the delivery 
of the local education program. 

It is further recommended that to best respond to the GP education and training needs 
and capability in the regions WAGPET should consider a three-tier approach to 
supporting the principle of regionalisation and devolution. 

The first tier would involve the appointment of a WAGPET regional manager to oversee 
the GP education and training in the region and to liaise directly with other local 
agencies involved or associated with GP.  

The resources required to support the appointments will need to be through the reduced 
and devolved functions contained within the WAGPET Perth office. In these regions the 
RACs will take a more advisory role to the regional manager. The review of the 
regionalisation model indicated that a number of RACs are ready to move away from the 
RAC structure to a more strategic model. There is both interest and support to the 
establishment of a WAGPET presence in the regions. (Recommendation 10) 

The second tier will seek to address those regions where the number of registrars is well 
below what should be reasonably expected and where additional support is needed to 
maximise the performance of the regions in education and training terms. In this case 
both the Goldfields and the Pilbara require a part-time regional manager shared with 
other agencies, particularly the RCS. This approach recognises that the RAC alone is 
not sufficient to achieve improved performance and this problem is shared with other 
educators. (Recommendation 11) 

The third tier will maintain the existing RAC approach with the addition of the Wheatbelt 
as a stand-alone region. The region has sufficient training practices, willing GPs and 
number of GPR for this to be considered. Importantly, there is widespread support from 
a range of external stakeholders including RCS, local hospital and local GP Network, for 
this model. (Recommendation 12) 

Clearly the RAC model underpinning the regionalisation of GP education and training 
has served WAGPET and the regions well to date. The following recommendations are 
designed to strengthen the regional model into the future to support continued growth in 
GP registrars into rural areas where the learning experiences and the ultimate demand 
for GPs is highest. 

A range of further recommendations are included in the Regionalised Model Review 
Project report on issues and challenges presenting to the regional structure for 
consideration by WAGPET. 

Recommendation 10 
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a) That a pilot regional manager role be established for a period of twelve months, in 
the Southwest. Consideration could be given to this role servicing 3 regions – 
Southwest, Peel and Great Southern.  

b) Consideration should be given to establishing regional manager roles in other 
regions. 

c) The regional manager roles would assume responsibilities currently held by 
regional program managers (RPMs) at WAGPET central. These resources will need 
to be redirected to support the revised regional model. 

Recommendation 11 (See also recommendation 4) 

The Goldfields and Pilbara continue to struggle in attracting GPR to their respective 
regions. What is needed in both of these regions is not so much a committee structure, 
but a dedicated WAGPET presence integrated with other key training organisations, 
especially the RCS, in promoting the regions to GPR and recruiting and supporting 
accredited practices. 

Recommendation 12 

That a RAC be established in the Wheatbelt region with a view to the employment of a 
regional manager.  

 Review of the Kimberley GP training program  5.8.

The review of the Kimberley GP training program has generated a considerable volume 
of quantitative and qualitative data which has been used to inform the key findings and 
opportunities for improvement contained in the Kimberley General Practice Training 
Program Review report. 

The following conclusions build on this work and provide some key messages: 

The evidence cited in the Kimberley review report related to program growth. Fellowship 
attainment rates and stakeholder feedback confirms that the program has been highly 
successful to date;  

Notwithstanding this success, there are important opportunities for improvement which if 
taken up will improve the program’s effectiveness and help ensure it continues to attract 
funding and policy support from the Commonwealth Government as well as support 
from the broader Western Australian health sector; 

The regionalisation of the program’s management via the partnership between 
WAGPET and KAMS is the single most important structural factor in the success of the 
program. The success of this model is proof that with the right planning and 
partnerships, regionalisation of service management can work better in regional areas 
than more centralised models; 

An important element of the success of the program is the presence of a small number 
of ‘champions’ who are based in the region and are passionate about delivering good 
outcomes for Aboriginal people. Without these individuals, it would not have been 
possible for the program to develop as well as it has. This provides a lesson for 
agencies attempting to regionalise education and training programs in future; 

The benefits arising from the program for Aboriginal people should not be under stated. 
The Kimberley is now the only remote region of Western Australia where entrenched 
workforce shortages in the Aboriginal health sector have effectively been overcome, 
notwithstanding the current imbalance in distribution of benefits across the region, which 
needs to be addressed. If the funding and policy support of the Commonwealth 
Government is weakened, the negative impact on the health of Aboriginal people in the 
Kimberley would be serious; 
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The program is something of a ‘victim of its own success’ in that rapid growth in GP 
training has resulted in a corresponding rapid growth in costs to the Commonwealth. In 
the current fiscally constrained environment, this clearly creates a barrier to growth of 
the program in the Kimberley and similar models of GP training being implemented in 
other regions. For this reason, no attempt should be made to spread the model to other 
areas in the immediate future without a strong long term funding commitment from the 
Commonwealth; and 

While it is likely that Commonwealth Government policy support for the program, 
including salary support for IHT posts will continue, it is possible that the Commonwealth 
may seek to reduce its financial exposure to the program.  

To respond to this, a strategy which highlights the significant benefits the program 
delivers to Kimberley residents, especially Aboriginal people should be developed and 
implemented. The strategy should highlight the negative impact on the health of 
Aboriginal people in the Kimberley if funding support was reduced as well as ongoing 
efforts to contain/reduce program costs.  

5.8.1. Strategic recommendations arising from the review of the Kimberley model  

At the time this review was undertaken, 28 of a total 29 registrars in the program were 
based in the West Kimberley. This is attributable to the availability of a larger number of 
training posts, the relative greater capacity of medical services in Broome and Derby to 
provide a positive training experience for registrars, and the attractiveness of Broome as 
a place to live. 

In keeping with the recognition of the significant benefits the program brings to 
Kimberley communities, and particularly Aboriginal people, it is recommend that a policy 
decision be taken to limit future growth in GP training posts in the West Kimberley and 
to facilitate growth in the East Kimberley. 

At present, the Kununurra Hospital, Ord Valley Aboriginal Medical Service (OVAHS), 
Kununurra Medical, and Yura Yungi Aboriginal Medical Service in Halls Creek are 
accredited training practices. At the time of the Review there was one registrar based in 
Kununurra Hospital and Kununurra Medical had plans to host one registrar in 2015 and 
increase this to two in late 2015 or 2016. There were no registrars based at OVAHS, nor 
had there been for approximately two years. However, recent discussions between 
WAGPET and OVAHS have resulted in an agreement that OVAHS is willing to host two 
GP registrars in 2016. 

The following actions are recommended to strengthen the provision of GP education 
and training across the Kimberley: 

Recommendation 13 

Limit growth in GP training posts in the West Kimberley and facilitate growth in the East 
Kimberley by: 

 Redistributing Indigenous Health Training (IHT) salary support funding to better 
recognise remoteness and seniority of training 

 Strengthen support for sole or remote GP registrars  

 Strengthen medical educator presence in the East Kimberley 

During the course of the review, the high cost of the program was commented on many 
times, often in the context of it being a potential restriction on further growth in the 
Kimberley as well as being a barrier to similar models of GP training being implemented 
in other regions. 
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On the assumption that there is very limited scope for growth in funding for the program, 
the focus should be on containing overall costs and taking opportunities to reallocate 
funding within the program to improve performance. 

In 2010 WAGPETs total expenditure of Commonwealth funds on GP training in the 
Kimberley was $1,819,287 and this has risen to $4,651,094 in 2014. These costs do not 
include Medicare revenues generated by registrars, which were unable to be quantified 
for this report, although they are estimated to be significant. 

While it would be difficult and perhaps counter-productive to wind back expenditure that 
is already committed to the program, there should be a strong and ongoing focus on 
limiting growth in program costs over the next two-to-three years as well as 
redistributing expenditure to enable program development in the East Kimberley. The 
proposal to create a tiered benefits structure for GP registrars within the scope of 
existing funding is an example of this approach. 

Efforts to contain and redistribute costs to improve program performance should be 
actively communicated to the Commonwealth Government.  

During the course of this review, stakeholders close to the program and across the 
broader health sector expressed the view that a significant risk is that the 
Commonwealth Government, as funders of the program, may not be sufficiently aware 
of the benefits it brings to both GP training and improved access to primary medical care 
for the Kimberley population, and particularly Aboriginal people, and that this may lead 
to a weakening of policy and funding support in the current fiscally constrained 
environment. 

Typically, the Commonwealth will be informed about the success of the program via 
standard activity and financial reporting from WAGPET as well as ongoing advocacy by 
WAGPET, KAMS and the participating ACCHOs. These efforts are not to be discounted 
in any way, but it should be said that this may not be enough to ensure that those 
involved in policy setting and funding decisions in the Commonwealth are sufficiently 
aware of the return on investment Government receives from the program. 

The effort of developing and implementing an effective strategy to more closely and 
meaningfully engage the Commonwealth may be significant and therefore this 
recommendation should be carefully considered before it is enacted. Having said that, 
the advantages of doing so may be significant to the long term future of the program, 
while the disadvantages of not taking any action may be significant. 

It is recommended that a fresh engagement strategy be developed by WAGPET and 
KAMS with the aim of ensuring the Commonwealth Government is aware of the success 
of the program and the benefits it creates for Kimberley people as well as ongoing 
efforts to contain and redistribute costs to improve program performance. Importantly, 
the engagement strategy should clearly state the negative consequences for the health 
of the Kimberley population and especially Aboriginal people if there was some attempt 
to reduce funding support. The strategy should also build the profile of the program as a 
‘flag ship’ regional training initiative and where possible highlight the personal 
experience of GP registrars and Aboriginal patients, as these stories have a far stronger 
impact than written reports and quantitative data.  

Expansion of the current Kimberley model to other parts of the State is not 
recommended until costs are moderated and alternative remote supervision and support 
structures are in place. 

Recommendation 14 

The Kimberley review has highlighted the extraordinary contribution that the AGPT has 
made to stabilise and reverse the critical GP workforce shortages in the Kimberley. 
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While the review describes a need for change it must protect the ongoing role it plays in 
maintaining an effective GP service in the region. 

Recommendation 15 

Focus on cost management and development of an effective engagement strategy for 
the Commonwealth Government is needed to emphasise the fundamental 
achievements in improving the medical workforce and hence medical services and 
outcomes in remote areas. 
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 Appendix 1 – Longitudinal Post Placement Supervisor and Registrar Data 2004 – 2014 6.1.

AGPT registrar enrolments by year, by cohort, by pathway
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Training posts accredited for general practice by year 
Includes General Practices, and Aboriginal Medical Services 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014
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GP supervisors by facility type 
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GP supervisors by region by facility type 

 

 

 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 0 0 0 0 0 0 0 0 0 0 0

 General Practice 7 5 3 5 4 4 6 4 2 5 8

 Aboriginal Medical Service 0 0 0 0 0 0 0 0 0 0 0

0

10

20

30

40

50

60

70

80

90

Central Wheatbelt 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 2 2 1 1 1 1 0 0 0 0 0

 General Practice 12 15 9 13 13 8 12 12 6 7 10

 Aboriginal Medical Service 1 2 1 1 3 3 5 7 6 6 8

0

10

20

30

40

50

60

70

80

90

Goldfields / Esperance 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 0 0 0 0 0 0 1 1 1 0 1

 General Practice 19 16 15 28 26 31 31 33 42 42 42

 Aboriginal Medical Service 0 0 0 0 0 0 0 0 0 0 0

0

10

20

30

40

50

60

70

80

90

Great Southern 



58 

 

 

 

 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 0 0 0 0 0 0 0 0 0 3 3

 General Practice 2 3 1 1 3 5 11 15 8 7 16

 Aboriginal Medical Service 11 23 22 23 27 29 16 27 16 15 29

0

10

20

30

40

50

60

70

80

90

Kimberley 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 0 0 0 0 0 0 0 0 0 0 0

 General Practice 4 13 9 12 27 19 16 28 22 22 26

 Aboriginal Medical Service 3 6 3 3 6 3 3 6 4 5 10

0

10

20

30

40

50

60

70

80

90

Midwest 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 0 0 0 0 0 0 0 0 0 1 2

 General Practice 10 14 10 10 16 17 15 23 21 22 31

 Aboriginal Medical Service 0 0 0 0 0 0 0 0 0 0 0

0

10

20

30

40

50

60

70

80

90

Peel 



 

59 

 

 

 

 

 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 0 0 0 0 0 0 0 0 0 1 1

 General Practice 5 7 2 2 5 1 1 3 4 11 11

 Aboriginal Medical Service 0 1 1 2 4 4 6 9 4 8 9

0

10

20

30

40

50

60

70

80

90

Pilbara 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 0 0 0 1 1 1 1 0 0 0 0

 General Practice 20 23 24 34 35 34 37 42 44 53 56

 Aboriginal Medical Service 0 1 1 1 1 1 1 3 3 2 6

0

10

20

30

40

50

60

70

80

90

South West 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 General Practice 28 42 34 43 44 42 36 48 52 54 59

 Aboriginal Medical Service 6 2 2 2 0 0 3 3 3 6 4

0

10

20

30

40

50

60

70

80

90

Perth & Outer Metro - East 



60 

 

 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 2 2 2 0 0 0 1 1 4 6 6

 General Practice 27 48 33 40 50 42 35 58 50 46 80

 Aboriginal Medical Service 0 0 0 0 0 0 0 0 0 0 0

0

10

20

30

40

50

60

70

80

90

Perth & Outer Metro - North 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

 Specialty Practice 6 5 3 4 2 3 3 2 2 4 7

 General Practice 35 50 35 36 50 49 43 58 65 55 77

 Aboriginal Medical Service 0 0 0 0 0 0 0 0 0 0 0

0

10

20

30

40

50

60

70

80

90

Perth & Outer Metro - South 



 

 

Fulltime equivalent weeks of training provided by region 
Excludes leave and extension terms  

 

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014
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 Appendix 2 – 2013-15 GPET Contract Schedules – Summary Extract  6.2.

Schedule 1 – General Requirements for Program Delivery 

 The Provider must develop and maintain and make publicly available on their website 
and from their registered office Written policies and procedures (pg. 26, point 2 b) 

 The provider must ensure mechanisms are in place to consult with and engage 
stakeholders and other interested parties in relation to the Programs. Formal liaison 
mechanisms must be put in place for Registrars, supervisors and training practices 
(pg. 27, point 2 e) 

 The provider must ensure that all vocational training for registrars is provided in 
accordance with the Vocational Training Standards, curriculum and other vocational 
training requirements of the RACGP and/or ACRRM (pg. 27, point 3 b i) 

 The provider must seek, participate in, cooperate with and maintain accreditation 
under the Bi-College lead RTP accreditation process to deliver the vocational training 
programs of the RACGP and ACRRM (pg. 27, point 3 c i) 

 The provider must ensure that all vocational training for registrars occurs in facilities 
that are accredited for vocational training in accordance with the Vocational Training 
Standards and other vocational training requirements of the RACGP and/or ACRRM 
(pg. 28, point 3 d i) 

 The provider is responsible for  ensuring all supervisors and training facilities are well 
informed of their duties, responsibilities and requirements (pg. 29, point 3 e i) 

 The provider is responsible for meeting all payments to eligible training and practices, 
including Aboriginal Medical Services, for practice subsidies and eligible supervisors 
for teaching allowances (pg. 29, point 3 e ii) 

 The provider is responsible for active recruitment of additional and replacement 
training practices and supervisors, particularly in areas of workforce need (pg. 29, 
point 3 e iii) 

 The provider is responsible for supplying information about the locations, 
performance, and accreditation status of current and anticipated training practices in 
line with the Purchaser’s Minimum Data Set (pg. 29, point 3 e iv) 

 The provider is responsible for implementing a strategy for assessing the training 
needs of supervisors, and for providing training where required before and after a 
Registrar or Prevocational Doctor is placed with a supervisor (pg. 29, point 3 e v) 

 The provider is responsible for undertaking regular training capacity audits to ensure 
sufficient training facilities are available to place Registrars and Prevocational 
Doctors undertaking training with the Provider in the Programs (pg. 29, point 3 e vi) 
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 The provider is responsible for ensuring the accreditation of training practices and 
supervisors for the purposes of the delivery of training under the Programs by the 
RACGP, ACRRM and/or the relevant State or Territory Postgraduate Medical 
Education Council or equivalent body (pg. 29, point 3 e vii) 

 The provider must acknowledge the financial and other support it has received from 
the purchaser and the commonwealth through marketing and branding (pg. 30, point 
5 a) 

 The provider must participate with the purchaser in national marketing initiatives and 
must cooperate with the purchaser in relation to the use of marketing and 
communication, including print and online (pg. 31, point 5 d) 

  The provider must collect and maintain program data in a form compatible with the 
purchaser’s information management systems to enable the flow of information and 
data from the provider to the purchaser (pg. 31, point 6 a) 

 The purchaser and provider will work cooperatively with each other and with the 
RACG, ACRRM, the relevant State or Territory Postgraduate Medical Education 
Council or equivalent body, and other relevant stakeholders to achieve the 
requirement and objectives of the programs (pg. 32, point 7 b) 

 The provider must not seek and is no eligible to receive funding in relation to a single 
individual; i.e. a registrar, junior doctor and/or OTDNET program participant; for more 
than one program; i.e. AGPT program, PGPPP program and/or OTDNET program; at 
the same time (pg. 32, point 8 a) 

Schedule 2 – Australian General Practice Training Program 

 The provider must actively support and participate in the annual AGPT national 
assessment and selection process in line with the purchaser’s published procedures 
(pg. 33, point 2 a i) 

 The provider must manage a high-quality training program for enrolled registrars, 
ensuring that there is a responsible officer for overseeing registrar training and for 
providing a point of contact for registrars in relation to the program (pg. 33, point 2 a 
ii) 

 The provider must ensure that the program is a comprehensive and experiential 
training regime with a major emphasis on learning through supervised practical 
clinical experience of consulting with patients presenting with common and significant 
conditions which exemplify general practice (pg. 33, point 2 a iii) 

 The provider must ensure that all vocational training for registrars is provided in 
accordance with the Vocational Training Standards, curriculum and other vocational 
training requirements of the RACGP and/or ACRRM (pg. 33, point 2 a iv) 

 The provider must ensure that training practices, other training facilities and 
supervising medical practitioners are certificated to standards set by the RACGP and 
ACRRM (pg. 33, point 2 a v) 
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 The provider must adhere to the requirements of the purchaser’s AGPT program 
policies and guidelines (pg. 33, point 2 a vi) 

 The provider must provide a suite of local procedures to supplement the purchaser’s 
AGPT program policies and guidelines (pg. 33, point 2 a vii)  

 The provider must facilitate and support education and training that can contribute to 
registrars acquiring FARGP (pg. 33, point 2 a viii) 

 The provider must provide a local handbook for registrar that supplements the 
purchaser’s annual publication  Australian General Practice Training: Guide for GP 
Registrars (pg. 33, point 2 a ix) 

 The provider must ensure that registrars are subject to formative assessment 
throughout their training as required by the RACGP and ACRRM training standards 
and that registrars are provided with learning opportunities necessary to meet the 
requirements for completion of training (pg. 33-34, point 2 a x) 

 The provider must develop local procedures to implement the AGPT Program 
Remediation Policy to assist registrars who require focused learning interventions 
and/or remediation (pg. 34, point 2 a xi) 

 The provider must provide information to relevant parties regarding the AGPT 
Program Registrar Appeals Policy and its function, and develop local procedures to 
redress grievances, disputes and matters related to a registrar’s education and 
professional progression in the AGPT program, at RTP level, prior to commencing 
appeals through the AGPT Program Registrar Appeals Policy (pg. 34, point 2 a xii) 

 The provider must provide a grievance procedure for registrars covering appeals 
from decisions on placement and assessment and a compliant process relating to the 
conduct of education and training (pg. 34, point 2 a xiii) 

 The provider must consider and, so far as possible, implement innovative ways of 
delivering general practice vocational training (pg. 34, point 2 a xiv) 

 The provider must exercise best endeavors to take on registrars from other regional 
training providers that cannot provide the required training (pg. 34, point 2 a xv) 

 The provider must ensure that the terms and conditions contained in “National 
Minimum Terms and Conditions for GP Terms 1 and 2” are adhered to in the 
provision of general practice training for registrars (pg. 34, point 2 a xvi) 

 The provider must manage the annual re-enrolment of continuing registrars (pg. 34, 
point 2 a xvii) 

 The provider must ensure that all registrars meet the purchaser’s and commonwealth 
Government’s training placement requirements as set out in the AGPT Program 
Training Locations and Obligations and Incentives Policy  (pg. 34, point 2 a xviii) 



 

65 

 The provider must ensure the registrars have applied for and received a current 
prescriber number and a Medicare provider number and , where required, Health 
Insurance Act 1973 Section 19AB exemption, prior to commencement of each 
placement (pg. 34, point 2 a xix) 

 The provider must ensure that training practices provide for the health, safety and 
well-being of the registrar (pg. 34, point 2 a xx) 

 The provider will be responsible for managing academic posts in accordance with the 
purchaser’s AGPT Program Academic Posts Policy (pg. 34, point 3 a) 

Schedule 5 – Aboriginal and Torres Strait Islander Health Training 

 Identifying and addressing current barriers to the regional delivery of Aboriginal and 
Torres Strait Islander health training is aimed at achieving an increase in the training 
capacity, training activity and quality of Aboriginal and Torres Strait Islander health 
training in each region over and above the current levels being delivered. A further 
objective is to facilitate the vertical integration of vocational and prevocational training 
in Aboriginal and Torres Strait Islander health (pg. 45, point 1 b) 

 Through the development and execution of their Aboriginal and Torres Strait Islander 
Health Strategic Plans, the provider will plan the development, delivery and 
evaluation of new initiatives in Aboriginal and Torres Strait Islander health training 
through collaborative and sustainable partnerships with their regional Aboriginal and 
Torres Strait Islander community health sector. Outcomes will support the 
Government’s commitment to provider Aboriginal peoples and Torres Strait Islanders 
with improved access to culturally appropriate primary health care services through 
increasing general practice education and training capacity (pg. 45, point 1 c) 

 The provider must prepare an Aboriginal and Torres Strait Islander Health Training 
Strategic Plan in accordance with the purchaser’s guidance document Aboriginal and 
Torres Strait Islander Strategic Plans 2013-215 – Guidance material for Regional 
Training Providers and any supplementary guidance materials issued by the 
purchaser. The provider must submit the details of the plan to the purchaser in the 
form and utilizing the templates outlined in the purchaser’s guidance document (pg. 
45, point 1 d) 

 The provider retains full responsibility for the contents of their Aboriginal and Torres 
Strait Islander Health Training Strategic Plan, the execution of the actions and 
strategies contained therein, and the monitoring of and reporting on the 
implementation of the plan within the governance framework of their organisation (pg. 
45, point 1 e)  

 The provider must cooperate with other providers and the purchaser to establish 
appropriate advanced training posts in Aboriginal and Torres Strait Islander health 
(pg. 46, point 2 a) 

 The provider must ensure that training opportunities in accreditation Aboriginal 
Medical Services and/or training facilities defined as Aboriginal and Torres Strait 
Islander health Training facilities in accordance with the terms of Attachment 4 – 
Definition of an Aboriginal and Torres Strait Islander health Training Facility within the 
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Australian General Practice Training program of the Aboriginal and Torres Strait 
Islander Strategic Plans 2013-15 – Guidance Material for Regional Training 
Providers, are available to registrars and junior doctors in their region, or otherwise 
provide for registrars wishing to train in Aboriginal and Torres Strait Islander Health to 
be offered the opportunity to negotiate a temporary transfer to another region for this 
purpose (pg. 46, point 2 b)  

 The provider must ensure that all registrars complete training required by the RACGP 
Aboriginal Health Curriculum Statement and/or ACRRM Primary Curriculum 
(Aboriginal people and Torres Strait Islander Heath) in partnership with local 
Aboriginal and Torres Strait Islander communities and State/Territory national 
Aboriginal Community Controlled Health Organisation Affiliates (pg. 47, point 2 d) 
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 Appendix 3 – AGPT RTP Performance Report 2013 Training Year WAGPET Ltd 6.3.
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 Appendix 4 – Stakeholder interview list  6.4.

Stakeholder Interview List – AGPT Review by Healthfix Consulting 

Dr David Atkinson Head, Rural Clinical School  

Ms Belinda Bailey CEO, Rural Health West 

Professor Shirley Bowen Dean of Medicine, University of Notre Dame Fremantle 

Mr Paul Boyatzis Executive Director, Australian Medical Association (WA) 

Dr Eileen Bristol Supervisor, Murray Medical Centre 
Ms Ricky Burges CEO, WA Local Government Association 

Dr Zena Burgess CEO, Royal Australian College of General Practitioners  

Ms Sharon Bushby Development Manager, Aboriginal Health Council of WA  

Dr Mike Civil Stirk Medical Centre 
Ms Marita Cowie  CEO, Australian College of Rural and Remote Medicine  

My Lynne Cronin Practice Manager, Southern Regional Medical Group 
Dr Brett Dale Chair, Association of Chief Executives 

Ms Liana Diacicov Practice Manager, Murray Medical Centre 
Dr Michael Eaton Rural General Practitioner & ACRRM Fellow 

Dr Monica Gope Director, Postgraduate Medical Education Unit, WA 

Country Health Service  

Professor Frank Jones President, Royal Australian College of General 

Practitioners  

Ms Noelle Jones Business Services Manager, Australian Medical 

Association (WA) 

Ms Suzanne Juniewicz Practice Manager, Wheatbelt General Practice 
Dr Naomi Jupp Peelwood Family Medical Practice 

Ms Sally Kincaid CEO, General Practice Registrars Australia  

Dr Tim Koh WA Faculty Chair, Royal Australian College of General 

Practitioners  

Professor Louis Landau Workforce Branch, Department of Health (WA) 

Dr Julia Lockett Mead Medical Group 

Ms Taryn McClements Practice Manager, Brecken Health Care 
Mr Mark Cockayne Silver Chain 

Mr Jeff Moffett CEO, WA Country Health Service 

Dr Lorin Monck Supervisor, Bega Garnbirringu Health Service 
Mr Kiran Narula President, Western Australian Medical Students’ Society  

Ms Malvina Nordstrom WA Faculty State Manager, Royal Australian College of 

General Practitioners  

Ms Mez Nuthall President, Medical Students' Society of Notre Dame  

Ms Sandra Overington Duchess Medical Practice 
Ms Kelli Porter Workforce Development Manager, Rural Health West 

Ms Jo Potts Practice Manager, Sonic HealthPlus – South Hedland 
Ms Lesley Righton Practice Manager, Plantagenet Medical Group 
Professor Geoff Riley A/Dean Medicine, University of Western Australia 

Mr Tony Robins Executive Director Medical Services, WA Country Health 

Service  

Dr Mark Rowe 
 
Sharon Bushby 

General Manager Education Services, Royal Australian 
College of General Practitioners  
AHCWA 

Dr John Rowlands Pioneer Health 
Dr David (Russ) Russell-Weisz WA Department of Health 
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Ms Penny Shakespeare Health Workforce Division, Commonwealth Department of 

Health 

Mr Mark Smith General Manager Program and Policy, General Practice 

Registrars Australia 

Ms Gaye Sprigg Practice Manager, Hillside Family Practice 
Dr Sean Stevens WA Faculty Deputy Chair, Royal Australian College of 

General Practitioners  

Professor Bryant Stokes A/Director General WA Department of Health 

Dr James Turner Supervisor, Pioneer Health Albany, Chair of Supervisor 

Advisory Group 

Dr Francois-Regis De Salve-
Villedieu 

Supervisor, Nickol Bay Hospital 

Ms Glen Wallace CEO, General Practice Supervisor Australia 

Dr Steve Wilson Chair of the AMA (WA) Council of General Practice, 

Australian Medical Association (WA) 

Dr Justin Withnall Hedland Health Campus 
Dr Marianne Wood Public Health Medical Officer, Aboriginal Health Council of 

WA  

Dr Mary Wyatt Ranford Medical Centre, Chair of Registrar Advisory 
Group 

Dr John Zorbas Co-Chair, AMA (WA) DITs Committee 
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Stakeholder Interview List – Kimberley General Practice Training Program Review by 
Virtual Health  

Dr David Atkinson Head, Rural Clinical School  

Dr Andrew Beveridge Senior Medical Officer, OVAHS, Kununurra 

Mr Darrell Brock CEO, Yura Yungi Aboriginal Medical Service, Halls Creek 

Dr Roger Brown Senior Medical Officer, Derby Hospital 

Dr Anita Campbell GP Registrar - GPT2, BRAMS/KAMS, Broome 
Mr Graeme Cooper  CEO, OVAHS, Kununurra 

Mr Henry Councillor CEO, BRAMS, Broome 

Dr Aaron Davis General Practitioner, Yura Yungi Aboriginal Medical 

Service, Halls Creek 

Mr Kenn Donohoe CEO, Shire of Broome, Broome 

Dr David Gaskell Regional Medical Director Kimberley, WACHS, Broome 

Dr Isaac Hohaia A/Senior Medical Officer, Derby Hospital 

Dr Karin Houriez GP Registrar - ARST, DAHS, Derby 

Dr Lynette Henderson-Yates CEO, DAHS, Derby 

Dr Yolanda  Lucas Senior Medical Officer, Yura Yungi Aboriginal Medical 

Service, Halls Creek 

Dr Tegan Martyn GP Registrar - GPT1, Kununurra District Hospital, 

Kununurra 

Dr Alexandra Maslen GP Registrar - GPT1, BRAMS, Broome 
Dr Jane McCulloch GP Registrar - GPT3, DAHS, Derby 

Dr Melody Miolin GP Registrar - ARST, BRAMS/KAMS, Broome 
Ms Vicki O'Donnell CEO, KAMS, Broome 

Dr Casey Parker Anaesthetist General Practitioner & Director of Clinical 

Training, Broome Hospital Health Service, Broome & 

Owner, Broome Doctors Practice, Broome 

Dr Rob Phair  General Practitioner, Kununurra District Hospital, 

Kununurra & Western Australia Director, ACRRM 

Dr Suzanne Phillips General Practitioner, Broome Hospital Health Service, 

Broome 

Mr Chris Pickett CEO, Kimberley Pilbara Medicare Local, Broome 

Dr Megan Pilkington GP Registrar - Extended Skills, BRAMS/KAMS, Broome 
Dr Siew-Lee Thoo General Practitioner, Kununurra District Hospital, 

Kununurra 

Ms Laureen Thorpe Practice Manager/Owner, Broome Medical Clinic, Broome 

Dr Steph Trust General Practitioner, Kununurra Medical Centre, 

Kununurra 

Mr Andrew Waters Regional Director Kimberley, WACHS, Broome 

Dr Jeanette Ward Director, Kimberley Population Health Unit, Broome 

Mrs Margie Ware CEO, Boab Health Service, Broome 

Dr Susannah Warwick Senior Medical Officer, DAHS, Derby 

Dr Timothy Yap GP Registrar - GPT1, BRAMS, Broome 
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Stakeholder Interview List – Regionalisation Model Review by Foulds Consulting 

Mid-West Region 
Dr Ray Borcherds General Practitioner, Geraldton 

Christine Golding Medical Education Officer, WACHS, Mid-West 

Dr Andrew Jamieson  Regional Medical Director, WACHS, Mid-West 

Dr Adrian Koay Medical Coordinator RCS, Geraldton 

Dr Venkata Kodalil Director Clinical Training, WACHS, Mid-West 

Dr Ian Taylor  General Practitioner, Geraldton 

Prof Sandra Thompson   WA Centre for Rural Health, Geraldton 

Gavin Treasure CEO, Mid-West Development Commission, Geraldton 

South-West Region 
Judi Gibbs Medical Education Officer, WACHS, South West 

Dr Sarah Moore Medical Co-ordinator, RCS, Busselton 

Anna Oades  Strategic Manager, People, Places & Community & 

South West Development Commission, Bunbury 

Assoc Prof Bronwyn Peirce Medical Coordinator, RCS, Bunbury 

Amanda Poller CEO, GP Down South, Busselton 

Don Punch CEO, South West Development Commission, Bunbury 

Dr John Ward Director of Clinical Training, WACHS, South West 

Dr Clare Willix  Medical Coordinator, RCS, Bunbury 

Great Southern Region 
Dr Meredith Arcus Acting Medical Director, WACHS, Great Southern 

Dr Andrew Knight Medical Coordinator, RCS, Albany 

Dr David Mildenhall General Practitioner, Albany 

Dr Darcy Smith General Practitioner, Albany 

Robin Surridge CEO, Amity Health, Albany 

Chris Swarts  CEO, Southern Region Medical Group, Albany 

Wheatbelt Region 
Dr Peter Barratt Director, Medical Services, Wheatbelt 

Dr Marie Fox  Medical Coordinator, RCS, Northam 

Suzanne Juniewicz Deputy CEO, Wheatbelt GP Network, Northam 

Dr Tony Mylius Medical Specialist, Northam 

Wendy Newman CEO, Wheatbelt Development Commission, Northam 

Dr Vish Ramaraju General Practitioner, Northam 

Dr Harry Randhawa CEO, Wheatbelt GP Network, Northam 

Other Stakeholders 
Carole Bain  General Manager Country Services, Silver Chain 

Lesley Pearson Regional Manager, Country Primary Health, Silver Chain 
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 Appendix 5 – Review introduction letter & WAGPET information sheet   6.5.
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 Appendix 6 – Summary of written submissions to the review   6.6.

OVERVIEW 

Close to 3,000 stakeholders were invited by email to make a written submission to the AGPT 
Review. The submission process sought feedback on the performance and future directions 
for WAGPET. Submissions closed on 31 May 2015. Eight written submissions were received 
during May 2015. Seven submissions were received by WAGPET, with one sent direct to 
Healthfix to ensure confidentiality. Of the eight submissions received, five were from a 
supervisor/training post, two from stakeholder organisations and one from a Fellowed 
registrar.  
 
KEY THEMES 

The following is a summary of the key themes which emerged from the seven written 
submissions sent to WAGPET. The themes have been categorised into strengths, areas for 
review and future suggestions.  
 
Strengths: 

 Seen to produce registrars of high quality and value to the community.  

 Provide high quality and useful education to registrars, both centrally and regionally. 

 Face-to-face education sessions were identified as providing a much needed 
opportunity for registrar interactions with each other.   

 View shared that WAGPET is an approachable and supportive organisation that 
cares about providing high quality training.  

 Training Advisors were identified as a valuable support for registrars. 

 Commended for demonstrated willingness and ability to collaborate with rural 
stakeholders regarding rural training opportunities and pathways.  

 Praised for the provision of funding incentives and support for registrars to train 
rurally.  

 Support for the national annual registrar interview process for new training positions.  
 
Areas for Review: 

 Concern raised that there was a perceived inability for WAGPET to discipline training 
posts that are not meeting their training obligations, and uncertainty regarding 
WAGPETs power to do this. 

 Seen to have too much of a focus on the patient relationship and not enough on 
clinical skills during core education sessions. Suggestion that there needs to be more 
education about GP emergencies and common chronic disease management at core 
workshops.  

 The registrar feedback process for supervisors was seen to be problematic, 
especially when more constructive feedback needs to be provided.  

 Query about the balance of in-practice supervision and assessments and whether or 
not more clinical assessments are needed than supervisors sitting in with registrars.  

 Additional support for Overseas Trained Doctors needed to help them adjust to the 
Australian consultation style.  

 Structure and content of supervisor education sessions was raised as there is the 
perception that they are onerous to attend and provide little benefit to the 
development of supervisory skills. 

 Lack of internal knowledge about rural training by Training Advisors, with concern 
that incorrect information was being distributed.  

 Registrar placement process seems confusing and insufficient at matching registrars 
to practices, particularly in relation to the matching of preferences.    
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 Rural practices are disadvantaged due to the additional time needed for registrars to 
travel for core education in Perth and regional education sessions locally (if not 
located in the regional hub town).  

 Concern that there is a lack of clinical acumen by some registrars nationally (those 
in-training and Fellowed) which may be a result of the structure of training (i.e. 
registrar solo) and short training time.  

 
Future Suggestions 

 Appoint more rural GPs to support rural registrars in training.  

 Review content of GP supervisor education program. 

 Better information sharing about the placement matching process. 

 Explore virtual education link-in option for regional education sessions.  

 Increase the available support and supervision levels for basic registrars before and 
during their first term.  

 National changes to the length of the training program to make it longer.  

 Call for a more standardisation nationally with common curriculum and resources.  
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 Appendix 7 – Summary of Registrar Advisory Group (RAG) teleconference 6.7.

 

SUMMARY 

Q1 What attracted you to the AGPT? 

Registrars identified flexibility, variety of medicine, continuity of patient care and family 
friendly nature of general practice as some of the attractors to the AGPT program.  The 
PGPPP was also mentioned by several participants as an important experience to help 
identify and confirm general practice as the career for them.  

 

Q2 How would you describe the selection process, was it easy to navigate? 

Participants described the selection process as easy and straight forward. This included the 
availability and access to information, application process, interview process, assessment 
and RTP selection process. The only issue identified was the difficulty for interns to find 
appropriate references for their applications, however this problem was easily resolved when 
raised.  

 

Q3 Was your experience positive and prepare you well for General Practice? 

Overall registrars expressed confidence that the program was providing them with 
appropriate education, teaching and placements to establish themselves as GPs in the 
community.  

 

Q4 Did you feel supported in the program? 

Registrars felt they were adequately supported and that support was available from 
WAGPET when needed. There was particular emphasis put on the value of Training Advisor 
meetings as an avenue to debrief and seek advice on issues. Two areas where a lack of 
support or information was identified was around the placement selection and matching 
process, and orientation of basic registrars to new practices.  

With regards to the placement selection and matching process it was seen as especially 
difficult for a new registrar to navigate, as often practices have selected their preferred 
registrars outside of the selection periods, unbeknown to new registrars. A lack of clarity 
from WAGPET around the reality of the timing for the process was felt. Practice information 
on the website was also seen to be inaccurate or old. Some registrars missed important 
dates because critical communication went out via email (and into junk folders) and not by 
mail. A lack of transparency between registrars and practices around preferences was also 
identified, and was seen as critical for successful matching. Some registrars expressed 
confusion around why matches didn’t happen.  

A misunderstanding between registrars and practices was occurring around the structure of 
their first day in practice, with many arriving for a day of orientation but ending up seeing 
patients which they weren’t expecting to be doing. Also, on some occasions, the registrars’ 
main supervisor was not always on site for orientation (due to it being their day off or away 
on leave) and this was unsettling for registrars. The role of the principle supervisor differs 
across practices but is not clear to the registrars when first starting a placement, which has 
had an impact on in practice teaching and supervision and the overall relationship between 
registrar and supervisor. A clearer expectation of the functions of the role is required, and 
needs to be communicated to registrars and practices.   
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Q5 How were WAGPET staff to deal with? 

Feeling from the group that WAGPET staff are polite, friendly and easy to deal with. 
However it was identified that sometimes the answer to a registrar enquiry differed 
depending on who at WAGPET was asked, and that some registrars always get answers in 
writing to provide evidence in case the decision was later overturned, which has happened 
on occasion. Some of the processes were confusing to registrars as they weren’t sure why 
they were done that way. 

 

Q6 What does WAGPET mean to you? 

No feedback was recorded for this question. 

 

Q7 Was WAGPET responsive when any substantial issues arose? 

Feeling from the group that WAGPET is responsive to issues. Registrars gave examples of 
practice visits and calls to practice staff to address issues, such as a lack of formal teaching 
or too many patients per hour. Concern raised that sometimes registrars do not report 
issues, or do not want issues to be addressed in full by WAGPET because they don’t want to 
rock the boat at the practice or relocate which would be inconvenient.  

 

Q8 Was the corporate and administrative functions efficient and effective? 

Overall satisfaction with the corporate and administrative functions of WAGPET, with staff 
seen to be knowledgeable and enthusiastic people.   

 

Q9 What is the best part about the WAGPET AGPT? 

The apprenticeship model of training was identified as being a suitable model. No other 
feedback was recorded for this question. 

 

Q10 What is the worst part about the WAGPET AGPT? 

The only feedback given was that it was sometimes difficult and inconvenient to travel for 
education (either to Perth or within the region) due to work or family commitments. 
Sometimes being released from practice was a struggle, or family commitments made travel 
less than ideal. It was also raised that the process of seeking education ‘grants’ for registrars 
in regions not conducing regional education was vague and unclear.  

 

Q11 In your view is there a process of continual quality improvement in the AGPT? 

No feedback was recorded for this question. 

 

Q12 Are there any key changes you think WAGPET should consider into the future? 

Registrars are interested in having access to a check list of training activities to see their 
progress towards completion of training.  

 

Q13 How do you think the program in WA compares with other States? 
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No feedback was recorded for this question. 

 

TAKE HOME MESSAGES FOR REVIEW 

The actual selection process to get into the AGPT was straightforward apart from interns 
needing two referees when their application was being put in before they had completed two 
training terms.  

The practice selection process issues that were raised with the supervisors and practice 
managers were also raised with the registrars, i.e. that the guidelines and way the processes 
worked were not always transparent and that basic term registrars that followed the “rules” 
often missed out. 

The overall feeling was that the training given by WAGPET equipped the registrars to be 
good GPs, that the people at WAGPET were knowledgeable, hardworking and that the 
training model worked well. 

The registrars were all supportive of online learning and felt that more could be done such as 
a weekly “blackboard” classroom where registrars from around the state could participate at 
a set time during the day to take over from the supervisors set education time.  

 

TELECONFERENCE OVERVIEW 

Time/Date:   20th April 2015, 6:55 pm - 8:16 pm 

Participants:  6 

First Name Last Name Organisation Region 

Naomi Jupp Peelwood Family Medical Practice Peel  

Julia Lockett Mead Medical Group POM East  

Mary Wyatt Ranford Medical Centre POM South / Chair 

John Rowlands Pioneer Health  Great Southern  

Justin Withnall Hedland Health Campus Pilbara  
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Appendix 8 – Summary of Supervisor Advisory Group (SAG) teleconference 

SUMMARY 

 

Q1: Are you adequately supported in your role? 

Supervisors feel they are adequately supported in their role and that support is available 
from WAGPET when needed. Discussion focused on accessibility of supervisor education 
sessions.  

 

Q2: Was it easy for you to enter the program? 

Consensus from the group that the process to become an accredited supervisor is 
straightforward. It was mentioned that there is likely to be untapped supervisor potential in 
some regions (such as Peel). Practice accreditation was perceived to be fair, and recognised 
as an important process for practices to undertake before having registrars.   

 

Q3: How well do you think Registrars are selected and prepared for the AGPT? 

Overall satisfaction with noted about the selection and placement processes. The selection 
process was seen to be well organised and an appropriate assessment measure. Placement 
matching was noted as a good process, but the transparency between registrar and practice 
was important to ensure appropriate matches could occur, which got better with experience. 
It was also raised that contract negotiation was sometimes difficult, due to the complexity of 
the agreement and in part because a practice and registrar have already been matched 
before the contract terms are been agreed.  

A difficulty in attracting registrars to certain practices and regions was raised. Suggestions 
for improving this included restructuring the practice information on the WAGPET website 
and a list of registrar profiles for practices to contact.  

 

Q4:  Was WAGPET responsive when any substantial issues arose? 

Feeling from the group that WAGPET is responsive to issues. Concern raised that there is 
the perception that some practices have reoccurring registrar issues but they still continue to 
have registrars, making people wonder if the issues are dealt with.  

 

Q5: Was the corporate and administrative functions efficient and effective? 

Overall satisfaction with the corporate and administrative functions of WAGPET.   

 

Q6: In your view is there a process of continual quality improvement in the AGPT? 

Request for quality improvement tools and measures for practices and supervisors was 
identified as being of interest. There was also a wish to know about progress with the Quality 
Practice Criteria tool.  

Support was noted for the online education program as a strategy to deliver cost efficient 
education in line with higher registrar numbers. There was also strong interest from the 
group in the data mining project as an effort to monitor and record registrar and practice 
patient demographics for training purposes.  
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Q7: What is the best part about the WAGPET AGPT? 

The apprenticeship model of training was identified as being the best part about the AGPT 
program. No other feedback was recorded for this question. 

 

Q8: What is the worst part about the WAGPET AGPT? 

Areas of discomfort included the logging of teaching sessions for registrars, contract 
negotiation, and lack of continuity in registrar supply for some practices. The logic of having 
a single employer for registrars was raised, as was the recognition that this had already 
been unsuccessfully explored.  

Concern raised about the process of regional development funding for the regions. While the 
availability of funding was supported, there was some concern that the funding was not used 
well and that guidelines were loose. Suggestion that the organisation, planning and 
management of the activities could be better coordinated by WAGPET or the region to 
ensure the money is spent wisely and reporting done effectively.  

 

Q9: Are there any key changes you think WAGPET should consider into the future? 

With regards to regional collaborations, it was felt that the need varied depending on the 
region and that some organic collaborations were already happening in some rural areas. 
Uncertainty around whether there is a need for more integration at the higher level, at the 
Perth level. The future relationship between WA Primary Health Alliance and WAGPET was 
seen to be important.  

Concern from the group about not diluting general practice training too much by training in 
other areas – but the group considered palliative care, Aboriginal health etc. as being part of 
the scope of general practice. Opportunity to get into medical education was raised as an 
area that could be offered and explored further as part of training. Issue raised that the level 
of paediatrics exposure for GP registrars in the hospital setting is reducing, but that this 
experience is critical for registrar development.  

 

TAKE HOME MESSAGES FOR REVIEW 

 

Require a clear understanding of how the selection processes work. Registrars and 
Supervisors need to understand the implications and communication processes better. 

Supervisors would like more feedback on their own performances and how they “rank or fit” 
as a supervisor. 

Would like feedback from the Quality Improvement Project that they were involved in with Dr 
Denise Findlay. 

Would like a transparent process for issues that are raised and how they are dealt with i.e. a 
response registrar. 
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TELECONFERENCE OVERVIEW 

Time/Date:   14th April 2015, 4:56 pm - 6:11 pm 

Participants:  6 

First Name Last Name Organisation Region 

Lorin Monck Bega Garnbirringu Health Service Goldfields 

James Turner Pioneer Health Albany Great Southern 

Eileen  Bristol Murray Medical Centre Peel 

Francois-Regis De Salve-Villedieu  Nickol Bay Hospital Pilbara 

Mike Civil Stirk Medical Group POM East 

 

  



94 

 Appendix 9 – Summary of Practice Managers teleconference 6.8.

 

SUMMARY 

 

Q1 How easy was it for the practice to obtain and maintain accreditation for the 
placement? 

Practice managers felt that the accreditation process was straightforward and easy to 
navigate. There was also mention that the accreditation visits were valuable and allowed for 
useful discussion. One participant spoke of an outstanding supervisor accreditation 
application which had not been followed up for months. Accrediting supervisors who did not 
meet the usual criteria was seen as more difficult (such as if they were Grandfathered). A 
manual for practice managers was raised as a suggestion to help induct new practice 
managers.  

 

Q2 How well does the selection process work to match GP registrars with appropriate 
placements? 

The overall placement and matching process was viewed as working well. However, it was 
noted that there was significant difficulties with last year’s process due to IT issues which 
dissatisfied practices as they felt it was difficult and that they missed out on the registrars 
they really wanted. Difficulties were also felt with trying to match part-time registrars, and 
when registrars left a practice part way through a semester.  

 

Honesty and transparency between the practice and registrar and vice versa was seen as 
being critical to the process being successful. It was felt that registrars needed to be 
provided with additional education around how to engage with practices during the selection 
process. It was seen that the process of being matched to registrars was getting easier as 
the number of registrars in the program increased. However, it was felt that some registrars 
had unrealistic salary expectations. It was also reported that some registrars have been 
unwilling to see Aboriginal patients or those with drug addictions.  

 

Q3 How easy is it to deal with WAGPET on any issues arising from the placement? 

There was concern raised that there had been significant turnover of WAGPET staff and that 
practice managers were confused about who to contact with their queries. It was noted that 
serious issues would be quickly addressed but that administrative issues often took time to 
be addressed. Practice managers identified that if they had a closer relationship with one 
employee that they would intentionally go to them with queries even if that wasn’t their area, 
but they had more luck with getting a quick reply that way.  It was suggested that a contact 
list of WAGPET staff be created and circulated every three to six months or for each practice 
to be nominated a single person at WAGPET as a point of contact for any issues. 

 

Q4 Do you think the placement at your practice is a good experience for the registrars 
and why? 

It was felt by participants that their practices provided a good training environment for 
registrars. This was due to having a number of passionate GPs to act as supervisors and 
support from the practice staff. Having GPs with a range of special skills and interest (like 
anaesthetics and obstetrics) and from a variety of nationalities was beneficial for registrars. 
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Being able to see patients in ED was also seen as a valuable learning experience for 
registrars, which was available at some rural practices. Having a range of Allied Health 
services at the practices was also seen as positive as it added to the support and learning 
opportunities available.   

 

Q5 How would you describe your relationship with WAGPET? 

Overall participants felt that they had a good relationship with WAGPET.  It was identified 
however that this could be strengthened by making it easier for practice managers to know 
who to contact for each issue (see response to Q3).  

 

Q6 How well does the administrative and governance processes associated with the 
program work? 

Overall participants felt that the administration and governance processes worked well.  It 
was identified however that this could be strengthened by making it easier for practice 
managers to know who to contact for each activity (see response to Q3). Practice managers 
mentioned that they valued the increase in the number and frequency of email reminders 
about teaching logs and provider number forms. The process of getting provider numbers for 
registrars was seen as onerous, with the suggestion made for WAGPET to send completed 
AGPT forms to practices so that practice managers can send both the AGPT form and 
provider number form off to Medicare. 

 

Q7 Are there any changes you would suggest to improve the program into the future? 

The following is a summary of the suggestions that were made to help improve the program 
and its delivery: 

 A manual for practice managers to help when new practice managers start. 

 A contact list of WAGPET staff to be created and circulated every 3-6 months. 

 For each practice to be nominated a single person at WAGPET as a point of contact 
for any issues. 

 For WAGPET to send completed AGPT forms to practices so that practice managers 
can send both the AGPT form and provider number form off to Medicare. 

 Help from WAGPET to set more realistic salary expectations with registrars.  

 Address the issue with some registrars have been unwilling to see Aboriginal patients 
or those with drug addictions. 

TELECONFERENCE OVERVIEW 

Time/Date:   15th April 2015, 1:54 pm - 3:14 pm 

Participants:  8 

First Name Last Name Organisation Region 

Taryn  McClements Brecken Health Care South West 

Gaye  Sprigg Hillside Family Practice Great Southern 

Sandra  Overington Duchess Medical Practice South West 

Lynne  Cronin Southern Regional Medical Group Great Southern 

Suzanne  Juniewicz Wheatbelt General Practice Central Wheatbelt  

Lesley  Righton Plantagenet Medical Group Great Southern 

Liana  Diacicov Murray Medical Centre Peel 

Jo  Potts Sonic HealthPlus - South Hedland Pilbara 
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 Appendix 10 – Review & sub-review terms of reference   6.9.

 

Terms of References – AGPT Review by Healthfix Consulting 
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98 

Terms of References – Kimberley General Practice Training Program Review by 
Virtual Health  
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Terms of References – Regionalisation Model Review by Foulds Consulting 
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 Appendix 10 – Letter to stakeholders and record of interview on future 6.10.
priorities 

 

Dear -------, 

 

We have completed the first stage of the review of the AGPT in WA and would like to thank 
you for your support and feedback during this process. The review has highlighted the strong 
position that WAGPET has in this state and nationally as the state-wide Regional Training 
Provider for GP training in WA. There are however a number of issues that were raised 
either by stakeholders or through basic performance metrics that could be opportunities to 
strengthen the program in WA. The WAGPET board has agreed that further development of 
these opportunities be part of the second stage of the review. 

As highlighted in our initial discussions we would now like to take the opportunity to discuss 
these issues with you in order to validate their usefulness and ensure they will meet the 
future needs of WA General Practice. 

The proposed issues raised are around  

 Increased Procedural Training Opportunities, especially in anaesthetics, obstetrics 
and emergency medicine 

 Increased integration of organisations involved in GP education and training 
especially in the regions. 

 Investigating opportunities to develop 2-3 year training opportunities, with the 
department of health, for registrars to ensure a clear training pathway 

 Develop models for remote supervision and training, including the use of more on-
line training 

 Backfilling of the 30% of currently underutilised training positions. 
 

We will look forward to catching up with you in the near future. 

 

Yours sincerely, 

 

Felicity Jefferies  

 

Director Healthfix Consulting 
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 Appendix 11 – Second Stage Stakeholder feedback. 6.11.

Professor David Atkinson –Head Rural Clinical School  
6th August 15 

Discussions concentrated around how the RCS and WAGPET could enhance the integration 
and co-ordination of effort for general practice training in WA. 

WAGPET should have more of a presence in the regions through both its administration and 
medical education. It is recognised as a result of limited scale and lack of critical mass to 
support a full time medical educators in the regions, WAGPET has based its educators in 
Perth. If WAGPET is to employ educators in the regions it needs to collaborate with other 
organisations.  

Currently the medical education and collaboration work really well in Albany, the Kimberley, 
Bunbury and Busselton.  

The hardest areas to support good general practice training in rural WA at the current time 
are in the Pilbara, followed by Kalgoorlie, the Wheatbelt and Geraldton.  

It was suggested that the target areas for collaboration that would be possible to make a real 
difference are in the Goldfields, Wheatbelt and Midwest. Each area would need an individual 
arrangement. The Pilbara also needs a focus but will require more investment and resources 
to really make it work effectively for general practice training. 

If WAGPET was prepared to part fund medical educators and supervisors in these regions, 
RCS could possibly find some part FTE to complement these positions. The RCS has 
turnover in these positions and so FTE becomes available from time to time, in some of the 
more difficult areas the RCS may be able to fund some additional part-time FTE to support 
and stabilise the medical education. 

Supervisory models should be looked at and David has supported some of the remote 
supervision that occurs via the RVTS. He sees a regional model working better for this type 
of supervision rather than the supervisor coming from a major city that may not understand 
the region well. He also supports the supervisor being able to visit the registrar and have 
some face to face time. RVTS supervision does already occur in some AMS’s with fairly 
junior doctors.  

As a way forward it was suggested that a joint package between the two organisations be 
developed and advertised to see if it was attractive to medical educators who wanted to work 
in rural WA. There was also some discussion around sourcing funding for housing and a car 
to support these joint positions. 

There was some discussion around the administrative support and it was noted that RCS 
employs administrative staff, some of whom may have additional capacity from time to time. 
An example of this is in Kalgoorlie where the administrative centre of the RCS is based. 
Again this administrative collaboration would need to be done on a region by region basis.  

Rural Practice Pathway. 

David felt that this has been working well in WA and is supportive of a flexible pathway that 
supports the committed rural students. He highlighted the importance of prevocational 
opportunities to train junior doctors .   

 

Dr Tim Koh President, RACGP (WA) 
11th August 2015 

 Increased Procedural Training Opportunities 
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This is seen as a critical area to enable GPs to service their communities. There continues to 
be a need to train GPs for the future workforce needs in rural WA. Many GPs and specialists 
have subspecialised and in the larger centres specialists are forcing some procedural GPs 
out. Whilst the training of GP proceduralist needs to be supported by specialists it is 
important that the trainees understand the environment that they will be practicing and 
should be taught, mentored and supported by procedural GPs. The National Rural Faculty 
includes community mental health and drug and alcohol in the rural specialty needs list. 

 Increased integration and coordination of effort involved in GP education and 
training. 

Agrees that this is a sensible way forward. The collaboration with the RCS works well 
already in the Kimberley by being built from the ground up. The medical and pastoral care 
are both taken care of which is an important aspect of the success of this program.  

Working closely with the PHN’s will be essential in the future. 

 2-3 year contracts for GPRs. 

This is a great idea as the junior doctors are all concerned about their future, it will enable 
clear pathways for general practice. Most junior doctors now want to build a CV early to 
support their future career.  

 Remote Supervision. 

This already occurs in the NT and through the RVST. With modern technology it is now 
relatively easy to have a V/C with the supervisor being remote. There are many GP 
supervisors in Perth that might be very happy to do this, especially those at home with young 
children. Suggested we talk to Helen Willcox who is the state censor of the RACGP.  

 30% of trainees are not undertaking their training each year. 

There needs to be a more efficient system and the RACGP would support this to maximize 
the training opportunities in WA. 

 

Sharon Bushby and Dr Marianne Woods, Aboriginal Health Council of WA (AHCWA)-  

The main issue of interest in the review recommendations for AHCWA was around the 
remote supervision and the ability of WAGPET to get registrars into locations that currently 
can’t support them. They are keen to see the success of the Kimberley program being 
applied to other areas especially the Pilbara and Eastern Goldfields. There was discussion 
around the use of remote supervisors and on-line education to support registrars in isolated 
practices. They would like to work with WAGPET to set up a pilot program to see how this 
could work either in the Pilbara or Eastern Goldfields. 

They also stressed the importance of continuing the salary support that registrars currently 
get for working in Aboriginal Medical Services. 

 

Ms Belinda Bailey, Rural Health West- 14th August 

Procedural Training Opportunities. 

RHW have always been proactive in supporting procedural GP training in WA. Over the 
years they have maintained data on the rural medical workforce and have a comprehensive 
picture of the procedural workforce. This workforce has not grown over the last 10 years 
despite a 12% growth in the overall rural medical workforce.  There is a need for a workforce 
plan from the Health Department to articulate where and which procedural GPs will be 
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needed to deliver services in rural WA and to clearly state where specialist services will be 
supported as opposed to GP proceduralists. 

Rural Health West have supported the Rural Practice Pathway and last year commissioned 
some work on a new “Rural Training Unit”. They believe that their needs to be strong 
leadership in this area, both medical and administrative. It will require co-ordination of 
training at the prevocational and vocational level, with mentoring, support and case 
management. It will need partnerships and resources to make it happen. 

Integration of Effort. 

RHW have found that having rurally based staff has been a highly successful strategy that 
adds value to the organization and is well received in the community. They would be happy 
to investigate a process with WAGPET for future collaboration in the regions. They also run 
31 workshops, most of which are based in the regions, they would be happy to market these 
with the GPRs and include them in their programs.  

Remote Supervision. 

There is some enthusiasm in the Wheatbelt Region to enhance GP training. Two solo GPs 
would like to trial an arrangement to share a GPR as there is not enough work in either 
practice for a full-time trainee but there would be enough across the two practices. The lack 
of GP trainees in the Pilbara and Kalgoorlie is also an issue that RHW would like to see 
addressed in an innovative way. RVTS is an example of a successful program that enables 
solo GPs to train with remote supervision. 

 

Ms Learne Durrington and Ms Malvina Nordstrom, WA Primary Health Alliance 
20th August 

Increased Procedural Training Opportunities. 

They agree this area needs to be addressed for rural communities. They also would like to 
see a focus on some of the low prevalence high impact mental health disorders and aged 
care. These are areas that there is a high need for good care in the community, currently in 
WA most geriatricians are hospital based with little community support, leaving this 
increasing workload to GPs. 

Increased Integration and Co-ordination of Effort. 

WAGPET and WAPHA have agreed to work together to ensure that the workforce and 
service needs of communities are aligned as best they can. They will work at a local level to 
enable funding that supports the workforce. They are also interested in local research and 
are interested in working with WAGPET in this area 

Opportunities for 2 to 3 year training pathways. 

Again this proposal was supported, the need for clear pathways into GP is a high priority. 
With the increased number and age of trainees, many know exactly what they want to do 
and would welcome this. 

Develop Models for Remote Supervision and Training. 

There is recognition of the small numbers of GPRs working in the Pilbara, Kalgoorlie, 
Wheatbelt and Outer Metropolitan areas. They believe that this is an important area that 
WAGPET needs to address with innovation as has been done in the Kimberley. Intense 
support needs to be given to these regions to address the current disincentives.  
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Commonwealth Department of Health- Kate McCauley  
21st August 

We gave the Commonwealth a briefing on the process of the review and the outcomes to 
date. They stated that at the current time they were mainly dealing with the tender 
applications. They acknowledged that WA has GP workforce shortage and had challenges 
and so were interested in the review. They supported the review of the Kimberley model and 
the expansion into other areas of the state, all be it in a more cost effective manner. They felt 
the costs in the Kimberley were high and we discussed the issue around accessing the MBS 
revenue made by the GPRs, which we cannot access. There was agreement to consider an 
approach from Tim Shackleton to access this part of the funding in order to have a complete 
picture of the costs in the Kimberley.   

Most of the issues covered were not new to the Commonwealth.  

They were aware of the potential liability that has been left from the previous funding 
arrangements between GPET and the RTPs and are in discussions on how this will be 
addressed. One consideration is to fund the RTPs for each registrar enrolled in their 
program regardless of whether they are actively training or not.  

They are also planning to undertake a review of all the leave policies next year. On the issue 
of part-time training, they would leave this option to RTPs to decide on a case-by-case basis.  

 

Jeff Moffet , Chief Executive WA Country Health Service  
21st August 

Increased Procedural Training Opportunities. 

WACHS are very supportive of GP procedural training and want to work closely with 
WAGPET to ensure they are training the doctors that country WA needs. They are prepared 
to take an active role in this area and would like to see guaranteed training places. WACHS 
will investigate the contract with Joondalup and North Metropolitan Area Health Services 
with respect to the anaesthetic training posts (some of these seem to have been lost to 
specialist training positions). They are also happy to make sure WAGPET knows where 
procedural GPs will be needed. 

Increased Integration and Co-ordination of Effort. 

WACHS would be prepared to support a proposal from WAGPET on how educational 
resources could be shared in the regions. 

Opportunities for 2 to 3 year training pathways. 

This seems like a sensible way forward. It will require agreement from all the area health 
services, AMS’s and general practices.  

Models for Remote Supervision and Training. 

Again there was agreement that if WACHS supervisors can help in this area there is a 
preparedness to look at how this will work. E.g. In the Pilbara a WACHS employee may be 
able to supervise doctors working in the AMS or general practice is they do not have 
appropriate supervisors. 

Backfilling of the 30% currently underutilised training positions. 

It is felt that this must be addressed as WA is missing out on the opportunity to train its own 
doctors. With the increased number of junior doctors coming through the system these 
places are needed.  

Other Issues. 
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WACHS is very supportive of training the appropriate workforce for rural WA. They are 
prepared to ensure there is medical leadership in WACHS to work with all the stakeholders 
in this area. 

 

Marita Cowie, Chief Executive Officer, Australian College of Rural and Remote 
Medicine  
26th August 

Procedural Training Opportunities. 

This is almost an overwhelming issue that can only be resolved with state ownership. Once 
the state has commitment then real discussions and opportunities can happen. It needs a 
whole of systems approach and with WAGPET being a state-wide trainer it has this unique 
opportunity to make this happen. It requires planning and ownership with the state 
committing training places and WAGPET ensuring there is a constant supply of suitable 
trainees to these places. These trainees must also have a clear line of sight as to where they 
will be able to use these skills once they have completed training. This requires career 
pathways and modelling. In the states that are committed to GP proceduralists, the GP 
training organisations have a seat at the table when specialist positions are being discussed, 
e.g. when the state-wide group look at anaesthetic training the GP colleges are at the table 
ensuring they are represented and have a say in whether the training positions should be a 
specialist or a GP proceduralist. There are some complications with the funding of GP 
proceduralists as some states believe it is a Commonwealth responsibility and the 
Commonwealth is a little wary as it has found that when it does fund positions such as the 
STP which was specifically for training specialist  in rural areas that most of the positions 
were based in the urban areas. STP could be a way of supporting procedural training, it is 
currently being reviewed and so there will be no change this year.  

In some of the larger states the PHNs and LHN are working together to focus on the 
workforce required for their regions. They are undertaking joint workforce planning to ensure 
they have a skilled workforce to deliver the services they need. In NSW one of the 
deliverables of the LHNs is a train generalists, whilst in the NT and Victoria there are regular 
meetings with their Ministers of Health to discuss generalist training. 

Increased integration and Co-ordination. 

This should happen to ensure resources are not wasted. However it is important that the 
brand of each organisation is protected and not moulded into one structure. 

Opportunities for 2 to 3 year Training Pathways. 

This makes a lot of sense. ACRRM would like to contribute to this type of structure. The 
more there are clear pathways for junior doctors to work in rural and remote practice the 
better it will be for the trainees. It would be good to integrate the junior doctor training with 
the AGPT. Some generalist specialists may also be interested in these kinds of packages. It 
would also be worthwhile linking these packages to specific regions. This learning may be 
able to be accepted as RLP, it would also show that the junior doctor has a commitment to 
rural practice/general practice.  

Remote Supervision. 

This occurs in many areas already; it needs to be encouraged as it increases training 
capacity. ACRRM is interested in innovative training models that enables registrars to have a 
variety of experiences and already accredits many composite posts where registrars work 
across different settings etc. RFDS/hospital, hospital/private practice. Dr David Campbell is 
the ACRRM censor who needs to  approve any specific new model. 

30% Training Positions in any year not being utilised. 
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Supports the idea that there is a tightening of uptake of positions, if people want leave then 
they should say so and their place in the training program be deferred, with no penalty. 
RTPs should be able to manage their own backfilling, at the moment they have no capacity 
to do this. It is also important that leave policies are aligned between the Commonwealth, 
colleges and RTPs. 

Other Issues. 

ACRRM would like to see more visibility of their program, they would like to be able to track 
the long term outcomes of the AGPT program. See how doctors progress from the RCS-
AGPT-GPs-Retirement. Enabling the sharing of information between the different agencies 
would help this. 

 

Prof Gary Geelhoed, Chief Medical Officer and Prof Lou Landau, Medical Advisor, 
Department of Health (WA)  
21st August 

Increased Procedural Training. 

This is an area that the department is supportive of. They have recently undertaken an 
analysis of 45 specialties and have found that some specialties will be in oversupply whilst 
others will continue to decline. They have formed a committee to try enable some 
redistribution of training positions. Two of the areas where there is a relative oversupply are 
anaesthetics and emergency medicine. As there is still a need for the work to be undertaken 
it was suggested that some of the training positions in these specialties could be converted 
to GP training positions. This would only work if there was a commitment from WAGPET to 
ensure a continuous supply of registrars to these positions.  

 

Noelle Jones from the AMA(WA) 
18th August 2015 

Increased Procedural Training Opportunities. 

This was seen as an important issue and one that WAGPET should be championing. It was 
seen that even if this was not addressed in the new tender that then WAGPET should lobby 
both the state and commonwealth governments to address this issue and ensure there was 
an adequate number of training places for the new generation of doctors wishing to become 
procedural GPs. 

Increased Integration and Co-ordination of effort involved in GP education and training, 
especially in the regions. 

With the introduction of the new Primary Health Care Networks it was felt that there were 
now opportunities for WAGPET to work closely with communities to address specific 
community health matters. Discussions were held around the idea of researching community 
health issues such as the Busselton Health Study, the specific FIFO mental health issues 
associated with many mining communities, youth suicide issues and other occupational 
health diseases. Registrars may then be attracted to a community if they are interested in 
being involved in addressing these health issues, it would enable them to become a part of 
the community in addition it would be a vehicle for raising awareness of WAGPET in the 
communities. WAGPET has a very low profile in communities and whilst this may not be a 
specific issue, it is felt that it would be worthwhile trying to raise it and enable communities to 
see the benefit of the organisation. 

Opportunities for 2 to 3 year training pathways. 
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It was felt that this is a good option for junior doctors interested in general practice. The new 
hospitals at Fiona Stanley and Midland both offer a wide range of general specialties such 
as paediatrics, obstetrics, ED, general medicine, general surgery, mental health and 
community rotation which are ideal for general practice and by incorporating them into a 2-
year contract it would enable the hospitals to plan better for the junior doctors leaving to 
undertake their GP rotations. 

Develop Models for Remote Supervision and Training. 

It was agreed that this is a good way of trying to address a number of the issues in the more 
isolated communities. There are opportunities to use supervisors from the NT, Perth as well 
as the local region. All of these should be investigated. 

The AMA uses the community resource centres to help with the remote training of  some of 
their trainees and have found them to be an excellent resource, there are about 90 
throughout the smaller rural towns in WA 

Backfilling of the 30% currently underutilised training positions. 

The AMA were aware that there are always a number of underutilised training positions and 
last year asked the Commonwealth Government if the provider numbers allocated to these 
trainees could be utilised for the Community Residency Program. They were unsuccessful in 
this approach. 

Other Issues. 

The AMA run a Certificate 4 in Business specifically for medical practices. It is a 12 month 
course that enables an employer to employ the person exempt of payroll tax. There are a 
new group of GPRs who are interested in running practices and it was felt that it would be a 
good opportunity for them to undertake this course whilst training, giving them skills to start 
out in practice once they are graduated.  

There is an opportunity with the new tender and the review to market a new direction for 
WAGPET. 
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