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S U P P O R T E D  B Y :



I am pleased to present the following report on WAGPET’s training in Indigenous health. The report was commissioned by the 
WAGPET Board and conducted by an independent consultancy firm, PDT Consultancy, under the leadership of PDT Director, 
Faye Harris. 

As a state-wide organisation, WAGPET has been particularly concerned to ensure access to quality Indigenous health training 
across all our regions.  We have long recognised that high quality education, training and support for Doctors in Training is 
a critical means of improving the health of our communities and of enhancing recruitment and retention of GPs in Indigenous 
communities across metropolitan, outer metropolitan, rural and remote areas. At the same time, we have been mindful of the 
equitable and sustainable use of our resources to achieve this. 

In order to address these issues proactively, we needed to know, from the local health service providers, professional stakeholders 
and the Indigenous communities, what was working well, what was not, and how WAGPET could move forward in very practical 
ways. To this end, we asked for a free and frank review uncluttered by political correctness or tempered by existing agendas in 
Indigenous health. 

The review was carried out over four months, and included an academic research and a fieldwork component.   There are 
twenty-one recommendations contained in this report.  They are underpinned by evidence of the effectiveness of WAGPET’s 
current Indigenous Health Training initiatives and include pragmatic advice on improvements and opportunities for the future.  The 
recommendations include cultural safety training that delivers on pragmatic issues affecting health care delivery and outcomes; 
education services and supervision standards in training that are more flexible, innovative and relevant to Indigenous health 
settings; and the need to ensure each region is supported to develop their own Indigenous health training plan contributing to 
“closing the gap”.  

In 2010 we have committed to following up the report with further regional consultations to activate the recommended changes.  
I look forward to your response to the study and, during this next phase in the first half of 2010, your involvement in getting the 
implementation plan right for the sake of the profession and the health of our communities.

Adjunct Professor Peter F Wallace OAM FRACGP FACRRM

Chair, WAGPET Board

F R O M  T H E  B O A R D
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INTRODUCTION 

In August 2009 PDT Consultancy was commissioned by the Board of Western Australian General Practice Education and 
Training Ltd (WAGPET) to undertake a review. This was in order to provide advice on the effectiveness of WAGPET’s current 
Indigenous health training initiatives and to recommend improvements and opportunities for the future.

The Terms of Reference for the review were:

1. Provide advice on the current state of Indigenous health training in WA, including regional focus and engagement

2. Investigate the effectiveness and sustainability of Indigenous health training initiatives already in place in WA.

3. Provide advice on barriers to effective Indigenous health training in WA.

4. Provide advice on action that can be taken to improve Indigenous health training in WA.

5. Examine linkages to Federal Government Health Reform and GPET requirements of RTPs in Indigenous Health Training.

6. Examine best practice Indigenous health training from research literature and existing initiatives in other states.

7. Provide advice on opportunities for WAGPET to develop Indigenous health training in WA.

8. Provide advice on partnerships that can be developed to pursue opportunities in Indigenous health training in WA.

9. Report to the Board against the Terms of Reference.

The report to the Board was required on 28 November 2009.

 

BACKGROUND AND CONTEXT

The timing of this review could not have been more apt and propitious, given the current national perspective and the issues 
associated with Indigenous health outcomes. There are some key drivers that need to be considered in the context of this 
review. They include:

• the overwhelming data on poor health outcomes for Indigenous Australians and some aspects of health care provision that 
may be contributing  to those outcomes such as lack of cultural safety

• the aim to increase the representation of Indigenous Australians within the health workforce

• the federal government initiatives that have focussed on Indigenous health and primary health care as part of a national 
reform agenda

• the General Practice Education and Training (GPET) response to those reforms and its  Quality Framework with a focus on 
improved training and services in Aboriginal and Torres Strait Islander health.

It is also critical to consider the issue of workforce supply and its impact on the availability of supervisors for training in accredited 
training placements coupled with the reluctance of some registrars to apply for a placement in certain locations.  

E X E C U T I V E  S U M M A R Y
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Indigenous Health and Cultural Safety

There is consistent and compelling evidence that demonstrates health outcomes for Aboriginal and Torres Strait Islander 
Australians are comparatively worse than for non-Indigenous Australians. 

Chronic disease has been identified as one of the major causes of the life expectancy gap. Primary health care has been 
acknowledged as being critical in prevention, early detection and management of chronic diseases and associated risk factors 
and yet Indigenous Australians have reportedly low use of primary health care. One of the reasons attributed for the low use of 
primary health care has been the lack of cultural safety.1

Indigenous Health Workforce

There has been recognition in recent times of the need to increase the numbers of Indigenous Australians in the health workforce 
as a means of increasing the likelihood of more appropriate cultural practices and understanding, but also as a workforce 
development strategy.  In 2006 there was a significant under-representation of Indigenous people in the health workforce, 
making up 1% according to data released by the Australian Bureau of Statistics in 2008. There were 100 Indigenous medical 
practitioners in Australia in 2006, representing only 0.2% of the employment group, even though Indigenous people at the time 
aged 15 years or older represented 1.9% of the population. The health workforce with the largest proportion of Indigenous 
workers was Aboriginal and Torres Strait Islander health workers (96%) and in 2006 there were 965 of these positions across 
Australia.2

Federal Government Initiatives 

Since late 2007, there has been an intense focus on a federal reform agenda within health, particularly in the area of Indigenous 
health. This has resulted in the Council of Australian Governments (COAG) agreeing to a partnership between all levels 
of government working with Aboriginal and Torres Strait Islander communities to close “…the life expectancy gap between 
Indigenous and non-Indigenous Australians within a generation, halving the mortality gap for children under five within a 
decade...” This resulted in a $1.6 billion National Partnership Agreement to close the gap related to life expectancy within a 
generation. Two of the five national reforms are most relevant to this review: 

Workforce - Increasing the number of Aboriginal and Torres Strait Islander people in the health workforce and reform and 
improve the supply of the health workforce generally.

Cultural Security: Improved cultural security in health service delivery in all organizations providing care to Aboriginal and Torres 
Strait Islander people.3

With the release of the Final Report (June 2009) “A Healthier Future for All Australians” the federal agenda was clearly 
established. The first priority is improving the health outcomes of Aboriginal and Torres Strait Islander people. One of the key 
strategies for addressing this priority is the aggregation of all funding for Aboriginal and Torres Strait Islander people under 
the control of a National Aboriginal and Torres Strait Islander Health Authority (NATSIHA) to commission effective, quality, 
culturally appropriate health services. There is an acknowledged need to “train and recognise an Indigenous health workforce 
and a workforce for Indigenous health…. that provides culturally appropriate services.” A dedicated funding stream for clinical 
placements for undergraduate and postgraduate students with clinical training supervision and infrastructure to be available 
across all settings was also recommended.4

1 Australian Bureau of Statistics / Australian Institute of Health and Welfare: The Health and Welfare of Australia’s 
Aboriginal and Torres Strait Islander Peoples 2008

2 ibid 
3 COAG National Partnership Agreement on Closing the Gap in Indigenous Health Outcomes, 2009
4 Commonwealth of Australia: A Healthier Future For All Australians – Final Report of the National Health and 
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General Practice Education and Training (GPET)

The GPET Quality Framework (2006 – 2008)5 had as one of its broad objectives “Improved training and services in Aboriginal 
and Torres Strait Islander health”. There was a clear articulation of the need for Regional Training Providers (RTPs) to:

• establish regional partnerships with Aboriginal and Torres Strait Islander groups

• facilitate access to well-supported and effective Aboriginal and Torres Strait Islander teaching 

• provide effective and appropriate training in Aboriginal and Torres Strait Islander health for all general practice registrars. 

All GP Registrars are required to complete core training in Aboriginal and Torres Strait Islander health in accordance with the 
Royal Australian College of General Practitioners Aboriginal Health Curriculum Statement.

An evaluation of the GPET Aboriginal and Torres Strait Islander Health Training Framework carried out in 2008 suggested some 
key improvements. These included:

• further integration of high quality Indigenous Health Training (IHT)  into general workshops and practice exercises rather 
than a “once off” event

• effort to be put into reactivating previously active IH training posts, along with accrediting new posts to better meet predicted 
future demands

• IHT posts remaining voluntary for Registrars

• strengthening of the delivery of cultural education and mentoring 

• providing better support and training for cultural educators and mentors to increase the national pool available

• exploration of options for creating cultural training guidelines and materials that can be locally adapted

• offering mixed placements whereby Registrars could spend half the time in a hospital or medical centre and the other half 
with an IHT post6

The current draft GPET Indigenous Health Training Strategy states that: “RTPs are at the centre of the change process 
and GPET will be looking to fund and support those RTPs that are prepared to take a lead role and work hard at securing 
regionally-based partnerships and collaborations that will herald a major change to the way IHT is designed and delivered 
across the AGPT program”.7  It also indicated funding had been provided to create 38 new GP Registrar training places in 
Indigenous health services. A recent GPET Update indicated that the Board had included Indigenous health in the reporting 
criteria for collaboration plans and exploring greater options for greater incentives for registrars undertaking IHT placements.8

Hospitals Reform Commission, June 2009
5 General Practice Education and Training: GPET Quality Framework [2006 – 2008]
6 Urbis: Evaluation of GPET’s Aboriginal and Torres Strait Islander Health Training Framework – Final Report 

2008
7 GPET’s Indigenous Health Training (IHT) Strategy (Draft) Version 1.7, June 2009
8 GPET Update: 30 September 2009
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General Workforce Issues

General workforce issues in primary health care are well-documented and have been acknowledged for a significant period of 
time. In the recently released document Building a 21st Century Primary Health Care System,9 in its response to the 2008 
Discussion Paper: Towards a National Primary Health Care Strategy,10 workforce shortages were again highlighted as an 
issue, particularly in regional and remote areas. As a result of this consultation, GP training places will increase by 33% on the 
cap of 600 places that has been in place since 2004.

Increasing the training places available will no doubt be a step in the right direction to address some of the key areas of unmet 
need, but the issue of having an appropriate number of qualified and willing supervisors in order to effectively train those 
registrars is another issue to be solved. 

The workforce shortage has lead to some understandable tensions between the need to meet the primary health care needs of 
communities through an adequate supply of GPs whilst at the same time providing meaningful and positive clinical experiences 
and not sacrificing the quality of the training that prevocational doctors and registrars are receiving.  This was a fairly constant 
theme that ran through the review and presents one of the largest challenges to education and training providers.

9 Commonwealth of Australia: Building a 21st Century Primary Health Care System – A Draft of Australia’s First 
National Primary Health Care Strategy, 2009

10 Commonwealth of Australia: Discussion Paper: Towards a National Primary Health Care Strategy, 2008
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METHODOLOGY

Features of the Review process included:

• Research on programs in other states and Commonwealth funding initiatives.

• Interviews with individual primary stakeholders.

• Forums conducted through WAGPET’s Regional Advisory Committees across the state. 

• Opportunity for key stakeholder organisations to make submissions to the Review.

Research

PDT Consultancy was provided with some key documents at the start of the review process in order to set a context. They 
included the current WAGPET Strategic Plan, key federal government reports and policies and relevant frameworks related to 
the area of training in Indigenous health. The full list of these is provided in Appendix One.

A literature search was also conducted into the area of Indigenous health training and best practice, with a specific focus on 
research and documents produced over the last five years in this area within Australia.  An expanded description of relevant 
research is included within the body of this document as it relates to key themes in the Results section. 

Interviews 

Interviews were conducted with those people nominated by the Project Manager after consultation with the Regional Advisory 
Committees and the WAGPET Board members. They included a range of stakeholders. The interviewees were provided with 
information such as the Terms of Reference prior to the interview taking place. In total, twenty one people were interviewed. The 
list of interviewees is provided in Appendix Two.

The interviews were semi-structured in format and were mostly conducted face-to-face. The interviews lasted on average 
approximately 45 minutes, although in some cases went for up to two hours. The question formats changed depending upon 
whether interviewees were representing an organisation or their region. The reviewer made notes during each interview and 
every effort was made to capture the comments as accurately as possible. The interview formats are provided in Appendix 
Three. 

Forums

Ten consultation forums were conducted across the state from early September to mid-October.  They were organised by the 
Project Manager through each of the Regional Advisory Committees (RAC) which were asked to identify appropriate people to 
be invited to each of the forums. They were facilitated by the consultant from PDT Consultancy.  In both the Kimberley and the 
Mid West regions, there was more than one forum conducted owing to logistical issues or specific requests. Overall, there have 
been over 100 attendees in the ten forums and they have included a wide range of backgrounds and organisations. There was 
representation of both community members and health professionals. 

The attendance lists are included in Appendix Two and the complete responses from each forum can be found in Appendix Four.
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Submissions

Individuals and organisations that were unable to attend a forum were invited to make a submission to the review relating to the 
Terms of Reference.  A link was provided on the WAGPET website directing interested parties to forward their submissions to 
PDT Consultancy via an on-line survey.

The original submission deadline was extended from early October to mid-November to maximise opportunities for responses 
to be received. Only seven submissions were received; six were from individuals and one was from an organisation. Information 
from the submissions has been incorporated into the Results section of this report.

RESULTS

During the review, it was not surprising to discover that there were regional differences in what was currently occurring in relation 
to Indigenous health training, as well as various perspectives on what needed to occur to either build on successful programs 
or to establish specific programs where little existed. A more specific breakdown of those regional differences is outlined in the 
body of this report and complete reports from each forum are included in Appendix Four.

There were however some consistent and common themes identified across the regions and from varying organisational 
perspectives from the forums, interviews and submissions.  The information gained from current research and practice identified 
in the literature review has been incorporated into the discussion of the key themes as they arose through the review.

The key themes were:

1. Cultural Awareness and Cultural Safety Training

2. Cultural Mentors

3. Supervision / Composite Posts and the Need for Innovation

4. Planned Approach to Indigenous Health Training

5. Relationships and Partnerships.
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1. CULTURAL AWARENESS AND CULTURAL SAFETY TRAINING 

Research

There has been consistent literature that has pointed out the importance of cultural understanding for medical practitioners 
when meeting the health needs of Indigenous patients. The lack of an appropriate level of cultural sensitivity and the ability 
to communicate effectively within the cultural and environmental context has been put forward as a barrier for Indigenous 
Australians in accessing health care. It has also been identified as creating potentially life-threatening misunderstandings. 

The need for training in the area has been identified by many different groups, and was highlighted in an assessment of the 
needs of GPs and GP registrars working in the area of Indigenous health undertaken by the Royal Australian College of General 
Practitioners in 2002.11

The 2009 AMA Report Card in Aboriginal and Torres Strait Islander Health12 emphasised the point that not all Indigenous 
people will want or be able to attend an Aboriginal Medical Service, but they should still be able to access high quality medical 
services that are culturally appropriate. The report called for the development and delivery of “training modules, resource 
materials and ongoing advice for all Australian medical practices on Indigenous health issues, Indigenous-specific health 
initiatives and culturally appropriate service delivery”. 

One of the areas that was identified as an issue to do with training in this area is the need to monitor and evaluate if there are 
any longer term gains in health outcomes. Whilst this presents some challenges, it is an area that needs to be explored. Cultural 
safety and cultural competence are the key issues that form the basis for effective patient centred care.

Review

The need for cultural awareness and safety training was acknowledged by an overwhelming majority and this was also evident 
throughout the literature review. It was acknowledged that training in this area was required for all, not just those working in 
areas with high representation of Indigenous patients. Some respondents applauded WAGPET for providing any training in this 
area, as it indicated an endorsement of its importance.  The points of contention were mostly about where and how it was done 
and who provided it.

There are two main activities related to this area currently provided by WAGPET; a regional field trip (Basic Workshop 3) which 
involves a visit to a community for two days, and a short workshop.

Field Trip

Whilst many of the respondents who had participated in one of the regional field trips, had appreciated the opportunity to 
hear community members’ stories and to have some exposure to cultural issues, for others it had been less useful. This was 
sometimes due to some logistical issues, but mostly because it was not necessarily relevant to the specific region in which they 
were going to work. As many reported, Aboriginal groups are all different and it is not a case of “one size fits all.”  Some observed 
that the cost of this event was not necessarily achieving the desired outcomes and that it may be better to have a regional 
focus to this activity as part of an orientation to the region in which Registrars are placed for their first term.  The major points of 
difference were in how this needed to be specific to individual regions and delivered by community members.

11 Death et al The Needs of GPS and GP Registrars working in Aboriginal and Torres Strait Islander Health, Royal 
Australian College of General Practitioners, 2002

12 Australian Medical Association Report Card Series 2009 Aboriginal and Torres Islander Health: The Health of 
Indigenous Males – Building Capacity Securing the Future, 2009
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Workshop

The workshop of approximately one and a half hours for both prevocational doctors and registrars was also questioned by 
some in terms of its usefulness. One of the concerns was that such a one-off event was unlikely to have a significant impact on 
changing attitudes and building skills in the provision of culturally safe medicine. Another issue was that many had experienced 
similar sessions in their time as medical students and felt that it was repetitious and “not practical enough”. This highlighted 
the need to have the cultural safety aspect of the curriculum related to Aboriginal health mapped across the entire teaching 
and learning spectrum, from undergraduate through to postgraduate level so that it can be embedded into all clinical practice. 
Another issue that it raised was that learners need to have a clearer sense of the relevance of such training and the importance 
of two-way learning when working with Indigenous patients and the research evidence that supports this approach in delivering 
better health outcomes. This was considered to be equally important for those who were working in mainstream practices, given 
the 2006 ABS data that suggests approximately one third (32%) of Indigenous people live in major cities, 43% in regional areas 
and 25% in remote areas. Also given that many of those living in regional and urban settings are reported as not attending 
mainstream general practice owing to the lack of cultural safety13.

Some participants in one of the forums indicated that Indigenous health doesn’t come up as a requested topic for regional 
training because people anticipate that it will be “more of the same” meaning general awareness raising of cultural issues, rather 
than the “nuts and bolts” of how to treat medical issues in a culturally sensitive and therefore more effective manner. 

There is probably a need to offer some similar training to supervisors. Some of the supervisors indicated that they had not 
participated in any such training and had personally had very little exposure to Indigenous patients and how it was “difficult to 
teach it if you hadn’t lived it”. 

As for who should be delivering the cultural safety training, there was no debate about the fact that it needed to be an Aboriginal 
person, preferably from the local community and perhaps supported by a senior medical person who had worked in Indigenous 
health, to share aspects of how cultural awareness impacts on effective medical treatment.

Throughout the review it became clear that there were a number of different groups conducting cultural awareness programs, 
with the best known being the Aboriginal Health Council of WA’s (AHCWA) comprehensive training program. 

Recommendations:

1.1 WAGPET supports each region in taking responsibility for the provision of a field trip to a local community to provide an 
orientation to the local Indigenous culture and raise awareness and increase knowledge of registrars in their Basic Level 
placement. 

1.2 WAGPET identifies changes that may need to be made to its existing training, after a plan for Indigenous Health Training 
is developed. (See Recommendation 4.1)

1.3 WAGPET investigates strategies for monitoring and evaluating the effectiveness of the cultural awareness and safety 
program.

1.4 WAGPET investigates what training programs are currently available in the area of cultural awareness and safety and 
with other key stakeholders such as Rural Health West, the Rural Clinical School and the Divisions of General Practice 
agree on which programs they endorse.  Each RAC should then map out how they will implement a program within their 
region, in consultation with the local community.

1.5 WAGPET embeds cultural safety into all other aspects of its clinical training.

1.6 WAGPET requires GP supervisors new to the region to participate in cultural awareness training specific to the region.

13 Australian Bureau of Statistics / Australian Institute of Health and Welfare: The Health and Welfare of Australia’s 
Aboriginal and Torres Straight Islander Peoples, 2008.
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2.    CULTURAL MENTORS

Research

There is no doubting the potential value of having a cultural mentor to support those in training within an Indigenous health 
context. In the assessment of needs of GPs and Registrars working in Aboriginal and Torres Strait Islander health, one of the 
recommendations that came out of the 2009 GPET Conference in relation to Aboriginal and Torres Strait Islander health was 
that every Registrar undertaking a placement in an IHT post must be linked with a cultural mentor.14 

One of the difficulties related to cultural mentors includes identifying who is the most suitable person to take on the role. 
Consultation with the local community may be the most appropriate process for this decision. 

The 2008 evaluation of GPET’s Aboriginal and Torres Strait islander Health Training Framework15 recommended that there be 
awareness raising of the importance of the cultural mentor and educator roles, that capacity-building for these roles is supported 
and discussions should occur with RTPs regarding how the positions could be funded.

Review

There was general agreement as to the importance of cultural mentoring in the provision of ongoing support to Registrars. There 
were some examples cited of the key part some cultural mentors had played in assisting registrars and prevocational doctors in 
their orientation to a community. This usually consisted of more than providing advice as to who to approach in a community or 
how to approach a patient, but also about helping to build social connections and relationships within the community. It was also 
highlighted by some as being critical for overseas trained doctors as they are often battling several layers of culture shock, and 
given that they are over-represented in areas with a significant proportion of Indigenous patients.  

There was also an acknowledgement that this important role has at times been difficult to implement and to sustain. Some of the 
issues include such aspects as who should provide the mentoring, how it should it acknowledged and recompensed, the type of 
support the mentor may need in the role and specifically what is required of the mentor. 

There was some acknowledgement that in Aboriginal Medical Services (AMS), it is the Aboriginal Health Worker who has 
typically fulfilled this role in the past. In some of the research into this area, this has been shown to sometimes place an 
unrealistic demand on people who already carry fairly significant community and workplace expectations. It is often also difficult 
given the high turnover of staff within those roles.

There has been a program operating in the Northern Territory which was mentioned by several as being a successful model, 
where cultural educators have a clear role and are given appropriate status and recognition including payment. 

It was agreed by respondents that the cultural mentor needs to be truly representative of the community and have appropriate 
training for the role, as well as a degree of status for the role within the region, so that it is not seen as an “add on” to other 
responsibilities. Given that there is already in place a regional structure that is designed to respond to local regional needs; it is 
probably an opportunity to raise the profile of this role given its acknowledged importance. Aboriginal Health Council of Western 
Australia may be well-placed as an organisation to be the link into the community in advising how the selection process may 
proceed.

 

14 Death et al The Needs of GPS and GP Registrars working in Aboriginal and Torres Strait Islander Health, RACGP, 2002
15 Urbis: Evaluation of GPET’s Aboriginal and Torres Strait Islander Health Training Framework – Final Report 2008
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Recommendations:

2.1 WAGPET provides funding for cultural mentors within each region and that these mentors become part of the Regional 
Advisory Committee in order to provide advice and assistance related to education and training within an Indigenous 
health perspective.

2.2 WAGPET asks RACs to develop a Regional Training Plan for Indigenous Health with the assistance of cultural mentors. 
This plan should look at potential partnerships and collaboration across organisations such as the Aboriginal Medical 
Service where there isn’t an umbrella organisation such as Kimberley Aboriginal Medical Services Council.

2.3 WAGPET considers the employment of a cultural mentor within its head office to assist with related issues and to link 
with and support the cultural mentors in the regions.

2.4 WAGPET approaches Aboriginal Health Council of Western Australia to investigate how best to proceed with the 
implementation of 2.1 and 2.2.
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3.    SUPERVISION / COMPOSITE POSTS AND THE NEED FOR INNOVATION

Research

A study was undertaken by Wearne in 2003 in central Australia to explore factors in the interaction between registrars and their 
supervisors and their impact on the quality of the learning in a time of workforce shortage.  Registrars indicated that support 
from their supervisors was essential, but that it had not always been available and that formal Royal Australian College of 
General Practitioners training requirements had not always been met. They reported that whilst an Aboriginal Medical Service 
is a unique and rich opportunity for wide experience, that they were “not a suitable placement for a GP Registrar in their first 
GP placement”16. There was also a recommendation that registrars should have a wide experience that included placements 
in situations which had ready access to specialists and other services. The report concluded with a recommendation that 
strategic supports for both Registrars and their Supervisors be developed to ensure that the training quality is maintained whilst 
continuing to meet workforce demands.

Appropriate and effective supervision is at the core of the GPET training program. The challenges of providing it are growing, 
particularly in rural and remote locations. 

Review

There were many issues raised regarding the lack of adequate and appropriate supervisors to support the training program. This 
was often linked to the general workforce issues experienced in the general practice area, made more complex given the fact 
that these issues increase in relation to the further the distance from Perth and large regional centres. 

This is further complicated by the high turnover rate of the workforce within Aboriginal Medical Services, which means that 
supervisors sometimes leave at short notice leaving registrars without adequate direct supervision. In some areas, there has 
been a remote model of supervision operating which has not been seen as totally satisfactory by all parties. It was also viewed 
by others as a risk to patient safety and a potential for medico-legal issues, as well as having a potentially lasting negative effect 
on the registrar’s or prevocational doctor’s view of working in general practice. 

There were also some concerns expressed at the quality of supervision provided, even when the supervisor was present within 
the workplace. This was often described as due to workload issues, but sometimes also due to perceived lack of interest on the 
part of the supervisor or lack of clarity on either party as to roles and responsibilities. There was no suggestion that the quality 
of the supervision should be compromised, although there was a strong sense of frustration for some that a lack of supervisors 
restricted opportunities for much desired training placements.  Some comments suggested that WAGPET was applying a 
metro-centric, fairly rigid model into a context that needed a more flexible approach based on needs and circumstances.

The need for an innovative approach being taken by all key parties to deal with this issue was a common theme.  Most of the 
suggestions for how to deal with this issue focussed on the idea of looking at innovative ways of having composite placements. 
An example of this is where a registrar could have some time at a private practice where supervision could be provided by a 
qualified supervisor and some other time at an Aboriginal Medical Service. This composite placement model was suggested 
in many different combinations, including some time with the Street Doctor program whilst being supervised in a general 
practice. There are currently some plans for a composite hospital / Aboriginal Medical Service placement for 2010 based on a 
Memorandum of Understanding that has been developed between WA Country Health Services and WAGPET.

The remote supervision model being used in the Northern Territory was put forward as a model that might be worth further 
exploration.

16 Wearne SM, Pilot study on the factors that influence learning by general practice registrars in central Australia, 
Rural and Remote Health, No. 223, 2003
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A further potential advantage of composite posts would be the increased opportunity given to more registrars and prevocational 
doctors to spend some time working in the area of Indigenous health without having to commit to a placement outside of the 
metropolitan area.

There was consistent support for a more flexible approach to providing alternative opportunities of working in Indigenous health. 
This view was expressed in metropolitan, rural and remote forums and by several of the interviewees. 

Composite posts could also assist the concern expressed by those undertaking training solely in an Aboriginal Medical Service 
that they feel potentially disadvantaged in their preparation for the Royal Australian College of General Practitioners Fellowship 
exam, due to aspects that they don’t get exposed to within the Aboriginal Medical Service placement.

Recommendations:

3.1 WAGPET brings together a working party to identify options that may be pursued in relation to alternative models of 
supervision and potential composite posts. This group needs to be comprised of recognised medical educators and 
experienced supervisors from regions where supervision is a complex issue and where there is some direct experience 
and wisdom to be captured. This may include an investigation of the Northern Territory model.

3.2 WAGPET actively explores further development of composite posts with other key stakeholder groups, including but 
not restricted to, Divisions of General Practice, Aboriginal Medical Service and WA Country Health Service. Part of 
this exploration should focus on the need to provide more opportunities to work in Indigenous health, with adequate 
supervision.
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4.  PLANNED APPROACH TO INDIGENOUS HEALTH TRAINING 

Research

One of the clear messages from the literature was that to be effective, training needs to take a planned and strategic approach 
that maximises opportunities for vertical and horizontal integration of the curriculum. 

A step in the right direction was when in 2004 the Committee of Deans of Australasian Medical Schools (CDAMS) and the Office 
of Aboriginal and Torres Strait Islander Health (OATSIH) developed a curriculum framework for the inclusion of Indigenous 
health in core medical curricula (CDAMS Indigenous Health Curriculum Framework)17. The Australian Medical Council 
(AMC) formally approved the inclusion of the Framework in their accreditation guidelines, thereby requiring all medical schools 
in Australia to report on the implementation of the Framework.  What doesn’t seem to be particularly evident is a mapping of the 
underpinning syllabus across all learners at various stages. 

Aligning training to meet the future needs of GPs within the 21st century, with the increased use of technology and eHealth, 
chronic disease management and prevention, and a focus on working collaboratively with other health professionals has been 
identified as vital in the federal government’s Building a 21st Century Primary Health Care System.18

These will need to be fitted into an Indigenous health context and curriculum and planning for that integration needs to occur.  The 
final report “A Healthier Future for All Australians”19 clearly described the need for the development of a new framework for 
the education and training of health professionals, with a flexible, multi-disciplinary approach incorporating a competency-based 
framework. 

The exploration of a training pathway in Indigenous health across the continuum of learners is an area that requires further 
investigation.

Review

One of the participants in a forum asked the question: “Do we provide a little bit of exposure to everyone or a more intensive 
program to a selection?” Although the question related to the issue of cultural awareness, it was a very good question in the 
broader sense,  as in a time of finite resources and an ever-increasing demand for WAGPET to show value for money, it is critical 
that it makes good decisions as to  the way forward in relation to Indigenous health training. 

There were several individuals who put forward the idea that WAGPET should not try to spread itself too thin in trying to improve 
its Indigenous health training. This included people who indicated that WAGPET had some work to do to improve the existing 
training in Indigenous health in the areas already mentioned without taking on new challenges.

Throughout the process of the review, there were some clear and consistent messages about some areas that were positive 
models that should be supported. The Kimberley region, for example, was one of the areas most commonly commented upon 
as a positive model. That is not to say that everything is working perfectly as was acknowledged by key personnel, as there are 
challenges that they have encountered.  However, there were several people who suggested that it was worth exploring what 
made the Kimberley so relatively successful in the area of Indigenous health training and what could be taken from that learning 
into other regions.

17 Committee of Deans of Australian Medical Schools: CDAMS Indigenous Health Curriculum Framework, 2004
18 Commonwealth of Australia: Building a 21st Century Primary Health Care System – A Draft of Australia’s First 

National Primary Health Care Strategy, 2009
19 Commonwealth of Australia: A Healthier Future For All Australians – Final Report of the National Health and Hospitals 

Reform Commission, June 2009
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There are other areas where there is not currently a lot of training taking place but where there is strong local commitment and 
interest and potential leaders in the field of Indigenous health training. These areas are potentially well-primed to take advantage 
of the support WAGPET may be able to provide them. It would seem that investment in these areas where there is the best 
chance of success makes good business sense.

Recommendations:

4.1 WAGPET develops a Plan for Indigenous Health Training that incorporates key elements reflecting current best practice.

4.2 WAGPET identifies target areas to focus resources where there is the best chance of achieving quality outcomes in terms 
of training in Indigenous health. These areas will have an identified need for increased training placements, but there will 
also be an existing learning culture and an opportunity to support quality placements for training in Indigenous health. 
This may include the development and establishment of composite placements and alternative models of supervision.

4.3 WAGPET explores a joint project with relevant parties such as the Rural Clinical School, the Regional Training Advisors, 
the universities and Colleges to map the curriculum in relation to Indigenous health so as to maximise opportunities for 
both vertical and horizontal integration.

4.4 WAGPET works with relevant partners to explore the development of training pathways in Indigenous Health. 

4.5 WAGPET facilitates some opportunities for cross-regional interaction and sharing between the targeted areas and 
Kimberley Aboriginal Medical Services Council, if geographically appropriate. This could take the form of attendance at 
some regional training programs related to Population Health and Chronic Disease.
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5.  RELATIONSHIPS AND PARTNERSHIPS

Research

The messages about the need for collaboration and working in partnership are consistent and clear. This collaboration needs 
to occur across organisations with a shared interest in improving the health outcomes for Indigenous Australians and equally 
importantly, with Aboriginal communities and individuals from within those communities. It is clear that more of the same 
approach is unlikely to impact significantly on health outcomes for Indigenous people. Two-way learning, where groups listen to 
and learn from each other, is a critical process. 

Review

One of the other more consistent themes throughout the review was the need for WAGPET to work collaboratively with key 
groups and to continue to build meaningful, respectful partnerships.

Some of those groups included agencies previously mentioned in the recommendations. It also includes Divisions of General 
Practice, Aboriginal Medical Service, private practices, supervisors and those undertaking the training.

The Aboriginal Health Council of Western Australia was identified by many sources as a key partner for WAGPET, particularly in 
the area of Indigenous health. Formal and informal relationships being formed will further assist in the partnership.

Rural Health West and WA Country Health Service are also key partners who have a strong shared interest in quality training of 
general practitioners in Indigenous health. The Rural Clinical School is another key player in the area and has a strong interest 
in ensuring that there are quality placements for their medical students post graduation. 

Generally, an expressed need was for greater collaboration and sharing within and across regions. Many times people 
commented at the forums how useful it was to come together and talk about common issues albeit sometimes from different 
perspectives. This potential should be explored further by WAGPET, as local solutions can often come from putting the right mix 
of people together with a common need. One of the benefits from the forums was the mix of people who don’t necessarily have 
opportunities to share issues.

There is a perception amongst some that WAGPET doesn’t always understand the local issues and that they are not always very 
responsive to regional needs. Whether or not that is the case, if the perception is there, then it will make effective partnerships 
very difficult. One of the challenges that will exist for WAGPET in relation to Indigenous health training, is the need to demonstrate 
that something concrete has come out of the review to improve what is currently happening. 

Recommendations:

5.1  WAGPET continues to work with key partners in implementing the outcomes of the review.

5.2 WAGPET looks for opportunities to encourage sharing within and across regions with a broader group than its own 
regional structures.

5.3  WAGPET informs those involved in the review process which of the recommendations they will implement and how they 
intend to carry the work forward.

5.4 WAGPET investigates the opportunities available for additional funding through federal government initiatives to assist 
in building collaborative regional partnerships.  These partnerships will have as their focus building capacity to deliver 
appropriate health services for Indigenous Australians.
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Cultural Awareness and Cultural Safety Training

1.1 WAGPET supports each region in taking responsibility for the provision of a field trip to a local community to provide an 
orientation to the local Indigenous culture and raise awareness and increase knowledge of registrars in their Basic Level 
placement. 

1.2. WAGPET identifies changes that may need to be made to its existing training, after a Plan for Indigenous Health Training 
is developed. (See Recommendation 4.1)

1.3. WAGPET investigates strategies for monitoring and evaluating the effectiveness of the cultural awareness and safety 
program.

1.4. WAGPET investigates what training programs are currently available in the area of cultural awareness and safety and 
with other key stakeholders such as Rural Health West, the Rural Clinical School and the Divisions of General Practice 
agree on which programs they endorse.  Each RAC should then map out how they will implement a program within their 
region, in consultation with the local community.

1.5. WAGPET embeds cultural safety into all other aspects of its clinical training.

1.6. WAGPET requires GP supervisors new to the region to participate in cultural awareness training specific to the region.

Cultural Mentors

2.1 WAGPET provides funding for cultural mentors within each region and that these mentors become part of the Regional 
Advisory Committee in order to provide advice and assistance related to education and training within an Indigenous 
health perspective.

2.2 WAGPET asks RACs to develop a Regional Training Plan for Indigenous Health with the assistance of cultural mentors. 
This plan should look at potential partnerships and collaboration across organisations such as the Aboriginal Medical 
Service where there isn’t an umbrella organisation such as Kimberley Aboriginal Medical Services Council.

2.3 WAGPET considers the employment of a cultural mentor within its head office to assist with related issues and to link 
with and support the cultural mentors in the regions.

2.4 WAGPET approaches the Aboriginal Health Council of Western Australia to investigate how best to proceed with the 
implementation of 2.1 and 2.2.

Supervision / Composite Posts and the Need for Innovation

3.1 WAGPET brings together a working party to identify options that may be pursued in relation to alternative models of 
supervision and potential composite posts. This group needs to be comprised of recognised medical educators and 
experienced supervisors from regions where supervision is a complex issue and where there is some direct experience 
and wisdom to be captured. This exploration may include an investigation of the Northern Territory model.

3.2 WAGPET actively explores further development of composite posts with other key stakeholder groups, including but 
not restricted to, Divisions of General Practice, Aboriginal Medical Service and WA Country Health Service. Part of 
this exploration should focus on the need to provide more opportunities to work in Indigenous health, with adequate 
supervision.

O V E R V I E W  O F  R E C O M M E N D A T I O N S
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Planned Approach to Indigenous Health Training

4.1 WAGPET develops a Plan for Indigenous Health Training that incorporates key elements reflecting current best practice.

4.2 WAGPET identifies target areas to focus resources where there is the best chance of achieving quality outcomes in terms 
of training in Indigenous health. These areas will have an identified need for increased training placements, but there will 
also be an existing learning culture and an opportunity to support quality placements for training in Indigenous health. 
This may include the development and establishment of composite placements and alternative models of supervision.

4.3 WAGPET explores a joint project with relevant parties such as the Rural Clinical School, the Regional Training Advisors, 
the universities and Colleges to map the curriculum in relation to Indigenous health so as to maximise opportunities for 
both vertical and horizontal integration.

4.4 WAGPET works with relevant partners to explore the development of training pathways in Indigenous health. 

4.5 WAGPET facilitates some opportunities for cross-regional interaction and sharing between the targeted areas and 
Kimberley Aboriginal Medical Services Council, if geographically appropriate. This could take the form of attendance at 
some regional training programs related to Population Health and Chronic Disease.

Relationships and Partnerships

5.1  WAGPET continues to work with key partners in implementing the outcomes of the review.

5.2 WAGPET looks for opportunities to encourage sharing within and across regions with a broader group than its own 
regional structures.

5.3  WAGPET informs those involved in the review process which of the recommendations they will implement and how they 
intend to carry the work forward.

5.4 WAGPET investigates the opportunities available for additional funding through federal government initiatives to assist 
in building collaborative regional partnerships.  These partnerships will have as their focus building capacity to deliver 
appropriate health services for Indigenous Australians.
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INTRODUCTION 

In August 2009 PDT Consultancy was commissioned by the Board of Western Australian General Practice Education and 
Training Ltd (WAGPET) to undertake a review. This was in order to provide advice on the effectiveness of WAGPET’s current 
Indigenous health training initiatives and to recommend improvements and opportunities for the future.

The Terms of Reference for the review were:

• Provide advice on the current state of Indigenous health training in WA, including regional focus and engagement.

• Investigate the effectiveness and sustainability of Indigenous health training initiatives already in place in WA.

• Provide advice on barriers to effective Indigenous health training in WA.

• Provide advice on action that can be taken to improve Indigenous health training in WA.

• Examine linkages to Federal Government Health Reform and GPET requirements of RTPs in Indigenous health training.

• Examine best practice Indigenous health training from research literature and existing initiatives in other states.

• Provide advice on opportunities for WAGPET to develop Indigenous Health training in WA.

• Provide advice on partnerships that can be developed to pursue opportunities in Indigenous health training in WA.

• Report to the Board against the Terms of Reference.

The report to the Board was required on 28 November 2009.

 

BACKGROUND AND CONTEXT

The timing of this Review could not have been more apt and propitious, given the current national perspective and the issues 
associated with Indigenous health outcomes. There are some key drivers that need to be considered in the context of this 
Review. They include:

• the overwhelming data on poor health outcomes for Indigenous Australians and some aspects of health care provision that 
may be contributing  to those outcomes such as lack of cultural safety; 

• the aim to increase the representation of Indigenous Australians within the health workforce; 

• the federal government initiatives that have focussed on Indigenous health and primary health care as part of a national 
reform agenda; and 

• the General Practice Education and Training (GPET) response to those reforms and its  Quality Framework with a focus on 
improved training and services in Aboriginal and Torres Strait Islander health.

It was also critical to consider some of the key issues that are impacting on the achievement of the reform agenda. The most 
critical of these was related to workforce supply and its impact on the availability of supervisors for training in accredited training 
placements coupled with the reluctance of some registrars to apply for a placement in certain locations. 

T H E  R E P O R T
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Indigenous Health and Cultural Safety

There is consistent and compelling evidence that demonstrates health outcomes for Aboriginal and Torres Strait Islander 
Australians are comparatively worse than for non-Indigenous Australians. 

Aboriginal and Torres Strait Islander Australians (currently numbering between 2.2 and 2.5% of the Australian population) 
continue to have the poorest health status of any group in Australia. All measures of health status indicate poorer health 
outcomes for Aboriginal and Torres Strait Islander people compared to the total Australian population. 20

Aboriginal and Torres Strait Islander death rates are at least twice those of the total Australian population. The median age of 
death for males is 52.0 years compared with 75.8 years for non-Indigenous males, and that for Aboriginal and Torres Strait 
Islander women 57.6 years compared with 81.9 years for non-Indigenous women. Age-specific death rates across all age groups 
are higher, particularly in the young and middle adult years. In the 35-44 years age group, death rates for Aboriginal people living 
in Western Australia, South Australia and the Northern Territory are almost eight times higher than those for non-Indigenous 
people. Life expectancy at birth for Aboriginal and Torres Strait Islander people remains approximately 20 years less than for 
the total Australian population.21 

Chronic disease has been identified as one of the major causes of the life expectancy gap. Primary health care has been 
acknowledged as being critical in prevention, early detection and management of chronic diseases and associated risk factors 
and yet Indigenous Australians have reportedly low use of primary health care. In the 2004-05 NATSIHS, 15% had reported that 
they had needed to go to a doctor, but had not gone. They were also reported as being more than twice as likely to visit casualty /
outpatients as non-Indigenous Australians and that they remain a relatively small proportion of clients for most general practices. 
A survey of general practice activity in Australia known as the Bettering the Evaluation and Care of Health (BEACH) survey 
identified that over a five year period up to 2006, only 1.5% of total consultations were with Indigenous patients,  even though the 
proportion of Indigenous people in the total population was 2.5% at 30 June 2006.  There is some thought based on anecdotal 
evidence that mainstream general practices don’t always provide culturally sensitive and appropriate services for Indigenous 
clients and this has acted as a barrier to Indigenous people accessing  their primary health care services through general 
practices. As suggested in the Discussion Paper Towards a National Primary Health Care Strategy (2008) produced by the 
Federal government, “…a lack of culturally appropriate services can work against patients’ engagement with health services”.22

Aboriginal community controlled health services (ACCHS) were established in order to increase the level of access to health 
services for Indigenous Australians by their provision of holistic and culturally appropriate care and  they are the major providers 
of  health care for Indigenous Australians in remote areas. 

There is still a significant proportion of the Indigenous population that is not accessing services from these providers. As 
suggested in the Pathways into the health workforce for Aboriginal and Torres Strait Islander people: A Blueprint for 
Action, it is important to remember that because “most Aboriginal and Torres Strait Islander people live in urban areas, care 
must be taken to ensure that workforce needs are not only addressed in a rural or remote health workforce context.”.23 There 
is a need to ensure appropriate and culturally sensitive primary health care is provided in other settings in order to encourage 
Indigenous people to access the services they require.  

20 Australian Bureau of Statistics / Australian Institute of Health and Welfare: The Health and Welfare of Australia’s 
Aboriginal and Torres Strait Islander Peoples 2008

21 ibid
22 Commonwealth of Australia: Discussion Paper: Towards a National Primary Health Care Strategy, 2008
23 NATSIH Council: A Blueprint for Action: Pathways into the health workforce for Aboriginal and Torres Strait 

Islander people, 2008
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Indigenous Health Workforce

There has been recognition in recent times of the need to increase the representation of Indigenous Australians in the health 
workforce as a means of increasing the likelihood of more appropriate cultural practices and understanding, but also as a 
workforce development strategy.24 

In 2006 there was a significant under-representation of Indigenous people in the health workforce, making up 1% according 
to data released by the Australian Bureau of Statistics in 2008. There were 100 Indigenous medical practitioners in Australia 
in 2006, representing only 0.2% of the employment group, even though Indigenous people at the time aged 15 years or older 
represented 1.9% of the population. The health workforce with the largest proportion of Indigenous workers was Aboriginal and 
Torres Strait Islander health workers (96%) and in 2006 there were 965 of these positions across Australia.25

The members of the Australian Indigenous Doctors Association [AIDA] are vitally important players in the programs designed to 
achieve a more even distribution of health care to Indigenous communities. Not only are they trained medical practitioners but 
also members of Indigenous families and communities. Dr Wenitong, the president of AIDA, suggests that “not only do they bring 
skills and expertise to Aboriginal and Torres Strait Islander people, but also to the wider medical profession.”26   The training of 
more Indigenous doctors is an urgent task and the University of Newcastle, the University of Western Australia and James Cook 
University in Queensland have been identified as impacting positively in this area. 27 28

With the support of AIDA and General Practice Registrars Australia the Indigenous General Practice Registrars group was 
formed in 2008. The intention of this new association is to provide support not only to their peers but also to the non-Indigenous 
GPRs. 

Federal Government Initiatives 

Since late 2007, there has been an intense focus on a federal reform agenda within health, particularly in the area of Indigenous 
health. This has resulted in the Council of Australian Governments (COAG) agreeing to a partnership between all levels 
of government working with Aboriginal and Torres Strait Islander communities to close “…the life expectancy gap between 
Indigenous and non-Indigenous Australians within a generation, halving the mortality gap for children under five within a 
decade...” This resulted in a $1.6 billion National Partnership Agreement to close the gap related to life expectancy within a 
generation. Two of the five national reforms are most relevant to this Review: 

Workforce - Increasing the number of Aboriginal and Torres Strait Islander people in the health workforce and reform and 
improve the supply of the health workforce generally; and

Cultural Security: Improved cultural security in health service delivery in all organizations providing care to Aboriginal and Torres 
Strait Islander people.29

With the release of the Final Report (June 2009) “A Healthier Future for All Australians” the federal agenda was clearly 

24 Anderson I, Ewen S, Knoche D Indigenous medical workforce development: current status and future directions 
Medical Journal of Australia 190 (10), 2009 

25 Australian Bureau of Statistics / Australian Institute of Health and Welfare: The Health and Welfare of Australia’s 
Aboriginal and Torres Strait Islander Peoples 2008

26 Wenitong M Indigenous Doctors Want to See Equality in Their People’s Health Within a Generation Aboriginal 
and Islander Health Worker Journal May/June 30 (3), 2006

27 Lawson K, Armstrong R, Van Der Weyden M Training Indigenous doctors for Australia: shooting for goal Medical 
Journal of Australia 186 (10): 547 -550, 2007

28 Paul D, Carr S, Milroy,H Making a difference: the early impact of an Aboriginal health undergraduate medical 
curriculum Medical Journal of Australia, 184 (10): 522 – 525, 2006

29 COAG National Partnership Agreement on Closing the Gap in Indigenous Health Outcomes, 2009
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established. The first priority is improving the health outcomes of Aboriginal and Torres Strait Islander people. Key strategies for 
addressing this priority is the aggregation of all funding for Aboriginal and Torres Strait Islander people under the control of a 
National Aboriginal and Torres Strait Islander Health Authority (NATSIHA) to commission effective, quality, culturally appropriate 
health services. There is an acknowledged need to “train and recognise an Indigenous health workforce and a workforce for 
Indigenous health…. that provides culturally appropriate services.”30

General Practice Education and Training (GPET)

The GPET Quality Framework (2006 – 2008) had as one of its broad objectives “Improved training and services in Aboriginal 
and Torres Strait Islander health”. The need for Regional Training Providers (RTPs) to establish regional partnerships with 
Aboriginal and Torres Strait Islander groups and to facilitate access to well-supported and effective Aboriginal and Torres Strait 
Islander teaching posts, along with effective and appropriate training in Aboriginal and Torres Strait Islander health for all general 
practice registrars was clearly articulated. All GP registrars are required to complete core training in Aboriginal and Torres 
Strait Islander health in accordance with the Royal Australian College of General Practitioners Aboriginal Health Curriculum 
Statement.31

An evaluation of the GPET Quality Framework carried out in 2008 suggested some key recommendations. These included:

• Further integration of high quality Indigenous Health Training (IHT)  into general workshops and practice exercises rather 
than a “once off” event

• Effort to be put into reactivating previously active IH training posts, along with accrediting new posts to better meet predicted 
future demands

• IHT posts remaining voluntary for registrars

• Strengthening of the delivery of cultural education and mentoring 

• Providing better support and training for cultural educators and mentors to increase the national pool available

• Exploration of options for creating cultural training guidelines and materials that can be locally adapted

• Offering mixed placements whereby registrars could spend half the time in a hospital or medical centre and the other half 
with an IHT post32

The current draft GPET Indigenous Health Training Strategy states that: “RTPs are at the centre of the change process 
and GPET will be looking to fund and support those RTPs that are prepared to take a lead role and work hard at securing 
regionally-based partnerships and collaborations that will herald a major change to the way IHT is designed and delivered across 
the AGPT program”. 33 It also indicated funding had been provided to create 38 new GP registrar training places in Indigenous 
health services. A recent GPET Update (30 September 2009) indicated that the Board had included Indigenous health in 
the reporting criteria for collaboration plans and exploring greater options for greater incentives for registrars undertaking IHT 
placements.34

One of the key issues that is likely to impact on the implementation of reforms to achieve desired outcomes relate to general 
workforce issues within general practice, particularly within regional and remote areas.

30 Commonwealth of Australia: A Healthier Future For All Australians – Final Report of the National Health and 
Hospitals Reform Commission, June 2009

31 General Practice Education and Training: GPET Quality Framework [2006 – 2008]
32 Urbis: Evaluation of GPET’s Aboriginal and Torres Strait Islander Health Training Framework – Final Report 

2008
33 GPET’s Indigenous Health Training (IHT) Strategy (Draft) Version 1.7, June 2009
34 GPET Update: 30 September 2009
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General Workforce Issues

General workforce issues in primary health care professionals are well-documented and have been acknowledged for a significant 
period of time. In the recently released document Building a 21st Century Primary Health Care System,35 in its response to the 
2008 Discussion Paper: Towards a National Primary Health Care Strategy36, workforce shortages were again highlighted as 
an issue. As a result of this consultation, GP training places will increase by 33% on the cap of 600 places that has been in place 
since 2004.

Increasing the training places available will no doubt be a step in the right direction to address some of the key areas of unmet need, 
but the issue of having an appropriate number of qualified and willing supervisors in order to effectively train those registrars is 
another issue to be solved. 

This is a particular issue in regional and rural areas, for a variety of reasons.3738  The 2008 Report on the Audit of Health Workforce 
in Rural and Regional Australia39 indicated that whilst the number of medical practitioners has continued to increase, the distribution 
of workforce remains uneven and that the increased supply has not kept up with population growth. An analysis of GP workforce 
shortage in the Kimberley region identified that overall “the region had only half the primary care general practitioners needed.” (p. 
373, 2007)40

The 2008 MDS Report and Workforce Analysis Update on the medical workforce in RRMA classifications 4 to 7 noted that 
overall, there was a decrease in the number of doctors working full-time41, which is consistent with the aspirations of intending medical 
practitioner surveys where flexibility in hours within general practice was seen as a positive feature.42

The report also identified that those areas with the greatest degree of remoteness (RRMA 6 and 7) experienced the greatest 
proportional movements out (60.9% of all departures) and the greatest movement inward (27%) was experienced in RRMA 6. 

In November 2008, for the first time, the 52.6% of the rural and remote medical workforce in WA had obtained their basic medical 
qualification overseas. These International Medical Graduates (IMGs) in 2008 were 50% of the doctors working in an Aboriginal 
Medical Service.  Turnover of GPs in Aboriginal Medical Service practices was 37.5%, two and a half times that of the overall 
workforce (14.9%). The additional issues for IMGs have been well documented, 43 44 45 as has the fact that they are currently receiving 
little systemic support in terms of training, although the Rural Outreach Vocational Education (ROVE) Steering Committee has put in 
place a model to support them within WA. 

35 Commonwealth of Australia: Building a 21st Century Primary Health Care System – A Draft of Australia’s First 
National Primary Health Care Strategy, 2009

36 Commonwealth of Australia: Discussion Paper: Towards a National Primary Health Care Strategy, 2008
37 Cattalini, H Report to the Western Australian Centre for Rural and Remote Medicine: The Role of WACCRM in 

Aboriginal Health Aboriginal Health Council of Western Australia, 2005
38 Department of Health, WA Country Health Service: Engaging Rural Doctors – Final Report,  2007
39 Commonwealth of Australia: Report on the Audit of Health Workforce in Rural and Regional Australia, 2008
40 Roach S, Atkinson D, Waters A, Jefferies F. Primary health care in the Kimberley: is the doctor shortage much 

bigger than we think? Australian Journal of Rural Health Dec; 15 (6) 373 – 9, 2007
41 Rural Health West: MDS Report and Workforce Analysis Update,2009
42 WAGPET and AMA (WA): Medical Student Survey Report: Report of the 2009 General Practice Survey, 2009
43 Arkles RS, Hill PS, Pulver LR.  Overseas-trained doctors in Aboriginal and Torres Strait Islander health services: 

many unanswered questions. Medical Journal of Australia, May 21; 186 (10)547-50, 2007
44 Durey A, Hill P, Arkles R, Gilles M, Peterson K, Wearne S, Canuto C, Pulver LJ. Overseas-trained doctors in 

Indigenous rural health services: negotiating professional relationships across cultural domains.  Australian 
and New Zealand Journal of Public Health 32, 6, 512-518, 2008

45 Gilles MT, Wakerman J and Durey A. “If it wasn’t for OTDs, there would be no Aboriginal Medical Service”: 
overseas-trained doctors working in rural and remote Aboriginal health settings. Australian Health Review, Nov; 
32 (4) 655 – 63, 2008
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The workforce shortage has lead to some understandable tensions between the need to meet the primary health care needs of 
communities through an adequate supply of GPs whilst at the same time providing meaningful and positive clinical experiences and 
not sacrificing the quality of the training that prevocational doctors and registrars are receiving.  This was a fairly constant theme that 
ran through the Review and presents one of the largest challenges to education and training providers.

METHODOLOGY

Features of the review process included:

• Research on programs in other states and Commonwealth funding initiatives.

• Interviews with individual primary stakeholders.

• Forums conducted through WAGPET’s Regional Advisory Committees across the state. 

• Opportunity for key stakeholder organisations to make submissions to the review.

Research

PDT Consultancy was provided with some key documents at the start of the review process in order to set a context. They 
included the current WAGPET Strategic Plan, key federal government reports and policies and relevant frameworks related to 
the area of training in Indigenous health. The full list of these is provided in Appendix One.

A literature search was also conducted into the area of Indigenous health training and best practice, with a specific focus on 
research and documents produced over the last five years in this area within Australia.  An expanded description of relevant 
research is included within the body of this document as it relates to key themes in the Results section. 

Interviews 

Interviews were conducted with those people nominated by the Project Manager after consultation with the Regional Advisory 
Committees and the WAGPET Board members. They included a range of stakeholders. The interviewees were provided with 
information such as the Terms of Reference prior to the interview taking place. In total, twenty one people were interviewed. The 
list of interviewees is provided in Appendix Two.

The interviews were semi-structured in format and were mostly conducted face-to-face. The interviews lasted on average 
approximately 45 minutes, although in some cases went for up to two hours. The question formats changed depending upon 
whether interviewees were representing an organisation or their region. The reviewer made notes during each interview and 
every effort was made to capture the comments as accurately as possible. The interview formats are provided in Appendix 
Three. 

Forums

Forums were conducted in all of the regions of Western Australia from early September to mid-October.  They were organised by 
the Project Manager through each of the Regional Advisory Committees (RAC) who were asked to identify appropriate people to 
be invited to each of the forums. They were facilitated by the consultant from PDT Consultancy.  In both the Kimberley and the 
Mid West regions, there was more than one forum conducted owing to logistical issues or specific requests. Overall, there have 
been over 100 attendees in the ten forums and they have included a wide range of backgrounds and organisations. There was 
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representation of both community members and health professionals. 

The attendance lists are included in Appendix Two and the complete responses from each forum can be found in Appendix Four.

Submissions

Individuals and organisations that were unable to attend a forum were invited to make a submission to the review relating to the 
Terms of Reference.  A link was provided on the WAGPET website directing interested parties to forward their submissions to 
PDT Consultancy via an on-line survey.

The original submission deadline was extended from early October to mid-November to maximise opportunities for responses 
to be received. Only seven submissions were received; six were from individuals and one was from an organisation. Information 
from the submissions has been incorporated into the Results section of this report.

RESULTS

During the review, it was not surprising to discover that there were regional differences in relation to what was currently occurring 
in relation to Indigenous health training, as well as various perspectives on what needed to occur to either build on successful 
programs or to establish specific programs where little existed. A more specific breakdown of those regional differences is 
outlined in the body of this report and complete reports from each forum are included in Appendix Four.

There were however some consistent and common themes identified across the regions and from varying organisational 
perspectives from the forums, interviews and submissions.  The information gained from current research and practice identified 
in the literature review has been incorporated into the discussion of the key themes as they arose through the review.

The key themes were:

1. Cultural Awareness and Cultural Safety Training

2. Cultural Mentors

3. Supervision / Composite Posts and the Need for Innovation

4. Planned Approach to Indigenous Health Training

5. Relationships and Partnerships.
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1. CULTURAL AWARENESS AND CULTURAL SAFETY TRAINING 

Research

There has been consistent literature that has pointed out the importance of cultural understanding for medical practitioners 
when meeting the health needs of Indigenous patients. 46,47 48 The lack of an appropriate level of cultural sensitivity and the 
ability to communicate effectively within the cultural and environmental context has been put forward as a barrier for Indigenous 
Australians in accessing health care. It has also been identified as creating potentially life-threatening misunderstandings.49 50 51

The need for training in the area has been identified by many different groups52, and was highlighted in an assessment of the 
needs of GPs and GP registrars working in the area of Indigenous health undertaken by the Royal Australian College of General 
Practitioners in 2002.53  It was reported that significant numbers of respondents had received no formal training even though 
“...in depth community based cultural awareness training is vital for general practitioners working in Aboriginal and Torres Strait 
islander health.. ” (p. 2).  It also recommended that the training should occur prior to placement, be locally adapted, include 
local language training and involve Aboriginal and Torres Strait Islander people in its delivery.  There was also a review of best 
practice in the area undertaken in 2004, which identified the following key features:

• Genuine partnership with Aboriginal and Torres Strait Islander people in cultural respect and collaboration in 
planning and local community involvement 

• Adult learning principles reflected in planning 
• Safe learning environments 
• Multiple learning techniques
• Focus on behaviour change
• Flexible delivery for local adaptation
• Training and support for trainers54.

In 2004 the Royal Australian College of General Practitioners subcontracted the development and piloting of cross cultural 
training modules to the Aboriginal Health Council of Western Australia (AHCWA). Four modules were developed, each of three 
hours’ duration.

46 Nguyen HT, Gardiner A. Indigenous community members as teachers of indigenous health. Australian Family 
Physician Volume 37, No. 12, 2008

47 Nguyen HT.  Patient centred care - cultural safety in indigenous health .Australian Family Physician 37, No. 12, 
2008

48 Morgan, S. Orientation for general practice in remote Aboriginal communities: A program for registrars in the 
Northern Territory, Australian Journal of Rural Health,14, 202-208, 2006

49 Sinnott MJ, Wittmann B.  An introduction to indigenous health and culture: the first tier of the Three Tiered Plan. 
Australian Journal of Rural Health, 9 (3), 116 - 20, 2001

50 Trudgen,R. Why Warriors lie down and die Aboriginal Resource and Development Services Inc, Darwin, 2000
51 Westwood, B; Atkinson, N; Westwood, G Recognition of cultural awareness training as a core component of 

health services Aboriginal and Islander Health Worker Journal Jan-Feb, 32 (1) 27 -9, 2008
52 Reath et al A role worthy of support: The general practitioner in Aboriginal and Torres Strait Islander health, 

Australian Family Physician  31, No 7, 2002
53 Death et al The Needs of GPS and GP Registrars working in Aboriginal and Torres Strait Islander Health, Royal 

Australian College of General Practitioners, 2002
54 Royal Australian College of General Practitioners: National Rural Faculty Review of Cultural Training for GPs Working 

in Aboriginal and Torres Strait Islander Health, 2004
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In the Northern Territory, training is delivered as a staged program, increasing in complexity and local relevance as the registrar 
progresses through their training and if the registrar relocates to another community they are offered further cultural training for 
the new location. The registrar orientation program for those to be placed in remote Indigenous communities is an example of 
a planned, structured approach. This course, designed by the Northern Territory General Practice Education [NTGPE] varies 
in length from two to five days and is scheduled in the month prior to placement. The difficulties faced by GPs and GPRs when 
placed in these locations have been well documented and include a heavy workload, a greater population burden of disease, 
personal and professional isolation, difficulties in accessing professional development, leave and locum relief, family support 
issues and preparation for the Royal Australian College of General Practitioners Fellowship exams.

In order to better prepare GPs and GP registrars to adapt to these challenging positions, the Northern Territory General Practice 
Education has identified “core components for orientation to remote Indigenous community practice.”    These include:

• Communication skills and language.

• Cultural safety – initial generic training by an Aboriginal cultural educator, followed by a more locally adapted program prior 
to commencing work in an Aboriginal Medical Service. The content covers community control, equity and social justice and 
the role of the AHW and their critical role in the primary health care team.

• A site visit a month or two prior to commencing at the Aboriginal Medical Service is also included.

• Core clinical and critical care skills and mental health including an introduction to the mental health team and specific issues 
within the community.

• Population health and the National Association of County and City Health Officials  definition of Aboriginal health and the 
importance of health checks.

• Self care.

• Organisational issues such as Medicare billing etc.

• The program is tailored to individual needs and other elements are added as required. It is a model that is worth further 
investigation.55

The 2009 AMA Report Card in Aboriginal and Torres Strait Islander Health 56emphasised the point that not all Indigenous 
people will want or be able to attend an Aboriginal Medical Service, but they should still be able to access high quality medical 
services that are culturally appropriate. The report called for the development and delivery of “training modules, resource 
materials and ongoing advice for all Australian medical practices on Indigenous health issues, Indigenous-specific health 
initiatives and culturally appropriate service delivery”. 

It is appropriate to explore the different terms that have been used around this area. Cultural awareness, cultural safety and 
cultural competence are just some of the terms used in the literature. Nguyen57 defines cultural awareness as the first step 
towards understanding difference. The inherent danger in only dealing with this level is that the diversity within cultural groups 
and can be too simplistic and lead to stereotyping.  Fredericks also suggests that there is a need to go beyond this level and “for 
curricula to be widened to move away from viewing health merely within a western framework and worldview… and away from 

55 Morgan, S. Orientation for general practice in remote Aboriginal communities: A program for registrars in the 
Northern Territory, Australian Journal of Rural Health,14, 202-208, 2006

56 Australian Medical Association Report Card Series 2009 Aboriginal and Torres Islander Health: The Health of 
Indigenous Males – Building Capacity Securing the Future, 2009

57 Nguyen HT.  Patient centred care - cultural safety in indigenous health, Australian Family Physician 37, No. 12, 
2008
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the idea that if they do an Indigenous module from anything between four hours to four months that they’ve ‘done’ Indigenous 
health” (p. 89).58 

According to Durie, cultural safety has as its focus the experience of the person receiving the care, and aims to enhance the 
delivery of health services by empowering the patient to take full advantage of the health service available59. Nguyen suggests 
that it relates to the power relationships between the patient and the health professional and it calls for a genuine partnership 
where power is shared and preparedness for self reflection by the practitioner as to how their behaviour based on their culture 
and worldview impacts on others. It has been described as “providing a framework for engagement with patients that can assert 
power and control over their own health and wellbeing.”   Cultural safety comes about when the patient is able to feel confident 
enough to be able to discuss health care with their doctor and to take action to affect their own health and wellbeing. It is critical 
that in their training, doctors and health care workers gain the attitudes, knowledge, skills and behaviours to provide effective 
care to patients in Indigenous communities. 

Cultural competence is described by Nguyen as “focusing on the capacity of the health system to improve health and wellbeing 
by integrating culture into health service delivery.” (p. 991)60 

It relates to four levels: systemic, organisational, professional and individual.

One of the areas that was identified as an issue to do with training in this area is the need to monitor and evaluate if there are 
any longer term gains in health outcomes. Whilst this presents with some challenges, it is an area that needs to be explored. 
Cultural safety and cultural competence are the key issues that form the basis for effective patient centred care.

Review

The need for cultural awareness and safety training was acknowledged by an overwhelming majority and this was also evident 
throughout the literature review. It was acknowledged that training in this area was required for all, not just those working in 
areas with high representation of Indigenous patients. Some respondents applauded WAGPET for providing any training in this 
area, as it indicated an endorsement of its importance.  The points of contention were mostly about where and how it was done 
and who provided it.

There are two main activities related to this area currently provided by WAGPET; a regional field trip (Basic Workshop 3) which 
involves a visit to a community for two days, and a short workshop.

Field Trip

Whilst many of the respondents who had participated in one of the regional field trips, had appreciated the opportunity to 
hear community members’ stories and to have some exposure to cultural issues, for others it had been less useful. This was 
sometimes due to some logistical issues, but mostly because it was not necessarily relevant to the specific region in which they 
were going to work. As many reported, Aboriginal groups are all different and it is not a case of “one size fits all.”  Some observed 
that the cost of this event was not necessarily achieving the desired outcomes and that it may be better to have a regional 
focus to this activity as part of an orientation to the region in which registrars are placed for their first term.  The major points of 
difference were in how this needed to be specific to individual regions and delivered by community members.

58 Fredericks, B.  Which way? Educating for nursing Aboriginal and Torres Strait Islander peoples 
Contemporary Nurse, Oct 23 (1): 87 -99, 2006

59 Durie, M. Cultural Competence and Medical Practice in New Zealand Australian and New Zealand Boards 
and Council Conference, NZ, 2001

60 Nguyen HT.  Patient centred care - cultural safety in indigenous health .Australian Family Physician 37, No. 
12, 2008
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Workshop

The workshop of approximately one and a half hours for both prevocational doctors and registrars was also questioned by 
some in terms of its usefulness. One of the concerns was that such a one-off event was unlikely to have a significant impact on 
changing attitudes and building skills in the provision of culturally safe medicine. Another issue was that many had experienced 
similar sessions in their time as medical students and felt that it was repetitious and “not practical enough”. This highlighted 
the need to have the cultural safety aspect of the curriculum related to Aboriginal health mapped across the entire teaching 
and learning spectrum, from undergraduate through to postgraduate level so that it can be embedded into all clinical practice. 
Another issue that it raised was that learners need to have a clearer sense of the relevance of such training and the importance 
of two-way learning when working with Indigenous patients and the research evidence that supports this approach in delivering 
better health outcomes. This was considered to be equally important for those who were working in mainstream practices, given 
the 2006 ABS data that suggests approximately one third (32%) of Indigenous people live in major cities, 43% in regional areas 
and 25% in remote areas. Also given that many of those living in regional and urban settings are reported as not attending 
mainstream general practice owing to the lack of cultural safety.

Some participants in one of the forums indicated that Indigenous health doesn’t come up as a requested topic for regional 
training because people anticipate that it will be “more of the same” meaning general awareness raising of cultural issues, rather 
than the “nuts and bolts” of how to treat medical issues in a culturally sensitive and therefore more effective manner. 

There is probably a need to offer some similar training to supervisors. Some of the supervisors indicated that they had not 
participated in any such training and had personally had very little exposure to Indigenous patients and how it was “difficult to 
teach it if you hadn’t lived it”. 

As for who should be delivering the cultural safety training, there was no debate about the fact that it needed to be an Aboriginal 
person, preferably from the local community and perhaps supported by a senior medical person who had worked in Indigenous 
health, to share aspects of how cultural awareness impacts on effective medical treatment.

Throughout the review, it became clear that there were a number of different groups conducting cultural awareness programs, 
with the best known being the Aboriginal Health Council of WA’s (AHCWA) comprehensive training program. 

Recommendations:

1.1 WAGPET supports each region in taking responsibility for the provision of a field trip to a local community to provide an 
orientation to the local Indigenous culture and raise awareness and increase knowledge of registrars in their Basic Level 
placement. 

1.2 WAGPET identifies changes that may need to be made to its existing training, with a particular emphasis on incorporating 
adult learning principles, such as identification of learning needs of participants and exploring what aspects of other 
programs such as that used in the Northern Territory could be incorporated.

1.3 WAGPET investigates what training programs are currently available in the area of cultural awareness and safety and 
with other key stakeholders such as Rural Health West, the Rural Clinical School and the Divisions of General Practice 
agree on which programs they endorse.  Each RAC should then map out how they will implement a program within their 
region, in consultation with the local community.

1.4 WAGPET embeds cultural safety into all other aspects of its clinical training.

1.5 WAGPET requires GP supervisors new to the region to participate in cultural awareness  training specific to the region.
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2.    CULTURAL MENTORS

Research

There is no doubting the potential value of having a cultural mentor to support those in training within an Indigenous health 
context. In the assessment of needs of GPs and registrars working in Aboriginal and Torres Strait Islander health, one of the 
recommendations that came out of the 2009 GPET Conference in relation to Aboriginal and Torres Strait Islander health was 
that every registrar undertaking a placement in an IHT post must be linked with a cultural mentor. 

One of the difficulties related to cultural mentors include identifying who is the most suitable person to take on the role. Very 
often there has been an expectation that the Aboriginal Health Worker (AHW) will take on this role in addition to other duties.  
The role of the AHW has grown significantly over a number of years and a study carried out indicated that they are often under 
intense pressure from their communities and their personal circumstances and this has resulted in some cases in the loss of the 
AHW from the workforce.61 This suggests that automatically assuming that the AHW should take on the role of cultural mentor 
is not necessarily the best way to go. From the community perspective, they may not always be seen as the best representative 
to act as a cultural mentor. 

Some reports have indicated that there have also been tensions within an Aboriginal Medical Service as to roles and 
responsibilities and disinterest from non-Indigenous members of staff regarding their cultural mentor role.

A study that explored how Indigenous community members felt about their role as cultural educators found that whilst many were 
keen to change attitudes of learners, it was sometimes difficult due to competing demands and sometimes low confidence. 62

A report by Cattalini recommended that besides formal cultural mentors as part of the support provided within an Aboriginal 
Medical Service placement, there should be a “mentor” or “buddy” to link the doctor to the community in an informal way and to 
help with building social relationships. This was also supported by the assessment of needs of GPs and GP Registrars carried 
out in 2002.  In the work carried out related to supporting Overseas Trained Doctors (OTDs) within an Aboriginal Medical 
Service, the AHW was seen as critical in assisting the OTD to “…become more familiar with cultural beliefs and practices and 
underpinning the social organisation of local Indigenous communities and to building relationships with co-workers and with their 
client base” (p.517).63

It would seem critical that any formal mentoring role is clearly described, supported by the community, the Aboriginal Medical 
Service and WAGPET. Consideration should also be given to appropriate remuneration and training and quarantining this part 
of the role from other duties.

The 2008 evaluation of GPET’s Aboriginal and Torres Strait Islander Health Training Framework recommended that there be 
awareness raising of the importance of the cultural mentor and educator roles, that capacity-building for these roles is supported 
and discussions should occur with RTPs regarding how the positions could be funded.64

61 Lloyd JE, Wise MJ, Weeramanthri T. Changing shape: workforce and the implementation of Aboriginal health 
policy Australian Health Review; Feb 32, 1, 2008

62 Nguyen HT, Gardiner A. Indigenous community members as teachers of indigenous health, Australian Family 
Physician Volume 37, No. 12, 2008

63 Cattalini, H Report to the Western Australian Centre for Rural and Remote Medicine: The Role of WACCRM in 
Aboriginal Health Aboriginal Health Council of Western Australia, 2005

64 Urbis: Evaluation of GPET’s Aboriginal and Torres Strait Islander Health Training Framework – Final Report 
2008



Page 31.

Review

There was general agreement as to the importance of cultural mentoring in the provision of ongoing support to registrars. There 
were some examples cited of the key part some cultural mentors had played in assisting registrars and prevocational doctors in 
their orientation to a community. This usually consisted of more than providing advice as to who to approach in a community or 
how to approach a patient, but also about helping to build social connections and relationships within the community. It was also 
highlighted by some as being critical for overseas trained doctors as they are often battling several layers of culture shock, and 
given that they are over-represented in areas with a significant proportion of Indigenous patients.  

There was also an acknowledgement that this important role has at times been difficult to implement and to sustain. Some of the 
issues include such aspects as who should provide the mentoring, how it should it acknowledged and recompensed, the type of 
support the mentor may need in the role and specifically what is required of the mentor. 

There was some acknowledgement that in Aboriginal Medical Services (AMS), it is the Aboriginal Health Worker who has 
typically fulfilled this role in the past. In some of the research into this area, this has been shown to sometimes place an 
unrealistic demand on people who already carry fairly significant community and workplace expectations. It is often also difficult 
given the high turnover of staff within those roles.

There has been a program operating in the Northern Territory which was mentioned by several as being a successful model, 
where cultural educators have a clear role and are given appropriate status and recognition including payment. 

It was agreed by respondents that the cultural mentor needs to be truly representative of the community and have appropriate 
training for the role, as well as a degree of status for the role within the region, so that it is not seen as an “add on” to other 
responsibilities. Given that there is already in place a regional structure that is designed to respond to local regional needs; it is 
probably an opportunity to raise the profile of this role given its acknowledged importance. Aboriginal Health Council of Western 
Australia may be well-placed as an organisation to be the link into the community in advising how the selection process may 
proceed.

Recommendations:

2.1 WAGPET provides funding for cultural mentors within each region and that these mentors become part of the Regional 
Advisory Committee in order to provide advice and assistance related to education and training within an Indigenous 
health perspective.

2.2 WAGPET asks RACs to develop a Regional Training Plan for Indigenous health with the assistance of cultural mentors. 
This plan should look at potential partnerships and collaboration across organisations such as Aboriginal Medical Service 
where there isn’t an umbrella organisation such as Kimberley Aboriginal Medical Services Council.

2.3 WAGPET considers the employment of a cultural mentor within its head office to assist with related issues and to link 
with and support the cultural mentors in the regions.

2.4 WAGPET approaches the Aboriginal Health Council of Western Australia to investigate how best to proceed with the 
implementation of 2.1 and 2.2.
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3.    SUPERVISION / COMPOSITE POSTS AND THE NEED FOR INNOVATION

Research

A study was undertaken by Wearne in 2003 in central Australia to explore factors in the interaction between registrars and their 
supervisors and their impact on the quality of the learning in a time of workforce shortage.65  Registrars indicated that support 
from their supervisors was essential, but that it had not always been available and that formal Royal Australian College of 
General Practitioners training requirements had not always been met. They reported that whilst an Aboriginal Medical Service 
is a unique and rich opportunity for wide experience, that they were “not a suitable placement for a GP registrar in their first 
GP placement”. There was also a recommendation that registrars should have a wide experience that included placements in 
situations which had ready access to specialists and other services. The report concluded with a recommendation that strategic 
supports for both registrars and their supervisors be developed to ensure that the training quality is maintained whilst continuing 
to meet workforce demands.

Appropriate and effective supervision is at the core of the GPET training program. The challenges of providing it are growing, 
particularly in rural and remote locations. 

Review

There were many issues raised regarding the lack of adequate and appropriate supervisors to support the training program. This 
was often linked to the general workforce issues experienced in the general practice area, made more complex given the fact 
that these issues increase in relation to the further the distance from Perth and large regional centres. 

This is further complicated by the high turnover rate of the workforce within Aboriginal Medical Services, which means that 
supervisors sometimes leave at short notice leaving registrars without adequate direct supervision. In some areas, there has 
been a remote model of supervision operating which has not been seen as totally satisfactory by all parties. It was also viewed 
by others as a risk to patient safety and a potential for medico-legal issues, as well as having a potentially lasting negative effect 
on the registrar’s or prevocational doctor’s view of working in general practice. 

There were also some concerns expressed at the quality of supervision provided, even when the supervisor was present within 
the workplace. This was often described as due to workload issues, but sometimes also due to perceived lack of interest on the 
part of the supervisor or lack of clarity on either party as to roles and responsibilities. There was no suggestion that the quality 
of the supervision should be compromised, although there was a strong sense of frustration for some that a lack of supervisors 
restricted opportunities for much desired training placements.  Some comments suggested that WAGPET was applying a 
metro-centric, fairly rigid model into a context that needed a more flexible approach based on needs and circumstances.

The need for an innovative approach being taken by all key parties to deal with this issue was a common theme.  Most of the 
suggestions for how to deal with this issue focussed on the idea of looking at innovative ways of having composite placements. 
An example of this is where a registrar could have some time at a private practice where supervision could be provided by a 
qualified supervisor and some other time at an Aboriginal Medical Service. This composite placement model was suggested 
in many different combinations, including some time with the Street Doctor program whilst being supervised in a general 
practice. There are currently some plans for a composite hospital / Aboriginal Medical Service placement for 2010 based on a 
Memorandum of Understanding that has been developed between WA Country Health Services and WAGPET.

65 Wearne SM, Pilot study on the factors that influence learning by general practice registrars in central Australia, 
Rural and Remote Health, No. 223, 2003
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The remote supervision model being used in the Northern Territory was put forward as a model that might be worth further exploration.

A further potential advantage of composite posts would be the increased opportunity given to more registrars and prevocational 
doctors to spend some time working in the area of Indigenous health without having to commit to a placement outside of the 
metropolitan area.

There was consistent support for a more flexible approach to providing alternative opportunities of working in Indigenous health. 
This view was expressed in metropolitan, rural and remote forums and by several of the interviewees. 

Composite posts could also assist the concern expressed by those undertaking training solely in an Aboriginal Medical Service 
that they feel potentially disadvantaged in their preparation for the Royal Australian College of General Practitioners Fellowship 
exam, due to aspects that they don’t get exposed to within the Aboriginal Medical Service placement.

Recommendations:

3.1  WAGPET brings together a working party to identify options that may be pursued in relation to alternative models 
of supervision and potential composite posts. This group needs to be comprised of recognised medical educators 
and experienced supervisors from regions where supervision is a complex issue and where there is some direct 
experience and wisdom to be captured. This exploration may include an investigation of the Northern Territory model.

3.2  WAGPET actively explores further development of composite posts with other key stakeholder groups, including but 
not restricted to, Divisions of General Practice, Aboriginal Medical Service and part of this exploration should focus on 
the need to provide more opportunities to work in Indigenous health, with adequate supervision.



Page 34.

4.  PLANNED APPROACH TO INDIGENOUS HEALTH TRAINING 

Research

One of the clear messages from the literature was that to be effective training needs to take a planned, strategic approach that 
maximises opportunities for vertical and horizontal integration of the curriculum. 

A step in the right direction was when in 2004 the Committee of Deans of Australasian Medical Schools (CDAMS) and the Office 
of Aboriginal and Torres Strait Islander Health (OATSIH) developed a curriculum framework for the inclusion of Indigenous 
health in core medical curricula (CDAMS Indigenous Health Curriculum Framework)66. The Australian Medical Council 
(AMC) formally approved the inclusion of the Framework in their accreditation guidelines, thereby requiring all medical schools 
in Australia to report on the implementation of the Framework.  What doesn’t seem to be particularly evident is a mapping of the 
underpinning syllabus across all learners at various stages. 

Aligning training to meet the future needs of GPs within the 21st century, with the increased use of technology and eHealth, 
chronic disease management and prevention, and a focus on working collaboratively with other health professionals has been 
identified as vital in the federal government’s Building a 21st Century Primary Health Care System.67

This will need to be fitted into an Indigenous health context and curriculum and planning for that integration needs to occur. In 
line with this, the exploration of a training pathway in Indigenous health across the continuum of learners is an area that requires 
further investigation.

Review

One of the participants in a forum asked the question: “Do we provide a little bit of exposure to everyone or a more intensive 
program to a selection?” Although the question related to the issue of cultural awareness, it was a very good question in the 
broader sense,  as in a time of finite resources and an ever-increasing demand for WAGPET to show value for money, it is critical 
that it makes good decisions as to  the way forward in relation to Indigenous health training. 

There were several individuals who put forward the idea that WAGPET should not try to spread itself too thin in trying to improve 
its Indigenous health training. This included people who indicated that WAGPET had some work to do to improve the existing 
training in Indigenous health in the areas already mentioned without taking on new challenges.

Throughout the process of the review, there were some clear and consistent messages about some areas that were positive 
models that should be supported. The Kimberley region, for example, was one of the areas most commonly commented upon 
as a positive model. That is not to say that everything is working perfectly, as  was acknowledged by key personnel, as there 
are challenges that they have encountered.  However, there were several people who suggested that it was worth exploring 
what made the Kimberley so relatively successful in the area of Indigenous health training and what could be taken from that 
learning into other regions.

There are other areas where there is not currently a lot of training taking place but where there is strong local commitment and 
interest and potential leaders in the field of Indigenous health training. These areas are potentially well-primed to take advantage 
of the support WAGPET may be able to provide them. 

It would seem that investment in these areas where there is the best chance of success makes good business sense.

66 Committee of Deans of Australian Medical Schools: CDAMS Indigenous Health Curriculum Framework, 2004
67 Commonwealth of Australia: Building a 21st Century Primary Health Care System – A Draft of Australia’s First 

National Primary Health Care Strategy, 2009
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Recommendations:

4.1 WAGPET develops a Plan for Indigenous Health Training that incorporates key elements that reflect current best 
practice.

4.2 WAGPET identifies target areas to focus resources where there is the best chance of achieving quality outcomes in terms 
of training in Indigenous health. These areas will have an identified need for increased training placements, but there will 
also be an existing learning culture and an opportunity to support quality placements for training in Indigenous health. 
This may include the development and establishment of composite placements and alternative models of supervision.

4.3 WAGPET explores a joint project with relevant parties such as the Rural Clinical School, the Regional Training Advisors, 
the universities and Colleges to map the curriculum in relation to Indigenous health so as to maximise opportunities for 
both vertical and horizontal integration.

4.4 WAGPET works with relevant partners to explore the development of training pathways in Indigenous Health. 

4.5 WAGPET facilitates some opportunities for cross-regional interaction and sharing between the targeted areas and 
Kimberley Aboriginal Medical Services Council, if geographically appropriate. This could take the form of attendance at 
some regional training programs related to Population Health and Chronic Disease.
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5.  RELATIONSHIPS AND PARTNERSHIPS

Research

The messages about the need for collaboration and working in partnership are consistent and clear. This collaboration needs 
to occur across organisations with a shared interest in improving the health outcomes for Indigenous Australians and equally 
importantly, with Aboriginal communities and individuals from within those communities. It is clear that more of the same 
approach is unlikely to impact significantly on health outcomes for Indigenous people. Two-way learning, where groups listen to 
and learn from each other, is a critical process. 

Review

One of the other more consistent themes throughout the review was the need for WAGPET to work collaboratively with key 
groups and to continue to build meaningful, respectful partnerships.

Some of those groups included agencies previously mentioned in the recommendations. It also includes Divisions of General 
Practice, Aboriginal Medical Service, private practices, supervisors and those undertaking the training.

The Aboriginal Health Council of Western Australia was identified by many sources as a key partner for WAGPET, particularly in 
the area of Indigenous health. Formal and informal relationships being formed will further assist in the partnership.

Rural Health West and WA Country Health Service are also key partners who have a strong shared interest in quality training of 
general practitioners in Indigenous health. The Rural Clinical School is another key player in the area and has a strong interest 
in ensuring that there are quality placements for their medical students post graduation. 

Generally, an expressed need was for greater collaboration and sharing within and across regions. Many times people 
commented at the forums how useful it was to come together and talk about common issues albeit sometimes from different 
perspectives. This potential should be explored further by WAGPET, as local solutions can often come from putting the right mix 
of people together with a common need. One of the values from the forums was the mix of people who don’t necessarily have 
opportunities to share issues.

There is a perception amongst some that WAGPET doesn’t always understand the local issues and that they are not always very 
responsive to regional needs. Whether or not that is the case, if the perception is there, then it will make effective partnerships 
very difficult. One of the challenges that will exist for WAGPET in relation to Indigenous health training, is the need to demonstrate 
that something concrete has come out of the review to improve what is currently happening. 

Recommendations:

5.1  WAGPET continues to work with key partners in implementing the outcomes of the review.

5.2 WAGPET looks for opportunities to encourage sharing within and across regions with a broader group than its own 
regional structures.

5.3  WAGPET informs those involved in the review process which of the recommendations they will implement and how they 
intend to carry the work forward.

5.4 WAGPET investigates the opportunities available for additional funding through federal government initiatives to assist 
in building collaborative regional partnerships.  These partnerships will have as their focus building capacity to deliver 
appropriate health services for Indigenous Australians.
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R E G I O N A L  P E R S P E C T I V E S

Kimberley

Pilbara

Metropolitan & Peel                       

Goldfields/Esperance

Mid West

Great Southern
South West

Wheatbelt

“Ten consultation forums were conducted across 
the state from early September to mid-October”

Information about each region and input from the forum is contained in the following 
section.
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During the forum conducted in Kalgoorlie, there was some degree of frustration expressed about the current under-utilisation 
of training opportunities that are available within the region. There was a lack of interest among GP registrars in coming to the 
region. This was despite a range of different strategies that had been put in place to encourage doctors in training to consider 
applying for a placement, such as fully paid tours of the region and advertising.  It was also despite the range of opportunities 
that the region has to offer for procedural practice, obstetrics and paediatrics, along with admitting rights to the local hospital 
in Kalgoorlie, which enables exposure to a wide range of health issues. In terms of Indigenous health, the 2006 ABS figures 
suggest that in the Kalgoorlie region, 9.9% of the population is Indigenous, with a range from 4.6% in Esperance through to 
100% in places such as Coonana. Bega Garnbirringu is an Aboriginal Medical Service located in Kalgoorlie that provides an 
opportunity to work in a team with Aboriginal health workers, although it was reported to currently lack full-time experienced 
supervisors and currently has no registrars in training.

There was also a sense for some that potential applicants for training were sometimes discouraged by others from pursuing 
training in the region.   

Training that had occurred in the past was viewed to have been well-supported and this view was validated by someone who 
had completed a Community Residency in the region previously, although it was considered critical to provide continuity of focus 
during the training through not having it split across two disciplines in one day. The support provided by the Stokes family in 
helping to ease the transition to the community was given special mention during the forum. 

The need to maximise the engagement between Aboriginal people and the registrars during their training was identified as part 
of a key strategy of building the bridge for more effective communication and partnership. This could occur through after-hours 
informal connections, as well as Aboriginal Health Workers being encouraged to attend WAGPET training or medical conferences.

The development of the capacity of Aboriginal mentors and acknowledgement and recognition by WAGPET of the importance 
of the role was also identified as an important strategy to be put into place. There was a recommendation that as part of any 
cultural awareness training, copies of relevant publications / DVDs should be provided to increase knowledge of Aboriginal 
culture (past, present and future). Examples such as Rabbit Proof Fence, Why Warriors Lie Down and Die and Samson 
and Delilah were suggested.

Greater flexibility such as having a less rigid training schedule was seen as critical, as was making full use of the other training 
opportunities that exist in the region such as the Royal Flying Doctor Service (RFDS) and working with communities at Leonora, 
Laverton and Ngaanyatjarra Lands. It was identified that more opportunities for training in the public health area should be 
available, through the provision of a mixed term placement. 

The need to increase the numbers of accredited supervisors in the region was identified, and the suggestion for achieving this 
was to relax the current requirements. 

Some concerns regarding the amount of paperwork required by the Aboriginal Medical Service to be involved in training, and 
delays in payment were also raised during the forum.   

G O L D F I E L D S  /  E S P E R A N C E
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According to 2006 ABS figures, Indigenous people make up 2.8% of the population in Albany and 8.7% of the population in 
Katanning. One of the key points of discussion in the forum held in Albany was the need for identification of regional need. The 
point was made that the Indigenous population within the region was not as “obvious” as those groups in the Kimberley and 
Goldfields and its impact on the work of those in general practice was relatively minor. This was coupled with an acknowledgement 
that the groups of Indigenous people who were within the region were not accessing primary health care services very readily. 
An Indigenous interviewee suggested they were also reluctant to come to the doctor as they “find out the truth about their 
medical condition and that can be very daunting”.

The need for supervision and training to be available was an identified issue, as was the need for adequate and locally relevant 
cultural awareness training, given the diversity in Indigenous groups. It was also stressed that cultural awareness must be “a 
two way thing and that we must all be aware of each other’s cultural aspects” by an interviewee.

A lack of expertise and support in providing cultural awareness programs was highlighted, although the GP Network provides 
training for practice nurses on cultural tips for how best to communicate and ensure understanding. Funding for this activity was 
an issue in terms of ongoing sustainability. It was suggested that regional GPs should be encouraged to attend by including 
them on the distribution list. 

There is a commitment within the region of encouraging Indigenous students into health careers at TAFE through mentoring and 
cadetships and the support of family structures was also highlighted by an interviewee. However, the issue of a relative lack of 
career pathways into employment in Indigenous health and a workplace culture that was described as “not welcoming” meant 
that very few students enrolled in allied health and nursing were Indigenous. An interviewee was concerned that the current 
training for Aboriginal Health Workers provides them with an accreditation certificate which means they are not qualified to 
perform a lot of clinical aspects.

There was an identified need for a creative, compassionate approach to training in Indigenous health on the part of WAGPET, 
which was based on a clear understanding of what was required. There was strong support for the strategy of WAGPET 
identifying champions who would be key people to drive the future direction of training in Indigenous health and supporting them 
in doing so.

The formation of local strategic partnerships between Indigenous organisations and relevant organisations to encourage the 
development of training and education pathways was also strongly supported. 

G R E A T  S O U T H E R N
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According to 2006 ABS data, Indigenous people make up 46.9% of the population in the Kununurra region, 27.3% in the Broome 
region and 63.3% in the Derby region. There are currently nine registrars in training at accredited Indigenous health training 
posts in the Kimberley.

Two forums were conducted in the Kimberley; one in Kununurra at the Ord Valley Aboriginal Health Service (OVAHS) and the 
other in Broome. There were also five interviews conducted which involved eight people in total, as some were interviewed as a 
small group. There was generally strong support for the regional training program coordinated by Kimberley Aboriginal Medical 
Services Council, especially from within the Broome context. It was the only region in which people rated the regional program 
in Indigenous health as being “outstanding” during a forum and was singled out by several of those involved in interviews 
representing their organisations as worthy of mention. There was an acknowledgement, however, that there were areas that 
could be improved. The strengths of the program that were highlighted included:

• The value of Indigenous health training gained through working in an Aboriginal Medical Service and the opportunity to work 
in a primary health care team with diverse medicine.

• The fact that medical students from the Rural Clinical School have then returned to complete registrar placements and 
some have also stayed on as GPs was identified as proof of its success in building the workforce in Indigenous health.

• The placements available were well-supported with regards to remuneration etc, but the availability of quality housing 
continues to be an issue.

• High quality regional workshops based around a specialised focus on Indigenous and remote medicine that is structured 
around patient and learners’ needs.

• The availability of protocols and Kimberley Standards on drug use to ensure continuity of care and a focus on a population 
health perspective was seen as crucial given the transience of the workforce and the chronic disease issues.

• The regional cultural safety program was viewed by registrars as being very beneficial with its “no-blame” open, localised 
approach and the use of a broad range of Kimberley Aboriginal Medical Services Council staff to deliver it.

Areas that were identified as not working as well as desired included:

• Cultural mentoring was identified as occurring to “various degrees” and most interviewees indicated it was an area that 
needed extra focus. The importance of it was not questioned, but some difficulties in implementation were identified. The 
high turnover of Aboriginal Medical Service staff was one of the issues as well as the fact that some staff were overloaded 
in their roles and in their community’s expectations of them. Quite typically, it has been AHWs who have filled this role and 
that sometimes placed a fair amount of pressure on them. As one interviewee suggested “GPs come and go. You decide to 
share knowledge and give some of yourself to the ones that show interest and are respectful and once they prove they are 
worth it.”  The other potential for a power differential to exist between an AHW and a doctor was also identified and therefore 
the need for a confident, robust personality to take on the role of cultural mentor.

• Maintaining a consistent supply of quality supervision was identified as an ongoing challenge and was identified as a 
particular challenge in Kununurra. Some registrars found that the remote model of supervision used to cope with sudden 
supervisor losses was not satisfactory. Even those supervisors who remained at the Aboriginal Medical Service were 
often seen by registrars as being too busy to ask for assistance or advice.  Teaching time in some clinics had reduced 
significantly and was described as “variable and adhoc” by more than one registrar. The need for more flexible approaches 
was acknowledged, with the caveat that quality supervision was maintained.

• Areas of unmet need across the region, such as Outreach work in areas such as Halls Creek and Fitzroy Crossing was 
another issue highlighted by interviewees. The difficulty of attracting and retaining supervisors and registrars was seen as 
particularly significant in its impact in this area. It was suggested by one person who lodged a submission that a remote 
supervision pathway needed to be created.

K I M B E R L E Y
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• The generic cultural awareness training coordinated centrally by WAGPET, including visits to one community in a region 
was seen as too generic and unhelpful as an orientation to Indigenous health within the community of placement.  It was 
strongly suggested that this should occur within the local region rather than in one that may not be as relevant. The need 
for a specific orientation and induction for people going to rural or remote areas were identified by many, which should also 
include aspects of working within an Aboriginal Medical Service, such as a primary health care team approach and a focus 
on population health.

• The need for even greater regional collaboration and partnerships was highlighted as a way of forging relationships 
between providers and across regions. The partnership required between Aboriginal Health Council of Western Australia 
and WAGPET was given specific prominence by many respondents.

• Variable conditions across the Aboriginal Medical Service and registrars not knowing their entitlements was an issue for 
some, coupled with a sense of not feeling sufficiently supported by WAGPET staff when issues arose.

• A sense that registrars were potentially disadvantaged in their preparation for exams for the Fellowship of Royal Australian 
College of General Practitioners by having a placement in an Aboriginal Medical Service rather than in private practice was 
a concern to some of the respondents and also acknowledged by others as an issue. 

• Issues associated with not having a clear learning curriculum that is known to all relevant parties who could provide 
assistance with the learning plan were also highlighted.
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There were two forums conducted in Geraldton and one interview. According to 2006 ABS figures, 10.1% of the population in the 
Geraldton region were Indigenous, with the largest groups being in Geraldton and Carnarvon. There are currently two registrars 
(both part-time) in training at the only accredited Indigenous training post in the region, Geraldton Regional Aboriginal Medical 
Services (GRAMS). The 2008 MDS Report and Workforce Analysis Update indicated an increase of 16.2% in the numbers 
of GPs in the region.

There was a perception that the funding for training was mostly directed towards the Kimberley region owing to a prevailing 
belief by fund providers that the only “real” Aboriginals reside in either the Kimberley or the Goldfields. 

This also meant that for many who were working outside the Aboriginal Medical Service, there was sometimes limited exposure 
to Indigenous patients and therefore not a lot of opportunity to gain much experience in Indigenous health. 

There were concerns regarding the inadequate number of supervisors within the region and the limitations this placed on 
opportunities for training, as well as some frustration with the current training being received in Indigenous health. Some 
respondents felt that the training didn’t adequately cover how to deal with the health issues – “We get a lot of information 
about the cultural stuff, but it is not the same as when you are plonked in the middle. You need to be with Aboriginal people. 
The cultural awareness days are not enough; too much touchy-feely and not enough practical stuff. Half a day talking about 
the Stolen Generation is not as useful as it would be to spend some time in an Aboriginal Medical Service, rather than at the 
WAGPET office.”

The need for a learning continuum to be developed across all levels was suggested as a positive way forward in Indigenous 
health training, with compulsory training for all registrars and a specialist pathway for those with greater interest. 

Lack of planning and coordination of the training in Indigenous health was identified in one forum as a significant issue and there 
was strong support for the development of a Regional Indigenous Training Plan. 

Greater flexibility with composite placements was supported by many in the forum, with a view to developing partnerships 
between Geraldton Regional Aboriginal Medical Service, general practices and the hospital.

The availability of a dedicated cultural mentor was identified as critical, especially for IMGs. Regionally specific cultural immersion 
was seen as a better alternative than what was currently occurring in the field trips.

M I D - W E S T
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NORTH

According to the ABS figures, in 2006 the Indigenous population in the Perth region consisted of approximately 1.5% of the total 
population, with the largest numbers in Swan, Stirling, Bassendean,  Belmont, Gosnells , Kwinana and Armadale.

Generally, there was a sense that there was relatively little opportunity for putting any of the teaching in Indigenous health into 
practice in the region, although this view was challenged by one member of the forum who had a fairly large number of Aboriginal 
patients in the practice.

The group was very supportive of the idea of training in the area, but identified that there was not a high level of interest in 
Indigenous health in the region. 

There was strong support for the involvement of Indigenous doctors in training and increasing the opportunities for exposure to 
Indigenous health through such things as short placements in a metropolitan Aboriginal Medical Service. This was supported by 
both of the interviewees from the region who indicated that there was a need to be creative and flexible in providing opportunities 
for exposure, such as time with Street Doctor, plus work with teenage mothers and so on.

There was also a strong sense in the value of being able to communicate effectively with Indigenous patients in order to have 
the patient become a partner in the treatment. The value of two-way learning was also highlighted.

SOUTH

According to the ABS figures, in 2006 the Indigenous population in the Perth region consisted of approximately 1.5% of the total 
population, with the largest numbers in Swan, Stirling, Bassendean,  Belmont, Gosnells , Kwinana and Armadale.

Most of the forum participants indicated that they were fairly unfamiliar with the current training being delivered in Indigenous 
health for prevocational doctors and registrars. They also indicated that their personal experience of working with Indigenous 
patients was fairly limited, apart from some who had exposure through the Aboriginal Medical Service, which they identified as 
well run with effective supervision.

The importance of “lived” exposure rather than a text book approach was uniformly supported within the group. 

The importance of providing regionally relevant immersion and cultural awareness was stressed, rather than assuming it was 
the same in every community. 

Suggestions to enhance the training included providing the opportunity of exposure to Indigenous health through greater 
partnerships with Aboriginal Medical Service and for registrars to work with AHWs for a specified time, such as Fremantle Street 
Doctor. 

Another suggestion was for the local divisions of WAGPET and the supervisors from the region to consider the local delivery of 
a cultural training program in addition to the central training, to ensure relevance to local Indigenous communities.

P E R T H  M E T R O P O L I T A N
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A forum was conducted in Karratha and two interviews were conducted in Port Hedland. According to 2006 ABS figures, 13.1% 
of the population in the South Hedland region were Indigenous. The 2008 MDS Report and Workforce Analysis Update 
indicated an increase of 13.6% in the number of GPs in the region.

There are currently no registrars placed at either Mawarkarnkarra Health Service Aboriginal Corporation or at Wirraka Maya 
Health Service Aboriginal Corporation, although interest in being involved with training registrars was high. 

A lack of doctors with knowledge of Aboriginal health issues or cultural awareness was highlighted in the forum, as was the lack 
of defined teaching content related to Indigenous health. 

Accommodation and infrastructure costs have significantly increased in the area and this is having a negative impact in limiting 
opportunities for training.

The need for an umbrella organisation to support the Aboriginal Medical Service in the Pilbara region was identified, as was 
the need for an advisory committee to be appointed to assist in developing and supporting an appropriate cultural awareness 
program.

Supervision and support for Registrars was identified as a crucial aspect of what needs to happen to enhance training in the 
region.

The idea of sharing a placement across the Port Hedland hospital and the Aboriginal Medical Service was put forward by an 
interviewee. Outreach services offered additional opportunities, in conjunction with the RFDS.

P I L B A R A 
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According to ABS figures, in 2006 the indigenous population in the Narrogin region accounted for 2.6% of the population. 
The Narrogin region for ABS figures includes towns such as Albany and Katanning which are considered to be part of the 
Great Southern region, as well as towns such Bunbury, Busselton and Collie that would be considered to be the South West. 
Indigenous people represented 3.1% of the population residing in the town of Bunbury.

In the forum it was identified that a large percentage of the Indigenous population attended the Aboriginal Medical Service (or 
the local hospital) and therefore exposure to Indigenous health issues was quite limited for those not working in an Aboriginal 
Medical Service. 

The fact that the region did not fit the mainstream perceptions of Aboriginal health, as for the Kimberley and Goldfields, but still 
had the same health issues was highlighted and recognition of the need for some training in the area.

The current sharing relationship between the South West Aboriginal Medical Service and the Rural Clinical School was identified 
as mutually beneficial. There was a suggestion that there should be a formalising of the relationships with Aboriginal Medical 
Service across the state to explore capacities and restraints involved in stronger partnerships for training.

There was recognition that the WAGPET cultural awareness program provides a fairly reasonable exposure to cultural issues, 
although there was some frustration expressed by some re: not being able to go beyond the historical issues. 

The establishment of a specialist training pathway for those with a special interest in Aboriginal health and increased communication 
between WAGPET and South West Aboriginal Medical Service to facilitate teaching and learning were suggestions made by 
the forum.

S O U T H  W E S T
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2009 – 2010 WAGPET Strategic Plan

A Healthier Future for all Australians, Final Report National Health and Hospitals Reform Commission, June 2009

Final Evaluation Report: Kimberley GP Aboriginal Health Training, RhED Consulting, 2005

Paper: WAGPET Response to Kimberley GP Aboriginal Health Training Review, 2005

AGPT Draft IHT Framework, 2009

AGPT Requirements and Responsibilities of an Aboriginal and Torres Strait Islander GP Training Post – A Guide, 2007

AGPT Framework for GP Training in Aboriginal and Torres Strait Islander Health 2004

Evaluation of GPET’s Aboriginal and Torres Strait Islander Health Training Framework, 2008

WAGPET – Kimberley Aboriginal Medical Services Council Contract 2009

Northern Territory General Practice [NTGP] IHT Strategy, 2009

Minutes of the WA Aboriginal Primary Care Advisory Group, 2009 

WA Aboriginal Primary Health Care Work Plan.
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The author of this report wishes to acknowledge the generous contribution of the following parties through their participation in 
any of the regional forums held and / or through graciously offering their time for an interview.

INTERVIEWS
Name Organisation Role

1. Dr David Atkinson Kimberley Aboriginal Medical Services Council Medical Educator
2. Ms Belinda Bailey Rural Health West Chief Executive Officer
3. Dr Pascall Burton Wirraka Maya Health Service SMO / Supervisor
4. Mr Lester Coyne Great Southern Aboriginal Health Manager
5. Dr Aaron Davies Broome Regional Aboriginal Medical Service Registrar

6. Dr Marisa Gilles
Combined Universities Centre Rural Health (Combined 
Universities Centre for Rural Health) and Public Health 
Unit 

Associate Professor / Head

7. Ms Felicity Jefferies WA Country Health Service Director of Medical Clinical Services Reform
8. Mr Darryl Kickett Nyoongar Health Council Convenor
9. Dr Tim Leahy Aboriginal Health Council of Western Australia Medical Officer/ Board member of WAGPET
10. Dr Lisa Lloyd Broome Regional Aboriginal Medical Service Registrar
11. Dr Heather Lyttle WA Country Health Service Pilbara Acting Regional Medical Director
12. Dr Andrew Marsden Kununurra Medical GP
13. Dr Carmel Nelson Kimberley Aboriginal Medical Services Council Medical Director
14. Mr Alan Philp Department of Health and Ageing (WA) Director
15. Dr Geoff Riley Rural Clinical School Chief Executive Officer
16. Dr Jonty Rothstein Kimberley Aboriginal Medical Services Council Medical Officer
17. Dr Jane Talbot Kununurra Hospital GP
18. Dr Stephanie Trust Ord Valley Aboriginal Health Service Registrar
19. Dr Shane Turner Aboriginal Health Council of Western Australia Medical Training Advisor / GP Liaison Officer 
20. Dr Marianne Wood Derbarl Yerrigan Health Service GP
21. Professor Ken Wyatt Office of Aboriginal Health Director

FORUMS
Goldfields Region Forum

Name Organisation Role
1. Dr Charles Douglas Population Health, Goldfields Head
2. Dr Juliette Frost Bega Aboriginal Medical Service Registrar
3. Dr Christine Jefferies-Stokes Bega Aboriginal Medical Service Paediatrician at hospital, Dr at Bega Aboriginal Medical 

Service
4. Mr Wayne Johnson Bega Aboriginal Medical Service Chair of Bega Board
5. Dr Murali Narayanan Hospital Community Residency Program Supervisor
6. Ms Helen Robinson Goldfields GP Division Chief Executive Officer
7. Dr Kylie Sterry Rural Clinical School Registrar and representative of Rural Clinical School
8. Ms Annette Stokes Aboriginal Corporation Co-Director
9. Mr Geoff Stokes Aboriginal Corporation Co-Director
10. Dr Claire Willix Bega Aboriginal Medical Service Supervisor
11. Dr Damien Zilm Local GP / Acting Chair WAGPET Board, Goldfields/

Esperance GP Network
Supervisor

12. Dr Murali Narayanan Hospital Community Residency Program Supervisor

Great Southern Region Forum
Name Organisation Role

1. Ms Sandra Crowe WA Country Health Service Director Population Health
2. Dr Bao Nguyen Dang Pioneer Health GP Registrar
3. Mr Paul Hayward Great Southern General Practice Network Project Coordinator
4. Mr Chris Jones Great Southern TAFE College Director Research
5. Dr Andrew Knight WAGPET /Rural Clinical School /Great Southern General 

Practice Network
Supervisor

6. Dr Ian Leggett Southern Regional Medical Group Supervisor
7. Professor Geoff Riley Rural Clinical School WA Head of Rural Clinical School
8. Ms Shelley Russell Great Southern General Practice Network Practice Nurse
9. Ms Stephanie Tchan Great Southern TAFE College Director, Social Sciences
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Kimberley Region Forum (Kununurra)
Name Organisation Role

1. Ms Carol Brisbee Ord Valley Aboriginal Health Service Registered Nurse
2. Mr Graeme Cooper Ord Valley Aboriginal Health Service Chief Executive Officer
3. Ms Chrissy Fiegert Kimberley Aboriginal Medical Services Council Renal Nurse
4. Ms Louise Johnstone Kimberley Aboriginal Medical Services Council Renal Nurse
5. Dr Eric Kimatu Ord Valley Aboriginal Health Service Senior Medical Officer
6. Ms Jayne Kotz Ord Valley Aboriginal Health Service Maternal and Child Health Coordinator
7. Mr Wesley Norman Ord Valley Aboriginal Health Service Aboriginal Health Worker
8. Mr Sam Rogers Ord Valley Aboriginal Health Service Aboriginal Health Worker
9. Mr Duane Stace Kimberley Aboriginal Medical Services Council MMEX / Ferret Trainer
10. Ms Aimee Trust Ord Valley Aboriginal Health Service Senior AHW
11. Ms Marrella Wilson Ord Valley Aboriginal Health Service Pharmacy Assistant

Kimberley Region Forum (Broome)
Name Organisation Role

1. Dr David Atkinson Kimberley Aboriginal Medical Services Council Medical Educator
2. Mr Phil Befrage Self-employed Sub-contractor
3. Mr Chris Bin Kali Broome Regional Aboriginal Medical Service Chief Executive Officer
4. Dr Paris Bovell Broome Regional Aboriginal Medical Service Registrar
5. Mr Matthew Burrows Kimberley Division of General Practice Chief Executive Officer
6. Mr Henry Councillor Community Member
7. Ms Roslyn Dixon Student
8. Mr Richie Fejo Northern Territory General Practice Education Cultural Educator Northern Territory General Practice 

Education
9. Dr Sjef de Jong Broome Regional Aboriginal Medical Service Senior Medical Officer
10. Mr Frank Parriman Department of Justice Public servant
11. Ms Liz Parriman Department of Education Community Member
12. Ms Pat Parriman Southern Cross Care Aged Care Worker
13. Dr Marina Rogers Derby Aboriginal Health Service Registrar
14. Dr Zoe Smythe Derby Aboriginal Health Service Supervisor
15. Mr Grant Streeter KGB Marine Pty Ltd Skipper / Master
16. Mrs Katie Streeter DCP Admin. Assistant
17. Dr Sally Stokes Kimberley Aboriginal Medical Services Council Registrar

Mid-West Region Forum (1)
Name Organisation Role

1. Mr Fred Block MGPN Members’ Services Manager
2. Mr Terry Brennan Geraldton Regional Aboriginal Medical Service / 

Aboriginal Health Council of Western Australia
Chief Executive Officer

3. Mr Tony Dodd Geraldton Regional Aboriginal Medical Service Aboriginal Health Worker
4. Mr Simon Forrest Combined Universities Centre for Rural Health Asst Professor, Aboriginal Health
5. Ms Jenny Hall Geraldton Regional Aboriginal Medical Service Clinic Manager
6. Ms Tiarnha Kickett Geraldton Regional Aboriginal Medical Service Medicare Clerk
7. Dr Anne Larson Combined Universities Centre for Rural Health Chief Executive Officer
8. Ms Karen Miller Geraldton Regional Aboriginal Medical Service Healthy 4 Life Coordinator
9. Ms Rae Peel Geraldton Regional Aboriginal Medical Service Consultant Senior Nurse
10. Ms Francine Tressidder Geraldton Regional Aboriginal Medical Service Aboriginal Health Worker
11. Ms Deborah Woods Geraldton Regional Aboriginal Medical Service Deputy Chief Executive Officer

Mid-West Region Forum (2)
Name Organisation Role

1. Dr Naomi Brooks Geraldton Regional Aboriginal Medical Service Supervisor
2. Dr Jennii Krawitz Batavia Health Registrar
3. Dr Jean-Philippe Lalonde UMP / Geraldton Regional Aboriginal Medical Service Registrar
4. Dr Aru Moodley Batavia Health Supervisor
5. Dr Melissa Morison UMP Supervisor Liason Officer
6. Dr Nikee Msuo Geraldton Medical Group Registrar
7. Dr Kim Pedlow LOMC / GRH GP
8. Dr James Quirke Batavia Health Supervisor
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North Metropolitan Region Forum
Name Organisation Role

1. Dr Boey-Leng Loy Seacrest Medical Centre Registrar
2. Dr Nadine Perlen Lockridge Medical Centre Supervisor
3. Dr Amitha Preetham Belridge Medical Centre Registrar
4. Dr Vasantha Preetham Belridge Medical Centre Supervisor
5. Dr Chips Thelander Mindarie Medical Centre Supervisor
6. Dr Wence Vahala Bayswater Medical Centre Supervisor

Pilbara Region Forum
Name Organisation Role

1. Dr Crystal Cree Private Practice GP
2. Dr Mike Eaton Mawarnkarra Health Service Roebourne Australian College of Rural and Remote Medicine
3. Dr Martin Kumar Karratha Medical Centre GP
4. Ms Marilyn Lockyer Mawarnkarra Health Service Roebourne Clinic Coordinator
5. Ms Sandra Overington Mawarnkarra Health Service Roebourne Practice Manager
6. Dr Jay-Mien Phang Mawarnkarra Health Service Roebourne Senior Medical Officer
7. Ms Jenny Phang Psychologist/Community Member
8. Mr Bernie Ryder Community Member
9. Ms Lynda Ryder Community Member
10. Dr Peter Smith Nickol Bay Hospital Senior Medical Officer

South Metropolitan Region Forum
Name Organisation Role

1. Dr Hamza Amir Forest Lakes Medical Centre Supervisor
2. Dr Rupert Backhouse Murray Medical Centre Supervisor
3. Dr Jonathon Dalitz Melville Family Health Centre Supervisor
4. Dr Peggy Leung Parkwood Medical Centre Supervisor
5. Dr Kathy Mallory Forrest House Medical Group Supervisor
6. Dr Michelle McNamara Woodbridge Medical Centre Registrar 
7. Dr Scott Teasdale Nickol Bay Hospital Supervisor
8. Dr Christine Troy Fremantle Family Doctors Registrar 
9. Dr Belinda Wozencroft Seacrest Medical Centre Registrar 

South West Region Forum
Name Organisation Role

1. Ms June Foulds Greater Bunbury Division of General Practice Chief Executive Officer
2. Dr Gill Cowen WAGPET Supervisor
3. Mr Mark Grime St John of God Hospital Bunbury Chief Executive Officer SJGHD
4. Dr Mostyn Hamdorf WAGPET Supervisor
5. Dr Keith Howe Bunbury Rural Clinical School Medical Coordinator
6. Ms Glenda Humes South West Aboriginal Medical Service Chief Executive Officer
7. Ms Gloria Khan South West Aboriginal Medical Service / National 

Association of County and City Health Officials /GPET
Board Member

8. Dr Peter Maguire Royal Australian College of General Practitioners Chair
9. Dr Saumitra Seal WAGPET / Collie River Valley Medical Centre Supervisor 
10. Dr Peter Wutchak WAGPET Supervisor
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WAGPET Training Review: Indigenous Health

Organisational Interview Format

Name:
Position:
Date:

Interview Questions
I am interested in hearing your opinion of the state of training in Indigenous health for GP registrars and prevocational doctors 
in WA. 

1. What is working well in relation to training in Indigenous health for GP Registrars and pre-Vocational Doctors and why do 
you think this is the case? 

2. What are the aspects which you believe aren’t working and why do you think this is the case? 
3. What actions should be taken to improve training for GP registrars and prevocational doctors in Indigenous health in WA? 
4. Who are the key partners that need to be involved and in what ways?
5. What are some opportunities that should be pursued to improve training for GP registrars and prevocational doctors in 

Indigenous health? 
6. Any other comments?
----------------------------------------------------------------------------------------------------------------------------------------------------------------------

WAGPET Training Review: Indigenous Health
Individual Regional Interviews

Name: 
Position: 
Date: 

Interview Questions
1. I am interested in hearing your opinion of the state of training in Indigenous health for GP registrars and prevocational 

doctors in your region.             
 a. What is working well in your region in relation to training in Indigenous health for GP registrars    
  and prevocational doctors and why do you think this is the case?       
 b. What are the aspects which you believe aren’t working in your region and why do you think this is the case? 

2. Is the training in Indigenous health for GP registrars and prevocational doctors supported by the community in this region?
3. In your view, what actions should be taken to improve training for GP registrars and prevocational doctors in Indigenous 

health in your region?
4. What are some opportunities in your region that should be pursued to improve training for GP registrars and prevocational 

doctors in Indigenous health?
5. Any other comments?

A P P E N D I X  T H R E E :  I N T E R V I E W  Q U E S T I O N S
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1. Participants’ overall perception of the current state of training in the region for GP registrars and 
prevocational doctors in Indigenous health:
• The training opportunities are under utilised. There are good opportunities but they are not accessed sufficiently.
• Opportunities for training are not formally organised and in some cases are discouraged.
• There is lack of adequate staff and time for supervision.
• The region doesn’t attract doctors in training.
• Access to training is assumed – this is not always the case.

2. What is working well in the region in training for GP registrars and prevocational doctors in 
Indigenous health?

Opportunities for Placement
• There are very good opportunities through Bega Aboriginal Medical Service. 
• There is more opportunity to form close personal relationships in comparison to the metropolitan area.
• The opportunity to work in the hospital and in GP practices.

Regional Training and Support
• When registrars come to the region, the training is well done.
• Cultural training is available with people such as Geoff Stokes, Aboriginal Elder - Moropoi, Mt Margaret, Laverton 

and Leonora.
• The commitment of the Stokes family, who provide ease of access and opportunity to live with an Aboriginal family.
• The opportunity to work in the hospital and in GP practices enables exposure to a wide variety of health issues, 

which provides relevant training.
• Access to training is available and opportunities are provided, but are they are under-utilised – the region needs 

GP registrars to take up the opportunities. 

3. What is not working as well as it should in the region in training for GP registrars and prevocational 
doctors in Indigenous health?
• Lack of applications for placements
• There is not enough interest among GP registrars to come to the Kalgoorlie region - WHY?
• Current recruitment strategies are not working, fully paid tours of the region don’t attract registrars, marketing 

sessions are always in Perth, advertising is not targeted to the “appropriate” people who may be attracted to come 
to the region, and the opportunity to undertake a “unique” medical experience is not well promoted. 

• Once doctors have reached the stage of becoming GP registrars, they often have commitments which they believe 
make it difficult for them to move regional areas.

Limited opportunities
• There is lack of opportunity for registrars to work in public health and it is a very important area for training.
• There needs to be more exposure to remote communities – not just the township of Kalgoorlie 

Supervision 
• Lack of full-time experienced supervisors at Aboriginal Medical Service.

Split Community Residency
• The community residency doesn’t work when it is split across two disciplines in one day – there is no continuity of 

focus in training.

A P P E N D I X  F O U R :  R E G I O N A L  F O R U M  R E S P O N S E

G O L D F I E L D S  /  E S P E R A N C E  F O R U M
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Aboriginal Involvement
• There needs to be encouragement for greater engagement between Aboriginal people and GP registrars – from 

both the Aboriginal and GP registrar perspective.  Aboriginal people often feel shy or reluctant to become engaged. 
• The amount of paperwork required and delays in payment discourages Aboriginal people from engaging in the 

training experience.
• There is a need for GP registrars to get to know Aboriginal people outside work.  However there is often a time 

constraint on this occurring when practices are relying on income being generated.

4. Specific recommendations as to what needs to happen in the region to enhance training in 
Indigenous health for GP registrars and prevocational doctors.

Partnerships / Collaboration
• Facilitate greater involvement of the Aboriginal community in GP registrar training through:

 - Greater communication channels between the medical community/WAGPET and the Aboriginal community – 
encourage Aboriginal Health Workers

 - Development of capacity in the Aboriginal community and rewarding of it ie acknowledgement and respect – 
support programs and advocacy – development of Aboriginal mentors

 - Encouragement of Aboriginal people to experience and attend WAGPET or medical conferences – provide 
greater exposure for Aboriginal people, particularly Aboriginal Health Workers – fostering of medicine as a career 
for Aboriginal children in local schools 

 - Acknowledgement of Aboriginal people who have contributed to knowledge and training.

Flexibility
• Provide flexibility within different positions in a term of training   ie less rigid training schedule – be re-active to 

teaching/learning situations where possible.
• Utilise other training opportunities in the region – eg RFDS, Leonora, Laverton and  Ngaanyatjarra Lands.
• Provide opportunity for a mixed term of training in Population Health – immunisation/school health. Develop ways 

to overcome conflict between payments from different sources of funding.

Marketing
• Target marketing programs towards the “appropriate” people who may be attracted to come to the region and 

promote the opportunity for GP registrars to undertake a “unique” medical experience in the Kalgoorlie region.

Supervisors
• WAGPET needs to increase the numbers of accredited supervisors in the region.  Relax the requirements for 

supervisor status:  ie minimum 5 years as GP – enable co-mentors.

Training / Cultural Awareness
• At the start of training, provide copies of relevant reading/DVDs to increase awareness/knowledge of Aboriginal 

culture – past, present and future;
- Rabbit Proof Fence,
- Why Warriors Lie Down and Die, and
- Samson and Delilah.

• WAGPET needs to ensure that there is a formal requirement for registrars to be released for training and for it to 
be assisted by back up funding.
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1. What is your perception of the current state of Indigenous health training in your region?
 Moodline results: eight dots placed between poor and satisfactory. One undecided [new to the 

region]

Comments: 
• Poor pathways into jobs in IH underpinned by training issues.
• A lot of students are in allied health, nursing etc – but very few are Indigenous – potential barrier perceived to be 

the workplace culture is not welcoming
• Inconsistencies with attendance to cultural awareness training – trialling a two hour session [issues of release are 

a concern]
• Not enough interaction with GPs and Aboriginal Health Workers [Mentoring roles]
• Supervision and training needed
• It can be very difficult for GPs to wear all the hats required
• There is an issue around the transient nature of the Indigenous population 

2. What strategies and initiatives related to IHT are occurring in your region? What is their effectiveness 
and sustainability?
• Cultural Awareness training for all health and mental health staff and although the diversity in Indigenous groups 

must be addressed it is not such an issue in this region. Lack of expertise and support currently in running cultural 
awareness programs and there needs to be a willingness and opportunities to establish relationships and trust. 

• Encouragement into health careers [TAFE] and mentoring/cadetship programs and trying to make it effective in 
schools down to Year7. It needs to be highlighted as good career/good training. Family support structures are good 
in this region and the DET Follow the Dream program in high school is valuable.

• GP Network participates in cultural awareness training - Culturally appropriate tips for communication and 
understanding – targets are the GP practice nurses. Adequate funding is a concern re: sustainability. Access to 
others to assist with the program is a bonus.

• Program for medical registrars for chronic disease screening - This program is very new – only two weeks old. It 
may do better if more GP registrars were involved. It is difficult to get the GPs and the registrars in training to work 
together (public and private).

• Cultural Awareness Day planned in October for fifteen registrars. The Geraldton experience was very beneficial.

3. What are any barriers to effective Indigenous Health Training in your region?
• No relationship, no imagination, and no compassion by the health training organisation (WAGPET) – it needs a 

creative, compassionate approach. It can’t be a knee jerk reaction. It needs an imaginative approach based on 
understanding.

• Low levels of education and training achievements in schools in the Indigenous population. Lack of role models 
and capacity in the community to drive, organise and participate in the initiatives. The whole package needs to be 
attractive [big picture] and promoted.

• Cost – impacts on maintaining the strategies.
• Attitude and the need for willingness to implement the new strategies [eg. Men aged between 15 and 54 are not 

accessing medical services willingly].
• Working conditions.

G R E A T  S O U T H E R N  F O R U M
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4. What are some strategies that may assist in overcoming the barriers? What are some a) potential 
partnerships and b) opportunities in your region to develop and enhance IHT? What are your 
recommendations as to how to progress pathways to better quality training in Indigenous health 
and to increase Indigenous posts for that training?

Partnerships
• Identify champions – key people who will drive this eg. The “Andrew Knights” need to be identified and supported 

by WAGPET and relationships built through using an imaginative, compassionate approach.
• Strategic partnerships [Indigenous organisations and individuals like TAFE and WAHCS driven from a local level 

to encourage development of training and education pathways. School-based recruitment programs into the health 
industry should be established.

• Encourage regional GPs to attend the cultural awareness training – include them on the distribution list but the 
timing is crucial.

AHWs
• Relationships between the GPs and the AHWs need to be enhanced – COAG $ - WAHCS/Population Health focus 

will assist in progressing this.

Regional Relevance
• An identification of regional need is critical. The Great Southern Indigenous population is not as “obvious” as those 

groups in the Kimberley and Goldfields, etc. Whose problem is it? This needs to be identified. How much does it 
impact on the work? 
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1. What is your perception of the current state of training for GP registrars and prevocational doctors 
in Indigenous health in your region? 

 [Moodline responses: Don’t know 6, Very poor 0, Poor 0, Satisfactory 3, Really Good 5, Outstanding 
2.]
• [Don’t know]  Are junior doctors getting good and adequate clinical supervision?
• [Satisfactory] Derby finds it harder to attract registrars and people who stay – trying to fit a metro system into our 

context [supervision can be an issue]
• [Really good] Aboriginal Medical Service is a really good place for training in Indigenous health.
• [Really Good] Progress of medical students [Rural Clinical School] to registrar placement to staying on [environment 

is a positive one]
•  [Outstanding] Stephanie Trust success is a stepping stone to encourage more Aboriginal people into health. We 

have GPRs who have finished training here and are carrying on.

2. What is working well in your region in training for GP registrars and prevocational doctors in 
Indigenous health?

Placements
• There are remuneration packages eg house/car/contract etc. GPET/WAGPET are very generous compared to 

other RTPs.
• Regional infrastructure to support families/social networks eg housing schooling etc
• Participation of Aboriginal Medical Service and building relationships with Allied Health Services/Aboriginal 

communities as part of the training system gives registrars an insight into the concept of community control.
• Pace of learning is measured to the challenge – patient load and consultation times are appropriate – impacts on 

patient care and supervision.

Regional training
• Very good regional workshops organised in Broome and Kununurra with a good quality of delivery/relevant content 

and opportunities to network.
• Protocols are in place – continuity in care of patients [regional] – registrars have these as reference points
• Learning integration is starting to occur [student to the resident to the registrars]

Orientation
• Pre-orientation/communication re: working in the Kimberley is accurate and positive
• Orientation on arrival was positive eg tour around and discussion on phone with Kimberley Aboriginal Medical 

Services Council – felt welcomed by the workplace/community and sector.

3. What is not working as well as it should?

Cultural mentors 
• Cultural mentors are not working as well as in the past

Insufficient Supervisors
• Not enough GP preceptors in the Kimberley
• Inability to retain long term GPs – lack of schooling plus infrastructure – difficult to get on-going supervision.

Cultural Awareness
• Cultural orientation [3hrs] not location specific – too general.

 K I M B E R L E Y  ( B R O O M E )  F O R U M
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Demands on Supervisors
• WAGPET website difficulties – there are a lot of administrative requirements for supervisors.
• Contractual expectations for formal teaching time is difficult for all parties at times [supervisor/registrar]

Insufficient Infrastructure
• Not enough funding for GP technical support in Aboriginal Medical Service eg computer/access to support person.

4. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider what any potential partnerships and opportunities, who needs to be involved and 
WAGPET’s role and responsibility)

Increased collaboration / partnerships
• Involvement of Aboriginal Medical Service in total approach
• Increase support agency involvement [eg Divisions of general practice for training input and social support]

Supervision
• Back-up for supervisor is needed, such as the use of buddy system/locum with experience to provide relief.
• Use of on-line resources as a back-up. Didactic teaching methods eg videotaped lectures/CDs available to 

complement existing training provided by WAGPET and supervisors.
• Innovative ways of delivering GP supervision remotely/off-site [eg internet teleconferences]
• Guarantee supervision time for supervisors to ensure quality feedback and guidance

Retention
• Creating initiatives to maintain permanent GPs [with families especially]
• Initiatives to improve local infrastructure to attract and retain GPs and cultural educators.

Training 
• Training structure to be improved by WAGPET eg curriculum/workbook [as used in SA and VICPET]

Cultural awareness / orientation
• Cultural and medical orientation on local basis to be compulsory! [Saltwater/desert]
• Cultural orientation to be made more site specific. It can possibly be provided through the local community [law and 

culture centres, Aboriginal Medical Service, ICAMSC, RTOs].
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1. What is your perception of the current state of training for GP registrars and prevocational doctors 
in Indigenous health in your region? 

 [Moodline responses: Don’t know 4, Very poor 0, Poor 4, Satisfactory 3, Really Good 0, Outstanding 
0.]
• General cultural awareness only – communities differ
• GPRs have indicated that it could be better planned [eg the learning plan] – needs to be worked out prior to 

placement [Chief Executive Officer/Senior Medical Officer/Senior Management/other staff need to know to better 
coordinate opportunities – retention implications]

• Roles within Aboriginal Medical Service not known and utilised to the best advantage – including remote provision; 
it is very different and registrars need this understanding in addition to formal sessions with GPs.

• GPs don’t really know the home environments [eg ‘fridge/insulin issue] – What is being taught at university?
• Don’t know how much we can use them in the clinics/including in remote clinics
• IT – registrars don’t have a broad enough base with IT systems currently used in Aboriginal Medical Service 

[“Medical Director” software known but not MMX, etc].

2. What is working well in your region in training for GP registrars and prevocational doctors in 
Indigenous health?

Quality of registrars
• Majority of GPs are very hard-working. Their role is appreciated and critical.
• The registrars are very approachable and have good skills.

Learning Opportunities within Ord Valley Aboriginal Health Service
• Monday and Tuesday mornings are happening [Thursday morning – teleconference/video conference] plus AHW/

Clinical meeting from practice.
• They see real life when they’re here –not just in textbooks/work in hospitals
• Feedback from registrars regarding training is positive.

3. What is not working as well as it should?

Cultural Awareness / Cultural mentors
• Cultural Awareness is done in a one-sided way.  It is not enough to have someone coming in from the community 

and speaking to the registrars for 1.5 to 2 hours, but they need to go to the community – across the range. 
• AHWs not being used to bridge the gap, they need to be the cultural mentors providing insight - in home visits [not 

many home visits done] eg renal HW – PHC – holistic view.
• Cultural awareness is too general; it needs to look at different communities within eg dialects/geographic areas.
• Registrars have indicated that it could be better planned [eg the learning plan] – needs to be worked out prior to 

placement [Chief Executive Officer/Senior Medical Officer/Senior Management/other staff need to know to better 
coordinate opportunities. 

Lack of role clarity
• Registrars need to understand their role 
• AHWs don’t really have a full understanding of registrar roles, what their expectations are of us [staff] and what our 

expectations are of them. – What’s needed? What do they want/need from us as AHWs?

K I M B E R L E Y  ( K U N U N U R R A )  F O R U M
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Limited understanding of Aboriginal Medical Service way of working
• Some of the registrars sometimes find it hard to work out how our team approach works [used to hospital systems 

approach] and it takes them a while to access the rest of the team. eg little or no knowledge of health checks carried 
out and their role – critical tool in Aboriginal Medical Service

• Little understanding of complete Primary Health [as provided by Aboriginal Medical Service – very different to other 
services]

• Lack of understanding of issues relating to Indigenous health and unrealistic expectations re accommodation/
working conditions

• Communication conflicts with new doctors and pharmacy – different system for dispensing here – some “never 
wrong” – lack of knowledge of the Kimberley standard

• Not a strong sense of the organisational politics and how regional organisations such as Kimberley Aboriginal 
Medical Services Council fit in – need to understand political/functional structure, eg, Who do I ask about X?

Lack of learning plan
• Registrars have indicated that it could be better planned [eg the learning plan] – needs to be worked out prior to 

placement [Chief Executive Officer/Senior Medical Officer/Senior Management/other staff need to know to better 
coordinate opportunities.

Supervision
• Remote model of supervision doesn’t work for registrars. They need more contact with the ME than they currently 

have; visits every 2-3 months are not enough.
 

4. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider what any potential partnerships and opportunities, who needs to be involved and 
WAGPET’s role and responsibility)

Understanding of Aboriginal Medical Service Context/ Improved Orientation
• Registrars need to have a very good understanding of multi-disciplinary teams and their importance in terms of 

Indigenous health, not just the jargon – it won’t work if it doesn’t happen!
• There is a really good Ord Valley Aboriginal Health Service orientation package, but most people haven’t seen it/

didn’t know it existed – needs to be disseminated to all existing and new staff by line managers within Ord Valley 
Aboriginal Health Service.

• Orientation package to be developed by Kimberley Aboriginal Medical Services Council
• Registrars need to understand more about their role/expectations prior to coming
• Registrars to hold a formal session with their Aboriginal Medical Service team – Who am I?  What do I need/want? 

– a two way exchange.     

Cultural mentors
• AHWs should be cultural mentors – the approach needs to be more structured and registrars should be made 

aware of this role before they arrive.

Supervision
• Increased regular use of video conferencing by ME to support individuals/mentor staff to increase support for 

registrars
• There needs to be more support from Kimberley Aboriginal Medical Services Council for our registrars, similar 
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to Broome Regional Aboriginal Medical Service. We also need more GPs here to supervise and support them. 
Without adequate numbers of GPs in Ord Valley Aboriginal Health Service, the place would not function.

• Learning plans need to be developed and shared with relevant staff in order to provide opportunities and support.

Content of training
• Increased understanding of population health is required – not just focussing on individual patient care but on 

health checks, etc – “Closing the Gap” – otherwise just chaotic. Service delivery is driven by this.
• Registrars need to be trained in Kimberley standards for pharmacy [Kimberley Aboriginal Medical Services Council 

should be involved] and how the local context system works [done in-house – orientation package]

Cultural Awareness
• One component of training/induction can be done centrally – the other needs to be done in a community specific 

context.
• Introduce home stay at Wuggubun Community for registrars for a weekend as part of their induction.
• Need for registrars to be aware of family/cultural issues, eg, transport, complex family networks etc in context 

of healthcare – this should be included as part of Induction – Aboriginal Medical Service/WAGPET/Ord Valley 
Aboriginal Health Service/Broome Regional Aboriginal Medical Service need to partner – service specific

• Cultural awareness package to be delivered by local community people – twice a year for a couple of days – with 
a certificate at the end of the course.

Increased flexibility re: placements
• Need flexibility as a region for placements – Ord Valley Aboriginal Health Service/Derby Aboriginal Health Service 

– week-long swap to share different aspects that are present in each service. 
• Registrars to spend some time in Social Support Unit – Ord Valley Aboriginal Health Service is the only one in 

the Kimberley that has one; curriculum directly linked to experience in Aboriginal Medical Service – key aspects 
–holistic view – all aspects of health care – drug/alcohol and mental health – transfer/flexibility with placement.
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1. What is your perception of the current state of training for GP registrars and prevocational doctors 
in Indigenous health in your region? 

 [Moodline responses: Don’t know 3, Very poor 0, Poor 6, Satisfactory 0, Really Good 0, Outstanding 
0.]
• Indigenous health hasn’t come up as a topic for training for any registrars/GPs
• They haven’t asked for it. Not a lot of contact with Aboriginal people before coming here.
• Not a compulsory topic/area. Why would they request it?
• It’s not perceived as a high priority – nice to do but...
• GP doesn’t see Aboriginal health as especially relevant. “Sore toe is a sore toe”
• But .... a sore toe is not just a sore toe.. the context is critical.
• Also the amount of exposure for some GPs is limited. 

2. What is working well in your region in training for GP registrars and prevocational doctors in 
Indigenous health?
• Those from different cultures [eg Asia/Africa] seem to be more wide-eyed.
• Giving the real picture, but also need the warm, fuzzy and contextual understanding
• Positive that they are exposed to us –they are coming to us.
• Some of the GPs who have registrars are contacting Aboriginal Medical Service to ask for advice. 

3. What is not working as well as it should?
• Lack of partnerships / collaboration
• Need for greater partnerships between GPs practices, hospital and Geraldton Regional Aboriginal Medical Service 

- Share the people – advantage for registrars in experience plus cultural awareness for the practice.
• Sense of ownership by supervisors within the practice is not strong. It needs to improve. [although some movement 

is noted]
OTDs

• OTDs – crash courses don’t work. Need to go slower.
• OTDs are not perceived by registrars as having much to offer [80% in the Mid-West] 

Disinterested Placements
• Not having genuine registrars who want to be – “time wasters”. 
• Majority of final year students are rude and inappropriate at times – “Big Shots” - How much prior exposure to 

Aboriginal health? Cultural security training?
• Perceptions are ingrained prior to arrival. 
• Half of the registrars are really interested and the other half are not. [perhaps no prior experience of Aboriginal 

health]
• Why go to the Mid-West? Kimberley instead – [incentives above the 26th para]

Cultural awareness
• Acute care is often a poor experience for Aboriginal people. Cultural awareness and broader experience would 

reduce this. 
• Too ad hoc/moving from one region to the other doesn’t guarantee quality training – practices and cultures are 

different.

M I D - W E S T  ( 1 )  F O R U M
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Lack of flexibility / creativity
• Don’t think outside the square – need to think differently re: Aboriginal health - needs to be a compulsory requirement 

of study

Lack of planning / coordination
• Lack of clarity re: identified objectives – do they have them?
• No regional Indigenous training plan – needs to happen.
• Need to identify how this region can deliver exceptional IH training.

4. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider what any potential partnerships and opportunities, who needs to be involved and 
WAGPET’s role and responsibility)

Cultural awareness / mentoring
• Registrars spend more than six hours in the topic by having a more experienced GP in the practice to provide 

on-going teaching and coaching.
• Cultural Community Mentor to be appointed with required ongoing contact to build relationships.
• Registrar to evaluate their experience – placement in the practice [including Basic Workshop 3] and give feedback 

to the Aboriginal Medical Service.
• More education re: different cultural regions – each is different – not one size fits all
• GP and AHW mentorship within the Aboriginal Medical Service and within division. [ALO coordinator – new role 

could be used for this]

Regional Planning
• Regional Indigenous Training Plan to be developed.
• Indigenous Training program to be formulated by WAGPET and Combined Universities Centre for Rural Health
• Planned/structured calendar for maximum experience and exposure within the practice.
• Need to send a mentor to Perth to find out who is genuine and offer them a placement.

Partnerships / Collaboration
• Develop partnerships between Geraldton Regional Aboriginal Medical Service, GP practices and hospitals. 

Registrar sharing and passing on knowledge could be maximised. This would be an advantage for registrars in 
gaining experience,  plus cultural awareness for the practice.

• WAGPET Board to have a designated position for an Aboriginal person. 

Curriculum
• Develop a continuum of learning in Aboriginal Health. University to prevoc. to registrar to ongoing [WAGPET/

University]
• Name of training is ambiguous – it needs to be made clearer.
• Increased clarity re: identified learning objectives for all involved.
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1. What is working well in your region in training for GP registrars and prevocational doctors in 
Indigenous health? 
• WAGPET were very proactive in pushing Aboriginal health; the large camp-out and most workshops had cultural 

awareness aspects and didn’t just focus on the Kimberley.

2. What is not working as well as it should?

Resource allocation
• The perception that the only “real” Aboriginals are in the Kimberley and the Goldfields. It stems from Canberra and 

impacts at the local level – 75% of the funding goes to the Kimberley and 75% of Indigenous people don’t live in 
the Kimberley.

Supervision
• Last year the problem with Geraldton was that there were not enough supervisors and there was an incorrect 

perception that it was only done in the Subsequent term. 
• Supervision issues - WAGPET haven’t facilitated my own learning and I had no supervisor at one time. Even 

though in my subsequent year, I still needed support. The remote supervisor also has to be comfortable with this, 
owing to medico-legal implications.

Aboriginal Medical Service and Private Practices
• Private practices have more funding compared to Geraldton Regional Aboriginal Medical Service.  Registrar 

payment is a minimum at the Aboriginal Medical Service (although this fact disputed by one of the Supervisors 
from Geraldton Regional Aboriginal Medical Service – same rate as non-Aboriginal Medical Service placement). 
This is an issue with all other Aboriginal Medical Service (especially Kimberley) and it makes it less attractive as 
an option from a placement.

• Some Aboriginal people don’t want to attend the Aboriginal Medical Service; especially teenage girls, so they 
attend private practices.

• Problems with Aboriginal Medical Service – if a bad board, then everything goes backwards.  Often a high attrition 
rate of doctors in Geraldton Regional Aboriginal Medical Service. Lack of opportunity to influence and have input 
into how it runs stops doctors from staying. Very few leave because of money. Doctors who are European-trained 
find it harder to fit in than African doctors. There needs to be someone to mentor those doctors to help them deal 
with the issues. One of the difficulties is the high level of chaos within Aboriginal Medical Service.

Negative Attitudes
• Negative attitudes across the board re: getting into Aboriginal health. As medical students they get lectures from 

Ted Wilkes and get the “guilts”. As registrars their orientation program consists of lots of little talks. WAGPET staff 
don’t always present working in an Aboriginal Medical Service as a perfectly legitimate option as opposed to the 
business-based model of private practice. One Supervisor and one training advisor both said:  ”Why would anyone 
work in an Aboriginal Medical Service?”

• Registrars find it difficult at times in an Aboriginal Medical Service as there is a sense that “There is no one else to 
help me.” You need someone to have as an ongoing “go to” person.

Inadequate or irrelevant training
• Not being taught how to deal with the health issues as a registrar. We get a lot of information re: cultural stuff, 

but it is not the same as when you are plonked in the middle. You need to be with Aboriginal people. The cultural 
awareness days are not enough; too much touchy-feely and not enough practical stuff. When we did compulsory 
regional training in the outer metro area, they couldn’t tell us how to treat otitis media. You really have no idea until 
you start working with patients. Half a day talking about the Stolen Generation is not as useful as it would be as 

M I D - W E S T  ( 2 )  F O R U M
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opportunities to spend some time in an Aboriginal Medical Service; rather than slides at the WAGPET office. A two 
week “camp” at an Aboriginal Medical Service with hands on experience would be more useful.

• A protocol-driven management of disease would help – Aboriginal Medical Service is trying to do this. There are 
some very useful resources such as the CARPA manual and Kimberley treatment protocols available on-line.

• The Northern Territory is miles ahead of WA in terms of its training.
• RLO Forums: we have had enough of the “fluffy stuff” at Medical School and what we need is specialists or rural 

GPs to come and work with us re: scabies or otitis media.
• Aboriginal people are all different and this needs to be reflected in the training.

3. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider any potential partnerships and opportunities, who needs to be involved and WAGPET’s 
role and responsibility) 

Flexibility / Composite Posts
• Having a term of 2 – 3 months at an Aboriginal Medical Service, combined with a metropolitan placement or a local 

private practice or alternatively, a parallel placement with a private practice and an Aboriginal Medical Service or at 
the hospital (similar to PGPPP Community Residency). This should probably be for Registrars at Advanced level 
and above. The issue of fairness to patients and not using them as guinea pigs would need to be considered, along 
with consistency of salary for the Registrar. The program would need to be well-designed, and allow time for the 
community and registrar to build trust and relationships, as this is critical for working with Aboriginal communities. 
A lot of mentoring would be required, in order that registrars have a positive experience.  The practice needs to 
offer a certain package and it needs to be a quality practice, and also there needs to be a revision of the current 
guidelines re: pay structures to ensure practice viability in the long term.

• The first 12 months registrars should be supernumerary to the practice.
• There needs to be greater flexibility about requirements for supervision and the amount of time they need to be 

present; but needs to maintain safety for all involved and to commit to the minimum amount of time required.  Royal 
Australian College of General Practitioners and ACCRM flexibility is required.

Cultural awareness and mentoring
• Cultural awareness stuff is pandering to Aboriginal politics. It is important that there is some awareness because 

most non-Indigenous Australians have very little experience, but it should not be rammed down people’s throats. 
It also needs to include practical aspects, access to mentoring and to resources – need a cultural mentor and a 
medical mentor (eg AHW and Supervisor / Doctor)

Improvements to training
• There should be some compulsory Indigenous health training for all registrars and a specialist pathway for those 

interested (Extended Skills Pathway?).
• Delivery of some practical workshops re: Indigenous health. There is a reluctance to request Aboriginal health 

topics within the region PD because the soft and fluffy stuff is what is always delivered; people need something to 
arm themselves with – common things eg Otitis media. 

• A learning continuum needs to be created which deepens across all the levels, rather than superficial repetition. 
• More clinical skills exposure is critical.
• Registrars should have a stronger voice in determining their training needs with regards to regional training.
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Partnerships / Collaboration
• Rural Health West should open up their Aboriginal Health Conference to all and WAGPET sponsor registrars 

to attend, as well as students through Rural Clinical School. This would meet 80% of their training needs in 
Indigenous Health.

Identification of unmet need
• There needs to be a process put in place to identify the Aboriginal people who falling through the cracks and not 

getting the services they require.
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NORTH METROPOLITAN FORUM
1. What is your perception of the current state of training for GP registrars and prevocational doctors 

in Indigenous health in your region? 
 [Moodline responses: Don’t know 0, Very poor 0, Poor 4, Satisfactory 0, Really Good 0, Outstanding 

0. Two attendees arrived later in the program and did not respond to this initial question.]
• Would have said good/very good six months ago but then worked in the Kimberley – realised it is poor – but pretty 

adequate for GPs in the metro region. A team approach is needed involving all – need credibility/faith from the 
community to bridge the gap. Need for cultural understanding linkage.

• Teaching is good but putting it into practice in location is difficult. A short placement would be helpful to put into 
practice [lack of exposure, theory in session – no experience]

• Have had no formal training myself [supervisor]
• Two day regional training - quite disorganised/waiting around a lot of time – best part was teaching by Indigenous 

educators. Not particularly useful/helpful for the expense – best form of training would be four weeks placement at 
one of the Aboriginal Medical Services but there is a shortage of supervisors.

• There are different Indigenous groups – knowledge is specific to individual groups – generic training is not so useful 
– however, they share the common issues.

2. What is working well in your region in training for GP registrars and prevocational doctors in 
Indigenous health? 
• Cultural Awareness is good. eg Awareness of different interactions with a consultation eg more time being needed.

3. What is not working as well as it should?
• Last minute cancellations of WAGPET sessions with presenters [Elders] not turning up or coming late.
• Under-utilisation of AHWs/liaison to support the training [a la “interpreter” for migrant groups] It is a parallel process 

– adding value to consultation/better client service [The hospital has it]
• The level of interest in Indigenous health within the region – perhaps needs to consider an advanced skills post 

[currently available at Aboriginal Medical Service] could this be extended? There are issues around Supervisory 
capacity.

• The need for some more integration with Aboriginal Medical Service [we need to be careful not to exhaust these 
people– similar to what has happened in the past with mental health.]

• Not being able to communicate as clearly as possible to the Aboriginal patient the relevant health issues so that the 
patient can become a partner in the treatment.

4. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider what any potential partnerships and opportunities, who needs to be involved and 
WAGPET’s role and responsibility)

Involvement of Indigenous people
• Involve local Indigenous doctors in training GPs [AIDA]
• Learn about [and from] traditional Indigenous healers. It is very humbling to become aware of the traditional 

Indigenous healers – if accepted and integrated into our practice, it works. We have mostly discredited it. [Applies 
to medicine generally] We must move towards mutual self respect. There needs to be this understanding built into 
medical school training – WAGPET may have a role here.

• Use Indigenous patients/actors in WAGPET role plays

P E R T H  M E T R O P O L I T A N  F O R U M
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Increased exposure / flexibility of placements
• Short placements in metropolitan Aboriginal Medical Service for registrars, PGPPP, Community residency UNW/

Deans [allocated to practice part time in hospital – in partnership with AIDA]
• Greater exposure of doctors in training to Indigenous health [the partnerships needed are WAGPET + Aboriginal 

Medical Service + Department of Indigenous Affairs (ADVOCAR)]
• Four week placement in Indigenous Health [partners are: WAGPET, Local and regional practices, Aboriginal 

Medical Service]

Training opportunities for GPs/ Supervisors
• Education needs to be as much for the Supervisors as for the Registrars – “If you haven’t learnt and listened, how 

can you hand it on?”

SOUTH METROPOLITAN FORUM
1. What is your perception of the current state of training for GP registrars and prevocational doctors 

in Indigenous health in your region? 
 [Moodline responses: Don’t know 3, Very poor 0, Poor 0, Satisfactory 1, Really Good 0, Outstanding 

0.]
• Don’t know – very few Aboriginal patients in my practice. I’m just as poorly trained as most others but my GPR is 

informed.
• Don’t know - What is training in Indigenous health? What is meant by it?
• Don’t know - State training – I am yet to do a WAGPET workshop –have heard from others it is not particularly 

useful. It’s variable – there’s a diverse range of Aboriginal communities – it is really difficult to deliver a generic 
program. Some would see it as less relevant to their region. [maybe it needs to be regionally specific]

• Don’t know - I’m fairly new in this region and am tempted to put “very poor”- the opportunities don’t seem to be 
really there  to apply learning into practice – consultations are too infrequent with the client group.

• Satisfactory – I come from the Pilbara – my response is related to that region. But in Perth I haven’t seen the 
training that has been done with the registrars [apart from the cultural awareness]   

2. What is working well in your region in training for GP Registrars and Pre-vocational Doctors in 
Indigenous health? 

Exposure
• Exposure to Aboriginal Health through the Aboriginal Medical Service – Increased understanding of Aboriginal 

culture relies on this exposure.
• Well functioning Aboriginal Medical Service and appropriate and effective supervision – in the context of working 

intensively with Aboriginal patients.
• Junior doctors are now [hopefully] getting really good exposure/rural placements by the Rural Clinical School.
• Undergraduate exposure via UWA [3rd year] and possibly also Notre Dame.
• Good exposure from the central regional program to attract GPRs back to the region.
• “Lived” exposure is useful rather than text book approach.
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Cultural awareness
• Good to have regions providing their own Cultural Awareness for people who work in the area [really good for those 

who work in the region where hosted] but not as useful / relevant to those who will work in other regions.
• The fact that it is in the Basic Workshop is really important – it shows WAGPET’s commitment to it.
• Having a formal Cultural Awareness training is one thing – but the vast majority of hands-on training [eg family links 

in the town - local knowledge] is communicated by the supervisor.  A long tail/lead-in time [six month term] doesn’t 
give credibility with the community – reputations are critical to the Aboriginal community.

• Practical information given is really beneficial especially if delivered by Aboriginal people.

3. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider what any potential partnerships and opportunities, who needs to be involved and 
WAGPET’s role and responsibility)

Placement in an Aboriginal Medical Service / Increased exposure opportunities
• Registrars to be required to spend time in a well functioning Aboriginal Medical Service with a well trained supervisor 

– this needs to be financially neutral at least [ie the supervisor is not losing money by doing this]
• WAGPET, in conjunction with Aboriginal Medical Services that are specifically motivated and engaged, and other 

providers such as supervisors and AHWs from Rural Clinical School and local hospitals, consider increased 
opportunities for Aboriginal Health exposure across the regions including greater partnerships with Aboriginal 
Medical Services that may include standard rotations but also consider shorter rotations [eg 2 weeks] that may allow 
greater numbers of exposure. There may be Aboriginal Medical Service funding/organisational issues. Registrars 
need to be seen as supernumerary in this situation [three hours/week for registrars to pursue professional interest]. 

AHWs
• Registrars to work with AHWs for a specified time period [eg Fremantle Street Doctor] Divisions of GP to engage 

with the community and enlist AHWs to attend practices that support WAGPET’s training.  Once or twice experience 
as part of a block. If AHWs are keen, it’s excellent. Canning could be the starting point for this.

Cultural awareness and regional focus
• The local divisions of WAGPET and the supervisors from the region consider the local delivery of a cultural training 

program, as well as central training, to ensure relevance to local Indigenous communities.
• Provision of concise, relevant “nuts and bolts” information as part of the training as opposed to over-arching, 

politically correct, airy-fairy statements [and good pre-reading for the relevant rotations.] Regional places and 
cultural groups have different needs and they need to be trained appropriately for the area they are living and 
working in.
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1. What is your perception of the current state of training for GP registrars and prevocational doctors 
in Indigenous health in your region? 
• Poorly organised
• Lack of resources
• Doctors are not as culturally aware as they should be
• A knowledge of Indigenous health is not taught in mainstream general practice
• Lack of doctors with a knowledge of Indigenous health issues 
• Lack of Indigenous doctors 
• The focus should be broader than just health  - “Our good health depends on the goodwill of good doctors who are 

prepared to give good treatment in a good way – not on the ‘system’” (from an Aboriginal Elder)
• Indigenous perceptions of western medicine is important and needs to be recognised by the medical community 

2. What is working well in your region in training for GP registrars and prevocational doctors in Indigenous health? 

Consultation
• Consultation with the local service and the community 

Cultural awareness / orientation
• Successful cultural awareness training days 
• Medical students’ experiences allow them to engage with the community 
• Community orientation sessions by the community Elders 

Aboriginal Medical Service Context
• Supervised involvement in Onslow and Aboriginal Medical Service
• Family atmosphere in the Aboriginal Medical Service is very positive and unique 
• Wirraka Maya recently have become a regional training organisation – AHW training [Port Hedland]
• Service operates as a team – very supportive.  
• There is time to talk – no pressure from appointments 
• Home visits and community visits are successful.

3. What is not working as well as it should?
• Relationship between registrars and Community
• Social involvement of registrars and doctors with the community needs to work better

Cultural awareness
• Doctors are not as culturally aware as they should be
• A patient has no social context in the hospital setting
• We need to ensure that community Elders represent all kinship groups

Infrastructure 
• Accommodation and education facilities is a problem for attraction and retention
• Nickol Bay Hospital only sees acute cases [not whole health/family] 

P I L B A R A  F O R U M
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Curriculum
• Lack of teaching course content to the management of Indigenous health
• The focus should be broader than just health 
• Indigenous perceptions of western medicine is important and needs to be recognised by the medical community 

4. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider what any potential partnerships and opportunities, who needs to be involved and 
WAGPET’s role and responsibility)

Aboriginal Medical Service
• An umbrella organisation is needed to support the Aboriginal Medical Service in the Pilbara region
• Aboriginal Medical Service Centre like this one is suitable for registrars with families as they are not on-call or have 

home visits.  

Cultural awareness / mentoring
• A Train the Trainer model should be used by the Indigenous community in training doctors in cultural awareness 

sessions
• An appropriate cultural awareness program be developed and support provided through this
• An advisory committee be appointed consisting of a local regional representative [Indigenous]
• Community appraisal of doctors’ skills and cultural awareness should occur
• One to one mentoring between an Indigenous local and the registrar is developed
• A live-in experience with Indigenous families provided to assist with overcoming culture shock
• There needs to be proactive continuity of cultural awareness programs
• Mentor / ECT / external contact recognised for regularly debriefing

Curriculum
• A stronger Indigenous health course be built with [a] the content – ability of facilitators to deliver,  and [b] capacity 

of the environment
• Supervisors/WAGPET need to ensure that the curriculum is covered

Building relationships
• There needs to be a structured social network (outside the practice) to assist with community nurturing (eg Rural 

Medical Flying Network)

AHW
• AHWs to be supported in engaging with medical students / registrars (and vice versa)

Infrastructure
• Need improvements to housing available 

Supervision
• There needs to be adequate supervision and support for registrars (24/7)
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1. What is your perception of the current state of training for GP registrars and prevocational doctors 
in Indigenous health in your region? 

 [Moodline responses: Don’t know 3, Very poor 1, Poor 5, Satisfactory 0, Really Good 0, Outstanding 
0.]

 Comments re: responses
• No knowledge of what curriculum is provided/expected
• Regional? I know about state-wide but not locally.
• 2.9% of the population in the SW is Aboriginal and the Aboriginal Medical Service looks after 95% of them. Therefore 

exposure is limited to doctors in training in WAGPET practices.
• Aboriginal Medical Service is not a very big player in this.
• There is a mismatch between the training location and where Aboriginal people are – they well may be there but 

not too many opportunities [This also impacts on GP Supervisors].
• This is a hard area to teach as it is very broad and covers lots of areas. There are differences between Aboriginal 

people in different regions and dealing with it generically is not a useful reference point for detailed analysis/
discussion.

• Supervisors are not always confident/comfortable in this area
• Registrars come to the area not knowing what’s in the area eg South West Aboriginal Medical Service etc
• My current practice has a lot of Maori patients and there is a lack of exposure to Aboriginal patients. Owing to the 

comparative lack of exposure, there is not a focus on Indigenous Health compared to other areas such as breast 
cancer.

• Seems to be ad hoc and lacks structure.
• Aboriginal Medical Service very limited in what we can do in providing physical space for access to training.

2. What is working well in your region in training for GP registrars and prevocational doctors in 
Indigenous health?

Cultural awareness
• WAGPET Cultural Awareness Program provides a fairly reasonable exposure to cultural issues [immersion was 

good, but lectures beforehand not useful/practical to just know the history; I want to know the good things to do. 
[Response from others in the group: But Stolen Generation impact continues to have an intergenerational impact]

• Session run in Collie for educators by local Indigenous people was very informative eg family structures [non-medical 
content is almost as important as the medical]

Aboriginal Medical Service / Rural Clinical School Relationship / Exposure 
• Aboriginal Medical Service relationship with the Rural Clinical School where the 5th years sit in with the doctors [two 

weeks/term] - could be with us even longer.

3. What is not working as well as it should?

Lack of exposure / variable interest
• Variable registrar interest/commitment; some exposure is needed as some skills are needed for all GPs.
• This region doesn’t fit the mainstream perceptions of Aboriginal health as for Kununurra/Goldfields etc but still the 

same health issues.
• Large groups of Aboriginal people who use the hospital rather than accessing through primary health providers.
• Most registrars training comes from established GPs who have had little recent exposure to IH issues themselves.
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Aboriginal Medical Service Issues
• SW Region not serviced well within Aboriginal Medical Service/training/medical services
• Aboriginal Medical Service has a lack of space – difficult to accommodate visits [registrars and undergrads]; one 

small Aboriginal Medical Service struggling.
Communication / coordination issues
• Project run in Collie by the Division where they tried to identify key issues/priorities [involved Indigenous people] – 

but it didn’t go any further after five or six meetings [frustrating non-Indigenous members].
• With health professionals- [including allied health and registrars]- no coordination/synchronisation.
Training
• Lectures don’t work as well as being there and as well as working there.
• Mismatch between expectations and curriculum/education – need to understand history to understand the present 

compared to registrars wanting to know how to treat without disrespect.

4. What are your specific recommendations as what needs to happen in your region to enhance 
training in Indigenous health for GP registrars and prevocational doctors? 

 (Consider what any potential partnerships and opportunities, who needs to be involved and 
WAGPET’s role and responsibility)
Resources / Focus
• Question: Do we provide a little bit of exposure to everyone or a more intensive program to a selection? This needs 

to be determined before specific actions are planned and implemented.
Partnerships
• Partnerships to be improved between Aboriginal Medical Service, Divisional GPs and WAGPET for registrar 

placement. Supervision to be done by immersion - the Divisional General Practices and non-Indigenous General 
Practices. 

• Useful to ask for direct feedback from those involved ie Doctors in South West Aboriginal Medical Service as to the 
cultural support provided, what else would be useful. It would be useful to explore if this differs from people coming 
from different cultures compared to local doctors [bias issues].

• Structure a regular release program for registrars into Aboriginal Medical Services [requires support for general 
practices and Aboriginal Medical Service]

• Formalising of relationships with Aboriginal Medical Service across the state to explore the capacities and restraints/
possible roles [eg supernumery].

AHWs
• In the Kimberley Region – Aboriginal Health Workers to provide ongoing support/mentoring]
Specific stream in Indigenous Health
• Within GP training establish a stream specific for registrars with a special interest in Aboriginal Health [combined 

approach between WAGPET, Aboriginal Health Council of Western Australia and Rural Health West]
Improved communication
• Increased communication and dialogue needs to occur between WAGPET and South West Aboriginal Medical 

Service/other Aboriginal Health Resource groups to facilitate teaching and learning. 
• Provision of Information – Who can the registrar ask for help? Contact details [locality specific] for Aboriginal Health 

Workers and resources [through the division at Aboriginal Medical Service] (perhaps the new Indigenous Outreach 
Worker’s role?) 



The WAGPET Board thanks everyone who 
made a contribution to this report.
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