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DHHS
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DOCS
DoHA

List of Acronyms and Abbreviations

Australian College of Rural and Remote Medicine

Australian Curriculum Framework for Junior Doctors
Australian College of Rural and Remote Medicine

Australian Faculty of Rehabilitation Medicine (Faculty of RACP)
Australian General Practice Training Program

Australian Healthcare Agreements

Australian Health Ministers’ Advisory Council (see HWPC)
Australian Health Workforce Officials” Committee (see HWPC)
Australian Institute of Health and Welfare

Australian Medical Association

Australian Medical Council

Australian Medical Students Association

Australian Medical Workforce Advisory Committee
Australian National University (Canberra)

Australian and New Zealand College of Anaesthetists
Australian and New Zealand Medical Education and Training
Alice Springs Hospital

Bonded Medical Places

Competency Based Learning

Clinical Deans of Australian Medical Schools

Charles Darwin University (NT)

Queensland Clinical Education Centre

Career Medical Officer

Council of Australian Governments

Continuing Professional Development

Committee of Presidents of the Medical Colleges
Confederation of Postgraduate Medical Education Councils

Community Residency Program (alternative PGY2 program in
WA)

Commonwealth Supported Place (at universities)
Director of Clinical Training; a clinician responsible for
overseeing education of prevocational doctors

Department of Health and Community Services (N.T.) (now
replaced by DHF — see below)

Department of Health and Families (NT) (replaces former
DHCS)

Department of Health and Human Services (Tasmania)
Department of Human Services, Victoria (State Government)
Direct Observation of Clinical Skills

Department of Health and Ageing (Australian Government)



Domestic Medical
Student

DPET
DPGME
DUFF

EBA
EBL
ESTP
FACEM
GPET
HAC
HMO

HWPC

ICC
IMET
IMG
Intern

International
Medical Student

ITP
JCU
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MBS
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MEO
MERACLE

METAG
Mini -CEX
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A permanent resident of Australia who is studying medicine at an
Australian University.

Director of Prevocational Education and Training
Director of Postgraduate Medical Education

Domestic University Fully Funded (full-fee paying local
graduate)

Enterprise Bargaining Agreement

Evidence Based Learning

Expanded Specialist Training Program

Fellow of the College of Emergency Medicine
General Practice Education and Training
Health Administration Corporation (NSW)

Hospital Medical Officer; relates to the industrial agreement and
salary level rather than years of experience and training following
graduation; also called JMO or RMO in other states

Health Workforce Principal Committee (successor to AHWOC
and AMWAC since July 2006)

Integrated Care Centre
Institute of Medical Education and Training, NSW
International Medical Graduate

A doctor in their first postgraduate year of training after
graduation from medical school; also called PGY1

A student from overseas who is studying medicine at an
Australian University (i.e. temporary resident)

Integrated Training Program
James Cook University (Queensland)

Junior Medical Officer, usually PGY 1-3 (see also HMO and
RMO)

Medical Appointments and Training Unit (A.C.T.)
Medicare Benefits Schedule

Medical Deans of Australia and New Zealand
Medical Education Officer

Medical Education, Recruitment, Administration, Credentialing
and Learning (proposed new body arising out of the NTPMC in
2009)

Medical Education and Training Advisory Group (Queensland)
Mini Clinical Evaluation Exercise

More Learning for Interns in Emergency program

Medical workforce Advice and Coordination Unit (Queensland)
Medical Workforce Committee (Western Australia)

Medical Registration Board (one in each State)
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Medical Rural Bonded Scholarship Scheme
Medical Specialist Training Steering Committee
Medical Training Review Panel

National Accreditation Framework

Notre Dame University

National Health and Hospitals Reform Commission
National Health Workforce Taskforce

Northern Territory Department of Health and Community
Services

Northern Territory Clinical School

Northern Territory Rural Clinical School (Darwin)

Northern Victoria Regional Medical Education Network
Overseas Trained Doctor (interchangeable with ‘“IMG”)
Primary Allocation Centre (in Qld., Primary Allocation Cluster)
Prevocational General Practice Placements Program
Postgraduate year

The first postgraduate year of training after medical school
graduation; also called internship or intern year

Postgraduate Year 2; second postgraduate year of training
immediately following intern year

Postgraduate Year 3 (PGY3+ designates doctors beyond PGY3
who are not engaged in vocational training programs

Prevocational Medical Accreditation Framework
Postgraduate Medical Council

Postgraduate Medical Council of Northern Territory
Postgraduate Medical Council of Queensland
Postgraduate Medical Council of South Australia
Postgraduate Medical Council of Victoria (Incorporated)
Postgraduate Medical Council of Western Australia
Postgraduate Medical Council of Tasmania
Postgraduate Medical Reference Group (DHS, Victoria)

Prevocational doctor A medical practitioner in their early years of clinical practice

QMET
RACGP
RACP
RACS
RANZCP
RANZCR
RBWH
RCPA

(PGY1/2/3/4+) who has not yet entered a vocational training
program

Queensland Medical Education and Training

Royal Australian College of General Practitioners

Royal Australasian College of Physicians

Royal Australian College of Surgeons

Royal Australian and New Zealand College of Psychiatrists
Royal Australian and New Zealand College of Radiologists
Royal Brisbane and Women’s Hospital

Royal College of Pathologists of Australasia



RCS
RDH
RGP

RPL
RPRP
RMO
Rotation

RTP

RVTS
RWAV
SIT

Survey Team
Surveyor
UNSW

UTas

UWA
UWS

Rural Clinical School
Royal Darwin Hospital

Rural Generalist Pathway (prevocational training stream offered
in some States)

Recognition of Prior Learning
Rural Preferential Recruitment Program (NSW)
Resident Medical Officer, usually PGY1-3

A defined period of employment on a unit/department/medical
centre

Regional Training Provider (one of 21 for general practice
training)

Remote Vocational Training Scheme
Rural Workforce Agency Victoria

Supervisor of Intern Training; a clinician responsible for
overseeing the intern training program in hospitals

A group of Surveyors chosen for their individual expertise to
undertake a Survey Visit of a health service/facility

An individual trained in all aspects of the Accreditation Program
who acts on behalf of the PMC or equivalent to visit a health
service/facility and assess its compliance with the Standards

University of New South Wales
University of Tasmania
University of Western Australia
University of Western Sydney

Vocational trainee Those doctors who are enrolled in generalist or specialist training

WACHS
WAGPET

Programs (after prevocational years)
Western Australian Country Health Services
Western Australian General Practice Education and Training



EXECUTIVE SUMMARY

Aims and scope of the project:

This study was commissioned by the Victorian Department of Human Services to
provide an overview of prevocational clinical training across all Australian
jurisdictions and highlight the options being considered for expanding education and
training capacity to meet the increasing number of medical graduates in the years
2007 — 2012 and beyond. The current report represents Stage 1 of the overall study.

Methodology:

Stage 1 of the Expanded Settings project has sought to document the consistencies
and inconsistencies between the States and Territories in relation to the current
structure of the PGY1 & 2 years, and the strategies and initiatives being adopted by
the various jurisdictions to address the projected increase in medical graduate
numbers in the six-year period between 2007 and 2012. This has been determined
through an analysis of the available literature, including government and health sector
reports, discussion papers, policy documents and theoretical literature, as well as
through scholarly articles relating to training and assessment of junior doctors, with
particular emphasis on the issue of increased numbers and expanded training settings.
It has also involved face-to-face as well as telephone and email conversations with
PMC and State and Territory government health authority representatives.

Synopsis of report findings:

Projected numbers of medical graduates

Table 1 demonstrates the extent of the predicted increase in medical graduates from
2007-2012. The Eleventh Report of the Medical Training Review Panel makes
comment on four implications arsing from this growth:

- Increased demand on clinical placements for training of medical students

- Acorresponding increase in training capacity for prevocational doctors

- Expansion in both prevocational and vocational training capacity potentially
by greater use of non-hospital settings

- Changes in the way prevocational and vocational training is organised,
supervised and accredited.

! Medical Training Review Panel, Eleventh Report, p. 23



Table 1: Projected number of medical graduates, 2007 — 2012?

Projected
number of
medical 2007 2008 2009 2010 2011 2012
graduates
Domestic 1,586 1,843 1,970 2,209 2,657 2,945
International 327 424 435 417 443 455
TOTAL 1,913 2,267 2,425 2,626 3,100 3,400

Source: Medical Deans of Australia and New Zealand.

Structure and requirements of the PGY1 and PGY?2 years:

The range of clinical training activity in the PGY1 year across the jurisdictions is well
documented, and there are well-developed accreditation processes with considerable
similarities across the States and Territories. The general principles governing
prevocational training in PGY2, 3 and 3+ are that this training occurs during a series
of different clinical rotations in a flexible way that allows for accumulation of clinical
and professional skills sufficient to meet the training needs of the doctor and entry
criteria of Colleges, whilst simultaneously meeting health workforce needs. In most
but not all States, clinical experience, education and training during the PGY2 year
are surveyed on a voluntary basis during hospital accreditation visits. In general, the
educational content and training experience is evaluated across a wide range of
clinical rotations. The clinical training activity in prevocational years beyond PGY2 is
largely under the guidance of College training programs for enrolled trainees. For
undifferentiated trainees, the training process is essentially experiential, along lines of
the traditional apprenticeship process and with minimal formal educational content.
International medical graduates fall into this latter category. Major limitations in
overseeing the quality and scope of PGY2 (and beyond) training are the lack of
comprehensive data collection on numbers of prevocational trainees (except in
Victoria), as well as inconsistent and voluntary accreditation processes.®

In the PGY 1 year there is currently a requirement by medical boards in most States
and Territories for compulsory core terms in medicine, surgery and emergency
medicine, although the latter term has been the subject of scrutiny, both in its
inclusion as a core term, and also in its ability to expand capacity to accommodate the
expected increase in junior doctor numbers. The provision for General Practice terms
to substitute as core terms for Emergency Medicine terms is unique to South
Australia, and in this respect represents a departure from the traditional internship
training models. The AMA has developed a position paper which re-affirms the
importance of emergency training in the intern year, whilst many PMCs who
recognise the need for innovation in structuring appropriate terms for increased
numbers of doctors without sacrificing well-supervised, safe and competent care, are
considering options, especially through expanding GP and community placements.

2 op cit, p.23

% ibid., p.5.







Training innovations and inherent problems:

New initiatives and pilot programs across a range of areas including training
networks, simulation training facilities, modified rostering practices, educational
infrastructure developments and private sector involvement are in evidence in a
number of States in connection with PGY1 training. The flow-on effects of increasing
numbers to later prevocational years, and education and training requirements for
these trainees (as well as for IMGs) are all looming issues for which planning seems
to be in early stages in most jurisdictions. Again, quantification of the size of the
problem seems to be an issue.

Conclusion:

The preponderance of female graduates is just one of the many factors that will
impact on the future growth and distribution of Australia’s medical workforce. Other
challenges and barriers to expanding capacity in prevocational medical training have
been identified and are examined in some detail in this report. Likewise, several key
principles have emerged as being essential to successful expansion and re-structuring
of programs pertaining to prevocational medical education and will need to be
incorporated into any future initiatives and underpin strategic planning, be it at local,
regional, state or national level, in order to achieve best practice standards.

Clearly, a wide range of issues and priorities surrounds the imminent expansion of
Australia’s prevocational medical workforce.



1. STATE DEVELOPMENTS

1.1  THE AUSTRALIAN CAPITAL TERRITORY

1.1.1 Projected number of medical graduates, Australian Capital Territory,
2007-2012*

The Australian Capital Territory (ACT) has produced its own medical graduates since
2007, when the Australian National University Medical School’s first intake of
Postgraduate Entry students completed the 4 year degree course.” This will provide
ACT I—(ISeaIth with an opportunity to “grow its own” junior medical staff into the
future.

As the data shows in Table 2 the number of medical graduates in the ACT is expected
to rise relatively modestly over the six-year period. The most significant increase is
predicted to occur in the number of full-fee paying international graduates.

Table 2: Projected number of medical graduates, Australian Capital Territory, 2007 — 2012

Projected
number of
medical 2007 2008 2009 2010 2011 2012
graduates
Domestic 76 93 80 81 80 82
International 1 5 6 4 12 12
TOTAL 77 98 86 85 92 94

1.1.2 The PGY1 and PGY2 workforce

Up until 2008 (for the 2009 clinical year), the NSW Institute for Medical Education
and Training (IMET) allocated and monitored PGY1&2 numbers on behalf of the
ACT, although the ACT now recruits its own graduates within ‘Network 15°." In 2007
there were 41 PGY1 positions taken up in the ACT, 25 of which were allocated by
NSW IMET and the remainder by ACT Health.® The recruitment of PGY1 and
2doctors is centralised and performed by the ACT Health Medical Appointments and
Training Unit (MATU). Dr Belinda Doherty of ACT Health states “that the network
expects intern numbers to increase in line with ANU graduate numbers and that they

* Source of data is Medical Training Review Panel Eleventh Report, December 2007, Australian
Government (Department of Health and Ageing), Canberra, 2008. pp. 21-24 & 28-33.

® Australian National University Medical School website: www.medicalschool.anu.edu.au (accessed
23/4/09).

® ACT Health Workforce Plan 2005 — 2010; building a sustainable health workforce for the people of
the ACT, Canberra, November, 2005, p.36.

" NSW IMET report for CPMEC meeting, Melbourne, 27/3/09 (unpublished).
8 MTRP, op. cit., p.28.




will be less likely to be able to gain internships interstate in the coming years’.? The
allocation of the interns is determined by the Network Committee.

The ACT has reliable data on PGY2 numbers. According to the Medical Training
Review Panel’s Eleventh Report, there were 43 PGY2 supervised training positions
offered in the ACT in 2007, and 40 of those were taken up.*

1.1.3 Structure of the intern and PGY?2 years in the Australian Capital
Territory

The intern year in the Australian Capital Territory consists of 5 terms. The 3 core
rotations are Medicine (10 - 12 weeks), Surgery (10 - 12 weeks) and Emergency
Medicine (10 - 12 weeks), and there are 2 non-core rotations (8 weeks each). This
model reflects the structure of the NSW PGY1 year, and the rotations are accredited
by NSW IMET.*

The ACT Health network consists of 4 prevocational training hospitals: Canberra
Hospital, Calvary Public Hospital, Goulburn Base Hospital and Bega Hospital.
Currently, under ‘IMET Network 15’,* all interns do terms in Canberra Hospital,
with secondments to Calvary and Goulburn. Term orientation is provided, and two (2)
Performance Appraisals per term are carried out by supervisors.*®

The Medical Board of the Australian Capital Territory recognises PGY1 training
which is accredited by IMET.

The PGY?2 year is a second generalist year and also comprises 5 terms.
There is currently one part-time Medical Education Officer and one Director of

Postgraduate Education and Training (DPET) employed in the Australian Capital
Territory.

° Dr Belinda Doherty in an email dated 23/4/09.
YMTRP, op. cit., p.31.
1 Dr, Belinda Doherty email, op. cit., 23/4/09.

12 This nomenclature refers to the NSW Training Network located within the ACT, and the one which
allocates the 25 intern positions mentioned in the previous section of this summary.

3 Dr. Belinda Doherty email, op. cit., 23/4/09.
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1.1.4 Collaborative partnerships and new initiatives related to the expansion in
prevocational training capacity

The ACT Health Workforce Policy and Planning Unit and the Medical Appointments
and Training Unit together take responsibility for developing expanded settings for
prevocational medical training. ACT Health is relatively small, and considers both
public and private sector needs when planning for future workforce requirements. As
yet, there is no working group set up within the overarching Units to examine the full
implications and establish strategies for dealing with expanded and alternative
settings, although the Workforce Policy and Planning Unit is looking to employ an
officer to develop policy in this area.*

The following directions are of note:

“Network 15” collaboration between partner hospitals: Canberra, Calvary,
Bega and Goulburn to expand prevocational capacity.™

e Under the PGPPP program, there are now 2 intern placements in General
Practice within the ACT. These are located at the Isabella Plains Medical
Centre and Interchange General Practice. Prevocational trainees for this
network are allocated by ACT Health.®

e New rotations in Psychiatry have already been developed, and other new terms
are currently being considered.!” Possible new settings for PGY1 and 2
training include Pathology and Radiology.*® All new rotations would be linked
to the Australian Curriculum Framework for Junior Doctors. General Practice
settings are highly favoured, since this is currently the area of greatest medical
workforce shortage.™

» Roster revisions “are likely, allowing extended hours cover and no unrostered
overtime.”?

e Early discussions are taking place to consider creating new Education
Registrar roles or designating a Consultant Medical Officer to oversee
prevocational medical education and training.?

1 Craig Bingham, Program Coordinator, NSW Institute of Medical Education and Training, in an
email dated 23/4/09.

15 Dr Belinda Doherty email, op. cit., 23/4/09.
1¢ Craig Bingham email, op. cit., 23/4/09.
7 Dr. Belinda Doherty email, op. cit., 23/4/09.

8 ACT Health Workforce Plan 2005-2010, op. cit., p.29.

Y ibid.

% ibid., and also see ACT Health Workforce Plan 2005 — 2010 op. cit., p.33.

L ibid.
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1.1.5 Major challenges and barriers to growth of PGY1 and PGY2 positions in
the Australian Capital Territory

The following challenges have been identified:

a) Providing adequate supervision.

b) The administrative burden of coordinating larger numbers of doctors in an
expanded range of settings.

c) Providing adequate clinical experience in core term rotations.

d) Funding, with the cost of salaries being cited as the major barrier.?%)

22 Craig Bingham email, op. cit., 23/4/09. (ACT Health already funds the administration of places in
the Prevocational General Practice Placements Program)

12



1.2 NEW SOUTH WALES

1.2.1 Projected number of medical graduates, New South Wales, 2007-2012%

New South Wales has, or will have over the six-year period, six of the nation’s
nineteen university medical faculties, and will continue to produce the largest number
of medical graduates of any State or Territory each year. Over the period 2007 —
2012, the annual total numbers of medical graduates in NSW will almost double.

Table 3 below shows the projected increase in graduates from NSW universities. In
2011 the first graduates from the University of Wollongong (2010 final year) are
expected to enter the PGY1 workforce. In 2011, Notre Dame University (Sydney) and
the University of Western Sydney will have their first group of final year students
who will commence internship in 2012. The University of New England will
graduate its first cohort for internship in the 2013 clinical year.

Table 3: Projected number of medical graduates, New South Wales, 2007-2012

Projected
number of
medical 2007 2008 2009 2010 2011 2012
graduates
Domestic 447 467 469 548 694*(~784) 891
International 86 112 125 115 119 137
TOTAL 533 579 594 663 813 1028

(Source: Medical Deans of Australia and New Zealand 2008)

~ Note: There is a discrepancy in the Medical Deans and the MTRP published data
which records 0 graduates for the University of Western Sydney in 2011. According to
data recently confirmed by NSW IMET with the University, approximately 90 students
are expected to graduate in 2011 making the total of NSW Graduates for 2011)

1.2.2 The PGY1 and PGY2 workforce

In 2007, the total number of PGY1 positions in NSW was 517 (i.e. 492 plus 25
graduates from the ACT who are allocated and monitored by NSW IMET. (Table 4).
NSW accounted for 27.7% of the national total of PGY1 positions in 2007 (i.e. 492 of
the 1776 intern places offered).?

% Sources of data are Medical Training Review Panel Eleventh Report, December 2007, Australian
Government (Department of Health and Ageing), Canberra, 2008. pp. 21-24& 28-33 and NSW
Institute of Medical Education and Training, Towards the Future: Discussion Paper, NSW Medical
Training and Workforce Forum, 7 April, 2009, Appendix 1, p.11. Estimates of projected numbers of
graduates vary slightly between the two sources. | have adopted the NSW 2009 figures here as they are
the most recent published data. The variation is consistently lower than the MTRP data, in most years
by between 4 — 8 graduates. 2011 shows the greatest variation, with the MTRP projection being 828
and the NSW IMET projection being 813 (total), thus giving a variation of 15 graduates in that year.

*ibid., p.29.
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Table 4: Projected number of PGY1 positions in New South Wales®

State

2007

2008

2009

2010

2011

2012

NSW

017

617

668

670

N/A

N/A

(Note: N/A = no currently available data projections)

IMET has allocated interns to a system of Prevocational Training Networks since
2004. The network structure was reviewed and restructured in 2005-6. Prevocational
training takes place in 55 hospitals and health organisations which are grouped
together into 14 Prevocational Training Networks [previously 18 networks]. From
2009 the ACT has been recruiting independently to Network 15. % Eligible medical
graduates are allocated to a hospital network position via a centralised allocation
process managed by IMET using a program based on applicant preferences. Once
allocated, junior doctors then negotiate with the network for the home hospital of their
choice. The home hospital is the hospital where interns will undertake most of their
training. Data suggests that approximately 90% of applicants receive an allocation
within their first four preferences using this model.?’

In relation to intern allocations for 2010, NSW Health has activated a “priority listing’
which gives preference to local graduates who are Australian Citizens and Permanent
Residents. However, it is anticipated that most graduates (including international full-
fee paying graduates) will be offered PGY1 places because the overall numbers are
not expected to increase significantly in NSW in 2010. For the 2011 intake (which
includes the first graduates from the University of Wollongong), a ‘merit ranking’
system will be implemented for selection of “non-guaranteed” graduates (i.e.
interstate and temporary resident graduates) into the allocation pool. The details of
this merit ranking system are still to be finalised, but will probably include rankings
against non-technical skills “work readiness or employability” skills.?®

As with most other States and Territories in Australia, the available data pertaining to
PGY?2 positions in NSW is scant and unreliable, however there appears to be a rising

%5 2007 data obtained from MTRP, op. cit., p.28. Projected data from CPMEC 2™ Report to the MTRP,
Clinical Training in Prevocational Years, January 2008, p.19 for 2008. Data for 2009 supplied by NSW
IMET. Projected data for 2010-2012 still uncertain but based on estimates provided by NSW IMET on
the basis of the NSW commitment to finding PGY1 places for all CSP graduates of NSW universities.
As is evident from the MTRP data, op. cit., pp.22-23, the 2011 increase is largely accounted for by the
first graduate cohort from both the University of Wollongong and Notre Dame University (Sydney).
The 2012 number also includes a doubling in the number of graduates from the University of
Newcastle.

28 «Each network should aim to ensure:

e the ability to provide a broad variety of training and teaching experiences through a mix of
tertiary, metropolitan and rural hospitals

e consistency with Area Health Service boundaries and existing vocational training networks
where possible

e equity between hospitals with regards to workforce distribution and JMO training and
supervision. NSW IMET. NSW Prevocational Training and Workforce Project Final
Recommendations, January 2007, p15.

2" Queensland Health Discussion Paper Managing the Allocation of Interns in Future Years, 2008, pp.7-8.

% NSW IMET report for CPMEC meeting, Melbourne, 27/3/09 (unpublished).
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trend in the number of PGY2 commencements since 2005 (an increase of 3.3%). “The
rate of increase can be expected to grow as the wave of new graduates in future years
complete their intern years.”?

1.2.3 Structure of the Intern and PGY?2 Years in New South Wales

All PGY1 positions in NSW and the ACT are accredited by NSW Institute of Medical
Education and Training (IMET) on behalf of the NSW Medical Board.*® IMET was
established in 2005 following the merger of the Postgraduate Medical Council of
NSW (PMCNSW) and the Medical Training and Education Council of NSW
(MTEC). NSW IMET is an entity within the NSW Health system reporting to the
Director General of NSW Health (Health Administration Corporation — HAC) and
providing advice for the Minister for Health.

The PGY1 year consists of 5 terms, comprising core rotations in Medicine (10-12
weeks), Surgery (10-12 weeks) and Emergency Medicine (10-12 weeks) and two
elective (non-core) rotations of at least eight weeks each. PGY 1 doctors from 2008
onwards are being offered a two-year appointment to the network®!, “although that is
not to be equated to a 2-year internship.”* Directors of Prevocational Education and
Training (DPETs) within each training network support PGY1&2 training.*®

NSW in 2009 has 2 approved prevocational positions (which equates to 10 terms) in
the Australian Government funded Prevocational General Practice Placements
Program (PGPPP). Both PGY1 and PGY?2 doctors are involved in the program
currently. Despite the low participation in the program by NSW to date, IMET is
considering PGPPP as a potential opportunity for expanded settings for both PGY'1
and PG\gg doctors in future years, dependent upon further Australian government
funding.

PGY?2 posts, like intern posts, are accredited by IMET. Doctors completing their
PGY?2 year are offered a mix of 5 terms and are required to complete an Intensive
Care or Emergency Medicine term as well as a term providing medical experience
and a term providing surgical experience (or another Intensive Care experience). The
PGY2 year whilst contributing to generalist training, also affords the opportunity for
some trainees to commence College training in their PGY2 year thus reflecting the
vocational interest of these trainees. As a result of the IMET two-year appointment

? MTRP Report, op. cit., pp.30-33.

% CPMEC Report Clinical Training in the Prevocational Years, January, 2008, pp. 17 & 19.

¥l NSW IMET Towards the Future, op. cit., p.7. Also NSW IMET Prevocational Training and
Workforce Project, Draft Report, 15 September 2006, pp. 3-4, 7-8 &13-14.

32 NSW IMET Review of the number of terms for interns (PGY1) and residents (PGY?2), accessed from
IMET website www.imet.health.nsw.gov.au on 11/4/09.

% NSW IMET Towards the Future op. cit., p.7.

% Craig Bingham, Prevocational Training Program Coordinator, telephone conversation, 2/409.
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policy to ensure continuity of training, from 2008 “the number of accredited PGY2
positions are at least equal to PGY1 positions.”*®

1.2.4 Collaborative partnerships and new initiatives related to the expansion in
training capacity

The NSW Department of Health Future Medical Training and Workforce Steering
Committee is responsible for directing and guiding the strategy in relation to the
projected increase in the number of medical graduates. The Expanded Settings
Strategy Group is a sub-committee of the Department of Health Steering Committee
and is comprised of representatives of NSW medical schools, clinicians involved in
prevocational training, IMET and the NSW Department of Health.

NSW IMET and the NSW Department of Health held a Future Medical Training and
Workforce Forum on 7™ April 2009 to discuss four key areas of prevocational training
identified by the Steering Committee as targets for strategic action ahead of increased
prevocational doctor numbers in NSW. These four areas included:

. Innovations in term content and structure. Priority areas of health service
provision which currently offer few or no clinical rotations for PGY1&2s are
being examined as potential expanded / alternative settings. These
specialties / areas include: Pathology, Psychiatry, Public Health/Community
Health, General Practice, Dermatology, Drug Health, Endocrinology,
Radiology, Paediatrics, Rehabilitation Medicine, Palliative Care, Medical
Oncology, Opthalmology, Infectious Diseases, Microbiology, Clinical
Immunology, Geriatrics, Telemedicine, Medical Administration and Medical
Education. “Private hospitals and GP clinics are currently the major focus
for expanded setting opportunities in NSW, but other private settings such as
Community Health and Radiology within city centres are also being
considered.””*)

. New models of training including_simulation, videoconferencing and online
technologies.

. New models of service delivery for patient care. The model tentatively put
forward centres on changing rostering patterns to allocate more PGY1&2s to
after-hours shifts.’

. Attracting and developing supervisors including are-assessment of what
expectations and requirements exist for prevocational supervision.®

% CPMEC Report, op. cit., p.22.
% jbid.

%" For a discussion of the details of proposed rostering changes, refer to NSW IMET Preparing for the
Next Generation of Medical Graduates Forum — Summary of Proceedings, Sydney, July 2008, no
pagination (Item 7, first dot-point).

% IMET Towards the Future op. cit., p.8.
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In 2008 NSW IMET published the Discussion Paper Emergency Terms — A
mandatory requirement for general registration in NSW? in which the following
aspects are described:

()  The current capacity within accredited emergency terms and the impact of
increasing graduate numbers.

(if)  Other States’ management of emergency terms and the views of clinician
groups.

(iii) The role of the Australian Curriculum Framework for Junior Doctors
(ACFJD) and its competencies with respect to an emergency term.

(iv) The value of the emergency term.

(v) Possible enhancements of Emergency Medicine Department capacity for
prevocational training.*

The possible new models to increase emergency department training capacity that are
identified for consideration in this discussion paper include:*

(i)  Off-the-Floor teaching, in particular, the Queensland-developed MoLIE
Project: More Learning for Interns in Emergency.

(i) Medical Education Registrars, to assist with clinical training.

(iii) Development of supervisory skills in non-FACEM clinicians. This has
already been implemented in 2008 in NSW in the form of the Hospital Skills
Program** which aims to up-skill non-specialist doctors working in hospital
emergency settings across the State.

(iv) Roster innovation (e.g. 24-hour prevocational doctor shifts).

(v) Split terms, instead of 10 weeks in ED. Prevocational doctors could do 8
weeks in ED plus 2 weeks in either acute Psychiatry, Rural General Practice,
Anaesthetics, ICU, new medical acute care settings, or Ambulatory /
Community-based care. This option may be at risk of resulting in a dilution
of the learning experience.*

(vi) Prevocational trainees as teachers, in line with the twin principles of ‘doctors
as teachers’ and ‘continuum of lifelong learning.’

(vii) Supporting appropriate supervision, including adequate training and position
descriptions for ED supervisors.

(viii) Provision of protected teaching time within ED.

¥ NSW IMET, Emergency Terms — A mandatory requirement for general registration in NSW?,
Discussion Paper, 2008, p.3.

“ibid., pp.12-13.

1 NSW IMET website: www.imet.health.nsw.gov.au - The Hospital Skills Program: The Gap in
Medical Education and Training.[Accessed 9/4/09.]

*2 IMET Emergency Terms, op. cit., p.13.
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The Rural Preferential Recruitment Program (RPR) was established in 2007 to allow
graduates who have an interest in rural training to complete their prevocational
training in a rural location. The RPR is an innovative scheme to encourage rural-based
training for interns and residents as first choice of employment. It was developed in
response to increasing demand from trainees, clinicians and health service managers
for rural-based internships for medical graduates.*® As part of the overall intern
commencement for 2009 in NSW public hospitals, 52 new doctors have been
recruited directly to one of nine rural hospitals where they will spend the majority of
their intern year. For 2010, 12 rural hospitals will participate in the program.**

In 2008 Commissioner Peter Garling SC was asked to conduct an inquiry into Acute
Care Services in NSW Public Hospitals. The three volume report was published in
November 2008, and the NSW Government has accepted 134 of the 139
recommendations made by the Report.** A summary of the recommendations that
relate specifically to prevocational doctors follows:

A compulsory rural training term for PGY2/3s.

Provision of educational infrastructure in rural and remote areas of
NSW.

. Review the number of prevocational and vocational places in rural,
regional and outer metropolitan areas so that viable career paths are
established in those areas.

. Provision of protected teaching time for all prevocational doctors, and
assurance that 20% of ordinary rostered time in PGY1 and 10% in
PGY?2 be spent in IMET-accredited training programs.

. Adequate training for medical supervisors and development of a best-
practice model for supervision of junior clinicians.

. Prevocational clinical education and training programs should include
at least the following 4 different components:

o Formal teaching by senior clinicians
0  E-learning by self-completed modules
o0 Simulation training in designated simulation centres

0  Clinical skill modelling (i.e. senior clinicians demonstrate practical
skills while junior doctors observe)

“* NSW IMET Prevocational Training and Workforce Project op. cit., p.18.

* IMET Towards the Future op. cit., pp. 3-4.

** NSW Government, Department of Health, Caring Together: The Health Action Plan for NSW,
Sydney, 2009. This is the government’s response to the recommendations of the Garling Report.. Ten
recommendations pertain to Prevocational Medical Education and Training and include nos. 12, 17,
31,32, 33,34,37,41,45,46 which are set out in pp. 15-27 of Caring Together.
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. Clinical education and training should be undertaken in a
multidisciplinary environment which emphasises their inter-
disciplinary team-based patient-centred care, and training should be
delivered by the most appropriate and suitable person.

The IMET Report Increasing Medical Graduate Numbers: Report on Forum for
Specialty Colleges (2008) recognises the areas of medical workforce shortage in
specialties within NSW as follows:

o] Rehabilitation, Gerontology, Palliative Care, Endocrinology
o] General Practice (particularly in rural areas)

o] Drug and Alcohol Dependence

o] Pathology

o] Psychiatry

and states that “an opportunity exists to recruit increased numbers of local graduates
in training programs.”*® Reports on Vocational Training in NSW indicate that the
policy of expanding the number of training placements in private settings has proven
to be effective, and IMET is currently assessing whether the same expansion into
private settings can be adopted in respect of PGY 1&2 doctors. Some arguments have
been mounted in the Increasing Medical Graduate Numbers report for certain areas of
medical workforce shortage to become the focus of expanded / alternative settings for
prevocational training in NSW. For instance, the Royal College of Pathologists of
Australasia is quoted in the IMET report as stating:

“Pathology in NSW is populated by ageing workforce, insufficient numbers of
funded trainees, and unfilled vacancies. The AMWAC (Australian Medical
Workforce Advisory Committee) survey recommended at least twice the
present number of pathologists (are) necessary. There is a need to give
trainees the opportunity to be interested in pathology in prevocational training
years where an optional Pathology term would help.”*’

The Australasian Faculty of Rehabilitation Medicine (AFRM) in the same report
makes the following observations:

“Rehabilitation Medicine has 135 trainees Australia-wide with 50% of these
being in NSW. It is practised mainly in public hospitals...Prevocational
training exposure is the cause of interest although there are very few funded
prevocational training places...Early training exposure to rehabilitation
medicine coupled with new paradigms of patient management from all the
stakeholders in disability would increase the interest leading to intake of

*® NSW IMET Increasing Medical Graduate Numbers: Report on Forum for Specialty Colleges,
Sydney, February 2008, p.3.

*" IMET Increasing Medical Graduate Numbers, op. cit., p.5.
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trainees...They (i.e. Rehabilitation medicine) could take the trainee numbers
and have the supervisory capacity.”*

The Royal Australian College of General Practitioners (RACGP) in the IMET Report
states that:

“the discipline’s greatest problem is attracting trainees — only 24% of
prevocational trainees choose GP training at present...To attract the
necessary 45-50% of medical graduates to GP Training requires changes
including but not limited to a prevocational GP training program,...more
flexibility in training assessments based on competency, recognition of prior
learning proportional to supported supervision, and accreditation of teaching
practices... There needs to be salary associated with supervision to encourage
practices to take trainees.”*°

The NSW Expanded Settings Strategy Group is preparing a report on expanded and
alternative settings for PGY1&2 doctors.*

NSW Health has committed to capital infrastructure over the six-year period to
expand simulated learning environments and training, especially at major regional
hospitals to improve clinical training in rural areas.™

1.2.5 Major challenges and barriers to growth of PGY1 and PGY2 positions in
New South Wales

The key challenges identified are set out below:

Workforce Planning

There is an existing shortage of medical graduates in Australia and this shortage will
be further exacerbated by the effects of increased demand from an expanding and
aging population and by the projected increase in retirement of many current
practitioners.

It has been difficult to access high quality workforce supply and demand projections.
Recently, the National Health Workforce Taskforce (NHWT) has undertaken to
develop macro supply and demand data with updated projections by state and territory
(Macro Supply and Data Update NHWT 2008 http://www.nhwt.gov.au ) and have
now developed a Modelling Tool to estimate overall workforce need.

* ibid., p.6.
* IMET Increasing Medical Graduate Numbers, op. cit., p.7.

*® Craig Bingham, Prevocational Training Program Coordinator NSW IMET, telephone conversation
2/4/09.

L IMET Towards the Future, op. cit., p.6.
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A recent audit of NSW universities with regards projected graduates until 2015 has
been completed in June 2009 which should enable a more accurate determination of
new medical graduate supply in NSW.

There is a need to undertake regular PGY1 capacity audits across the state in order to
ascertain state-wide capacity. An audit would seek to identify: currently accredited
terms; any potential to increase the numbers in currently accredited terms; and,
potential new terms.

Clinical Supervision and Teaching

Adequate, well supervised training is essential for the development of competent
doctors. With the impending increase in medical graduates in the next 3-4 years,
additional supervisor resources need to be developed. Attracting, training and
retaining quality supervisors are major ongoing challenges and recognition of the
work of supervisors is vital to achieve this.

Concerns about levels of support and professional development available to
supervisors are longstanding, and are referred to in the Garling Commission
recommendations. Collection and analysis of data on the following items would help
to understand the issues surrounding supervisors and their support:

e Numbers of supervisors

e Hours of protected supervision

e Quality of supervision

e Support for supervisors and supervisor development
e Demographics of supervisors

With increasing graduate numbers there is an opportunity to define what expectations
and requirements exist for supervision. There may be the opportunity to develop
alternative models of training and supervision. For example, having an accredited
supervisor, rather than an accredited facility, where trainees follow the supervisor
between the public hospital and private/community settings to maximise supervisor
capacity. The use of a general hospitalist or medical education registrars (with a
dedicated teaching role) could provide more bedside teaching in high service demand
areas such as the Emergency Department.

Competency-based learning and simulated training could also complement and
enhance supervision of this expanding new medical graduate cohort.

Work preferences amongst new graduates

With the advent of postgraduate entry medical degrees, the average age of graduates
is increasing. Many have already qualified in another profession and they are more
likely than in the past to have family commitments and to seek more flexible work
patterns.

Broadening the range of vocational exposure during the prevocational training
period

Prevocational exposure can influence choice about vocational speciality training.
Offering a wider range of experiences to prevocational trainees is important. As of
2009, 802 terms suitable for interns are currently accredited within NSW
prevocational networks by IMET. In order to meet the demand for terms to
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accommodate the new medical graduates, there is an opportunity to develop new
terms within undersubscribed specialities such as General Practice and Psychiatry,
and also for tailoring new terms to reflect growing service needs (e.g. Geriatrics,
Rehabilitation, and Pathology).

Currently in NSW there is limited exposure to general and community based practice
at the prevocational level. Exposure to general and community based practice needs to
be increased to attract graduates into this career path. An additional five rural PGPPP
positions will be developed in NSW from 2010.

Rural and remote issues still remain a particular barrier to the growth of PGY1
positions in NSW. It is likely that “rural generalist” training models will be instituted
within most jurisdictions, and in NSW this could be considered as a new training
pathway or incorporated into the Hospital Skills/Hospitalist model.

Funding

The increase in medical student numbers has significant funding implications for
State and Commonwealth Governments. Ideally, a national funding model should be
developed that incorporates direct costs such as trainee salaries as well as associated
costs such as supervision, training infrastructure, accommodation and travel.

The potential to expand training settings in the private sectors will require the
development of sophisticated funding models. Employment and indemnity issues,
while complex, can be successfully addressed in such models.

Accreditation and IMET

IMET currently employs a complex and well validated model for the accreditation of
prevocational terms undertaken by PGY 1 and 2 graduates. This model has been
successfully adapted to include new models of prevocational terms across the
spectrum of options outlined above.
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1.3 NORTHERN TERRITORY

1.3.1 Projected increase in the number of medical graduates, Northern
Territory, 2007 — 2012

The recent Rudd Government 2009/2010 Budget announcement providing funding for
a new full medical school will, for the first time, allow young Territorians to complete
their full training in the Northern Territory without having to travel interstate. This
builds on a number of initiatives previously developed which enabled medical
students who are from the NT, and those interested in what the NT has to offer, to
undertake placement opportunities in the NT at medical student, prevocational and
vocational levels. Once established the NT Medical Program, collaboration between
Flinders University’s Northern Territory Medical School and Charles Darwin
University will see up to 40 doctors graduating per year. A major focus of the
program will be the recruitment and training of indigenous medical students to
become doctors in the Northern Territory.

The Northern Territory Clinical School (NTCS) will continue their role as leading
provider of health education in the Northern Territory. The School will continue to
coordinate and manage the ongoing provision of placement opportunities and support
for Allied Health students and interstate medical students.

The Northern Territory Rural Clinical School (NTRCS), with campuses in Alice
Springs, Katherine and Nhulunbuy, is part of the NTCS. These campuses
commenced in 2005 and provide students with the opportunity to undertake
significant periods of training in rural environments. The program also offers support
to other health professionals working in these remote teaching locations, including
Nurses and Allied Health.

The Territory’s first full medical education program will be modelled on the Flinders
University Graduate Entry program, but with an NT-specific focus on indigenous,
rural and remote health. The program will be open to entry from all Australian States
and Territories and may include overseas entrants; it will strongly encourage NT
indigenous and non-indigenous residents to seek entry.

1.3.2 The PGY1 and PGY2 workforce

Table 5: Projected number of PGY1 positions in the Northern Territory, 2007-2012%

State 2007 2008 2009 2010 2011 2012

NT 15 24 30 35 40 45-47

In 2008, 24 PGY1 places were available in the NT, 16 at Royal Darwin Hospital and
8 at Alice Springs Hospital.>® This constituted 1.0% of the total national number of

52 Data from CPMEC 2™ Report for MTRP, Clinical Training in the Prevocational Years, January
2008, p.19, and supplemented by PMCNT, 5/5/09.
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intern places.> Appointment to these positions in 2009 was undertaken jointly by the
two hospitals, with the appointment to NT and allocation determined by preferences
moderated by staffing requirements. Flinders and JCU NTCS/NTRCS medical
graduates are given priority for PGY1 (intern) positions in the NT. Applications for
positions in the NT generally exceed available places and positions have been filled
since 2007.%°

In 2007, there were 80 PGY2 (and above) prevocational positions in the NT: 60 at
Royal Darwin Hospital and 20 at Alice Springs Hospital.”® IMGs comprise up to 30%
of all medical positions in the NT from PGY2 level up to specialist appointments.®’

1.3.3 Structure of the intern and PGY?2 years in the Northern Territory

The PGY1 and PGY2 years in the NT will move to 5 terms in 2010. The core terms
are General Medicine (10 - 11 weeks) and General Surgery (10 - 11 weeks),
Emergency Medicine term is allocated as a core term (1-11 weeks), although this is
not yet formalised by the NT Medical Board. There are two further elective terms of
10-11 weeks duration. Part-time internship, deferment and extension are all possible
options for PGY1 doctors in the NT.

During the period 2007-2008 the Postgraduate Medical Council was not operational,
however it was quickly re-established with the nomination of Professor Elizabeth
Chalmers as Chair. Although the NTPMC was re-formed in 2008, its absence has
impacted on prevocational training in the NT. Curriculum and accreditation are two
major areas that have been affected. There has been no NT input into the development
of the Australian Curriculum Framework for Junior Doctors, which from July 2007
has become the foundation for intern training nationally, and prevocational training is
reportedly poorly coordinated across the two NT teaching hospitals.”® However this
has been addressed with the employment of a Director of Clinical Training, Medical
Education Officer and Assistant Medical Education Officer at Darwin Hospital and
Alice Springs Hospital. Until 2009 IMET (NSW) accredited the PGY1 training
programs at the Royal Darwin and Alice Springs hospitals on behalf of the
Registration Board of the NT. The Re-formed NTPMC has established an
Accreditation Committee and is overseeing accreditation surveys at both RDH and
ASH thus the accreditation process has resumed during 2009 under the auspices of
IEIJPMC.

%% ibid., p.18.

> Medical Training Review Panel Eleventh Report, December 2007, p. 29.
% NT Review, op. cit., p.18.

% NT Review, op. cit., p.20.

" CPMEC 2008, op. cit., p.24.

8 NT Review, op. cit., p.19.

% Interview with Shirley Bergin from the NT PMC, 26/3/09.
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The PGY?2 year will be 5 terms in 2010 and formal accreditation of these positions by
NTPMC will commence in 2010. In the NT, PGY?2 is regarded as a generalist year
with opportunity to emphasise a particular vocational stream; this provides entry to
Training Pathways leading to VVocational Training Programs in PGY 3 or PGY 4. An
Undifferentiated Training Pathway is given equal priority to those vocationally
orientated. Medical Officers in PGY 2 and onwards have access to high demand terms
such as Anaesthetics, Intensive Care, Emergency Medicine and Paediatrics which
have a very high reputation for quality of training in the NT. All pre-vocational
trainees have access to PGPPP placements, with PGY 1 limited to urban practices and
PGY 2 onwards having full access to rural and remote practice locations.

1.3.4. Collaborative partnerships and new initiatives related to the expansion in
prevocational training capacity

Arising out of the 2007 NT Review of Medical Education and Training, the
recommendations have been put forward and a commitment made to establish a state-
wide Directorate of Education and Training. The role of this body will be “to
facilitate and coordinate the movement of medical education and training through the
pipeline from the university sector, through to the prevocational level and the
vocational training sector into CPD (Continuing Professional Development).”®
Although funding for this Directorate has not yet been finalised, the initiative itself is
viewed as critical to the success of the stated strategy of “providing a cohesive and
coordinated approach to medical education and training across the whole of the
NT”®! through a re-structuring of the current system which is characterised by
numerous gaps and duplications at every level.® It is envisaged that government,
training providers, professional associations and non-government employers will each
take on key roles and responsibilities in connection with the Directorate of Medical
Education and Training, to develop clearer pathways between hospital and
community training institutions. Since the publication of the 2007 NT Review, a
Chair, a Principal Officer and a Receptionist have been appointed to the NTPMC. In
addition, the Director of Medical Services and Education (located at Royal Darwin
Hospital) has written a proposal to support the implementation of a Directorate (as per
Recommendation 4 of the Review) which has been proposed to be known as the NT
Unit for Medical Education, Recruitment, Administration, Credentialling and
Learning (MERACLE). Consultation with stakeholder groups is currently in progress
regarding the establishment of this body and its constitutional brief. In addition, a
report entitled Current Status and Future Prospects of Junior Doctor Training in the
Northern Territory has been prepared by Dr. W.H.P. Roeser, former Chair of PMCQ),
to examine a number of issues raised in the original 2007 Review and the future
increase of junior doctors coming to the NT. This report has not yet been made
available to the NTPMC.%

% ibid., p.50.
® ibid.
* ibid., pp. 36-41.

% Updated information supplied by Shirley Bergin, NTPMC, via email on 5/5/09.
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In 2007, the AMC accredited the Australian College of Rural and Remote Medicine
(ACRRM) as a standards and training provider. As a consequence, the Australian
Government provided rural and remote medicine with formal recognition under
Medicare as a generalist discipline. This is the first time in the world that such a status
has been granted to this branch of medicine.* The ACRRM is currently working
through a process to accredit the NTGPE (the accredited regional training provider for
General Practice Training) as a provider of ACRRM training, which will pave the
way for a significantly expanded rural training pathway. Apart from being a
vocational training program, the NT Department of Health and Families (formerly
Department of Health and Community Services) and the NTPMC sees this new
initiative as an opportunity to develop a dedicated Rural Proceduralist Training
pathway for post PGY1 medical officers (and IMGs). This model is based on the
Queensland ‘Rural Generalist Pathways’ project which was put into place in that State
in 2007.%° The program

*aims to provide a defined training and career pathway from day one of
internship for doctors wishing to specialise as Rural Generalists...and to
support existing doctors in the role of Rural Generalist, from the junior doctor
level up to and including those at senior level.””®

The 2007 NT Review of Medical Education and Training makes the observation that
the Queensland Rural Generalist model is “worthy of further investigation, as the NT
context is similar.”®” The NT Department of Health and Families is actively
developing a training program to attract, train and retain rural generalist staff to meet
the current and future health service delivery needs of the Northern Territory.

In the interim, however, entry to the General Practice and Rural Medical Practice
training programs, in place in the NT since 2007 and funded by General Practice
Education and Training (GPET), is available to PGY2 doctors working in the hospital
setting (- the first year of the 4-year training programs is conducted as a hospital
based program)®. Thus, the rural Generalist Pathway program, if it is successfully
implemented, can be seen as a significant development in prevocational training in the
NT, providing an accelerated training program to PGY2s and beyond.

It is anticipated that the progressive increases in PGY 1 positions, and the flow on to
PGY 2 and PGY 3, over the period from 2009 to 2015 will support the development
of innovative placements in the District Hospitals in Katherine and Gove, as well as a
progressive take up of an increased number of PGPPP placements. These positions
will enable Undifferentiated, Rural Generalist and Sub-Speciality pre-vocational

® ibid., p.24.

% Queensland Health, Rural Generalist Training and Career Pathways, cited in NT Review, op. cit.,
p.21.

% NT Review, op. cit., p.21.
*" ibid.

% ibid., pp. 24 & 26-27.
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trainees to gain challenging medical experience in rural locations, with appropriate
training and supervision.

1.3.5

Major challenges and barriers to growth of PGY1 and PGY?2 positions in

the Northern Territory

The following major challenges were identified at the time of the 2007 review, with
considerable development taking place subsequently and a clear direction of
development becoming established:

a) Lack of medical workforce numbers, support and resources across the

a)

b)

Territory. Issues included: quality of training programs, lack of release time
for training, no dedicated education budget, absence of DCT, poor funding
of the DCT position, a lack of focus on education, poor pay and conditions
(second-lowest in Australia for PGY1&2s).% Since September 2008, there
has been It is anticipated that the progressive increases in PGY 1 positions,
and the flow on to PGY 2 and PGY 3, over the period from 2009 to 2015
will support the development of innovative placements in the District
Hospitals in Katherine and Gove, as well as a progressive take up of an
increased number of PGPPP placements. These positions will enable
Undifferentiated, Rural Generalist and Sub-Speciality pre-vocational
trainees to gain challenging medical experience in rural locations, with
appropriate training and supervision.

A major issue has been lack of coordination of training for both prevocational
and vocational doctors, as well as for medical students, with too many
organisations involved. The development of the MERACLE unit is intended to
improve this situation, in collaboration with NTGPE and the newly formed NT
Medical School.

Recruitment had taken precedence over training in the face of significant
staffing shortfalls. A low priority had been placed on education and training,
especially in the prevocational sector. Significant senior staff losses,
particularly during the 2004 to 2006 period, restricted the provision of training
with commitments to the Northern Territory Clinical School and to VVocational
training programs stretching resources beyond capacity. Understaffing of
Junior Medical Officers led to high workloads and restriction on the
opportunities to attend training. Since 2006/2007 there has been a steady
recovery in staffing levels with a concomitant growth in training provided and
in attendances. These improvements and the development of Medical
Education Units in both major hospitals, together with the local formalisation
of accreditation requirements through the NTPMC, has seen a marked shift in
emphasis towards training at every level. This is supported systemically with
the progressive introduction of the Professional Development of Registrars
Program (PDRP) and the Training On The Run (TOTR) Program. Attendance
at these is funded systemically for experienced pre-vocational trainees and for

% Ibid., p.39.
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vocational trainees. Supervision training is under development for delivery to
the same group, with the intention that training and supervision provided by
senior staff is supported and strengthened by trained junior staff.

Recruitment, particularly at the pre-vocational level, is tied more closely to
training, with a NT wide appointment and allocation process which
incorporates the development of a career pathway leading to vocational
training. The importance of the undifferentiated pathway is recognised,
reflecting the experiences of pre-vocational trainees in the NT over the last
decade.

c) Little knowledge of the Australian Curriculum Framework for Junior Doctors
(ACFJD) by those responsible for its implementation, with the absence of the
NTPMC for 2 years resulting in no input by NT into the PGY1&2 curriculum
development process. Since 2007, general hospital training sessions for Interns
have been informally audited against the ACFJD, and current planning
includes more formal incorporation of the Framework into weekly training at
Departmental level.

d) Distance and isolation of the District hospitals and community clinics, with a
high level of aero-medical retrievals and, particularly with Indigenous
patients, often advanced pathology. Improved staffing of the District Hospitals
has been recognised in the development of the Rural Generalist Program, and
the increased opportunity for teaching and supervision this offers has been
integrated into long term planning. It is anticipated that rotation of PGY 1 and
PGY 2 & beyond pre-vocational trainees (in addition to Generalist Pathway
participants) will become an attractive feature of employment in the NT.

Development of rural and remote placements in the NT, both across the Top
End (which could include FNQ and the Kimberleys) and in the Centre, will
present challenges in the development of adequate infrastructure. This
includes accommodation, communications facilities and travel arrangements:
it is anticipated that the development of this infrastructure for pre-vocational
trainees will “ride on the back of” the existing and developing infrastructures
of the NT Rural Clinical School and the NTGPE.

e) Funding of staffing increases and development of rural and remote
infrastructure will continue to be the rate limiting step in a jurisdiction such as
the NT with a very small population in relation to its geographical size and the
complex demands of Indigenous and tropical medicine. Despite improvements
in staffing noted elsewhere,

f) Accreditation of PGY1&2 training positions at both Royal Darwin Hospital
and Alice Springs Hospital.*

g) A strong silo mentality has existed, where each body / institution views itself
as an independent entity, instead of as part of a ‘big picture’ structure. This is
further fragmented by the necessary College specialist accreditation
requirements.”® During 2008/2009 there has been considerable development of
a collaborative approach to recruitment and allocation. This will be

" ibid., p.36.
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consolidated and extended to training with the establishment of the
MERACLE unit.

h) Cross-cultural education is needed (where a high percentage of the patient
cohort in NT is of aboriginal origin). Cross cultural education has been a
feature of both major hospitals for some years, and it has undergone
development over the last 3 years. Currently, all new medical staff receive
introductory cultural training, and junior medical officers are involved in
further development in this area.

i) The NT is a unique training environment in Australia and this is recognised
within the planning for future recruitment, allocation and training.

J) Retention of prevocational doctors has been poor (because of lack of
importance placed on their training pathways; “they often do intern year then
go elsewhere (Queensland, in many cases) for PGY2 & 3 training.”"* In the
2007 to 2008 recruitment process and the 2009 to 2010 recruitment process,
retention of Interns into PGY2 has been at 75%. Currently retention into
PGY3 and beyond appears to be approaching similar levels. The limiting step
in retention beyond PGY 3 is generally the need to move interstate for specific
vocational training not offered in the NT, or for rotations required as part of a
vocational training program. In many instances, trainees return to the NT after
time away.

k) Lack of flexibility of prevocational terms offered at both PGY1&2 levels.72
As outlined above, both PGY1 and PGY?2 years have moved to 5 terms for
2010, with the accreditation of several new terms, and with several other new
terms under development for accreditation in 2010.

™ ibid., p.39.

2 CPMEC Report Clinical training in Prevocational Years, January 2008, p.22.
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1.4  QUEENSLAND

1.4.1 Projected number of medical graduates, Queensland, 2007 - 2012"

The number of Queensland medical graduates will increase overall from a total of 389
in 2007 to 760 in 2012, which represents a doubling of numbers over the six-year
period. (Table 6)

Table 6: Projected number of medical graduates, Queensland, 2007 - 2012

Projected

number of
medical 2007 2008 2009 2010 2011 2012

graduates
Domestic 363 412 551 644 660 687
International 26 71 49 57 74 79
TOTAL 389 483 600 701 734 766

In 2007, there were 11 Medical Rural Bonded Scholarship Scheme (MRBSS) and 68
Bonded Medical Places Scheme (BMPS) students in the total. These two groups
constitute approximately 20% of the total Queensland graduates and will produce
increasing numbers of doctors required to work in rural and remote areas, or other
areas of workplace shortage, for a defined period of time in the future. In 2007, these
two programs accounted for 14.3% of all medical places in Australia.”

Further, in 2007, the Queensland Government announced the funding of 235 bonded
medical student placements within the School of Medicine at Griffith University over
five years in an effort to meet future Queensland medical workforce requirements.”
The first of these bonded students is expected to graduate in 2011.

According to the 2007 Queensland Health Report Dealing with the Breaking Doctors
in Training Drought in Queensland, Queensland is expecting “an increasing number
of International Full-Fee Paying Students”, and, “unlike domestic graduates, these
have no guarantee of internship in Queensland.”"®

The first medical graduates from Griffith University (86 domestic graduates only)
emerged in 2008. The first graduates from Bond University are expected in 2009 (a
total of 65 domestic graduates). James Cook University expects an incremental

" Source of the data is Medical Training Review Panel, Eleventh Report, December 2007, Australian
Government (Department of Health and Ageing), Canberra, 2008. Pp.21-24 & 28-33.

" MTRP op. cit., pp.17 & 19.

" Queensland Health Ministerial Taskforce on Clinical Education and Training: Final Report, March
2007, p.47.

"8 Queensland Health, Medical Workfore Advice and Coordination Unit, Dealing with the Breaking
Doctors in Training Drought in Queensland Report, 2007, p.7.
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increase in its medical graduate numbers over the six-year period (from 66 in 2007 to
112 in 2012; there are a small number (i.e. 1 - 6) of full-fee paying international
graduates expected in each year.

1.4.2 The PGY1and PGY2 workforce

Queensland offered a total of 357 PGY1 positions in 2007, which represents 20.1% of
the national total of 1776 positions. (Table 7) Eligible medical graduates are allocated
to a Primary Allocation Centre position through a centralised allocation process
managed by Queensland Health Medical Workforce.

Table 7: Projected number of PGY1 positions in Queensland’’

State 2007 2008 2009 2010 2011 2012

Queensland 357 391 459 542* 667 677

*Note: A PMCQ report for the CPMEC meeting in Melbourne in March 2009 indicates that there will be “120
additional intern places in 2010 and 2011.”"

There is no data available for PGY2 positions in Queensland.

1.4.3 Structure of the PGY1 and PGY?2 years in Queensland

The Postgraduate Medical Council of Queensland (PMCQ) accredits junior doctor
training programs on behalf of the Medical Board of Queensland. Legislative backing
for this activity is confined to PGY1. In 2007, PMCQ had 540 accredited training
places for interns (384 core compulsory and 156 non-compulsory positions).”

The intern year consists of 5 terms, with core rotations in Medicine (10 weeks),
Surgery (10 weeks) and Emergency Medicine (10 weeks), plus two non-core elective
terms (10 and 8 weeks respectively or 5 or 10 weeks plus 5 weeks of annual leave).

An ‘Alternate’ or ‘Innovative Intern Training Pathway’ has been proposed and is
currently being developed in line with the Australian Curriculum Framework for
Junior Doctors (ACFJD), based on the idea of an entire accredited intern training
program, rather than ad hoc individual terms, and expansion into diverse settings
without the restriction of conventional ‘core” and ‘non-core’ rotations. Although not
based on ‘core terms’, the Alternate Intern Pathway places strong emphasis on
mandatory Emergency Medicine rotations.®

"7 Data obtained from CPMEC 2" Report for MTRP, Clinical Training in the Prevocational Years,
January 2008, p.19.

8 PMCQ report to the CPMEC meeting in Melbourne, 27/3/09. (unpublished).
® CPMEC 2™ Report 2008, op. cit., p.20.

8 Queensland Health brochure Alternate Intern Pathway, 2007 (no pagination).
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A PGY who gains general registration is also expected to complete a second year of
employment/training in an approved hospital and its secondment sites. The PMCQ
offers facilities the opportunity for accreditation of PGY2 and other positions. PGY2
trainees may be required to undertake time in regional secondment hospitals provided
they meet the requirements of PMCQ accreditation. This arrangement allows for
exposure to a range of clinical experiences which are not available in metropolitan
training hospital settings.®*

1.4.4 Collaborative partnerships and new initiatives related to the expansion in
prevocational training capacity

The Medical Workforce Advice and Coordination Unit (MWAC), an arm of
Queensland Health, is currently working with Health Service Districts to prepare for
the significant rise in intern numbers expected in 2010. Late in 2008, MWAC
developed a discussion paper, Managing the Allocation of Interns in Future Years, to
stimulate further thought and dialogue regarding potential options for improving the
quality and capacity of intern training provided in Queensland.?? A key option
proposed by the paper was a model that strategically linked primary and secondary
intern training centres into Primary Allocation Clusters, a ‘hybrid’ of the
Prevocational Training Network system currently employed in NSW. The potential
advantages of such a change include:

a) improved coordination of interns across the State,

b) more equitable access to clinical experiences,

c) increased transparency to enable more informed decision-making by medical
graduates regarding their preferences, and

d) greater surety for individuals around what their internship will specifically
involve.

Feedback to the discussion paper has recognised the potential value in a Primary
Allocation Cluster model, as well as highlighting the need to further consider the
operational detail of how a clustered arrangement would work in practice. MWAC is
currently liaising with Health Service Districts on these issues with a view to
implementing Primary Allocation Clusters over the 2010 — 2011 years.*

Government approval was given to implement the Prevocational Clinical Training
Networks system in 2008 following structural changes arising out of the Managing
the Allocation of Interns in Future Years Discussion Paper (2007).%* In connection

81 CPMEC 2™ Report, 2008, op. cit., pp.22-23.

8 This Discussion Paper succeeds the earlier Queensland Health Prevocational Clinical Training
Networks, Draft Discussion Paper, 2007.

8 Queensland Health Medical Workforce Advice and Coordination Unit, Discussion Paper Managing
the Allocation of Interns in Future Years, 2008. A synopsis of the proposed intern allocation model is
also found in the Queensland Health Newsletter Medical Workforce, February 2008 edition (no
pagination). Relevant article is entitled ‘Intern Capacity Audit 2010°.

8 Queensland Health chart Overview of Queensland Medical Workforce, Education and Training
Initiatives, 2007 (no pagination).
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with this initiative, the positions of Area Co-ordinator as well as a state-wide Director
of Clinical Training have been established, and numbers of Medical Education
Officers, Directors of Clinical Training and administrative support officer positions
have been increased utilising State infrastructure funding. In this process, the
innovative Medical Education Support Calculator has been employed as a tool to
establish the correct ratio of educational support resources in relation to the total
number of prevocational doctors.®®

Four Medical Education Registrar positions have been established to assist in the
process of creating an adequate supply of trained supervisors for the increased number
of PGY1&2s.%

The Queensland Medical Education and Training (QMET) was announced in March
2009 with Dr Victoria Brazil appointed as the Director. This body, structured along
the lines of the New South Wales Institute of Medical Education and Training
(IMET), is expected to play a key strategic role in leading the promotion, planning,
delivery and evaluation of medical education and training in Queensland across the
continuum, from undergraduate level through to continuing professional development.
QMET will coordinate state-wide initiatives in partnership with key stakeholders,
providing support, advice and guidance on matters relating to the provision of medical
education and training. QMET has, to a considerable degree, incorporated the role and
functions of the older Medical Education and Training Advisory Group (METAG).?’

The inaugural Medical Education and Training Information Forum (METIF) was held
on 15 December 2008 at the Royal Brisbane and Women’s Hospital. The forum “was
an opportunity to showcase a number of initiatives in which Queensland Health is
leading the way in developing and supporting medical education.”®

The development of the Rural Generalist Pathway in 2008 as a fully supported and
incentivised career path available to medical graduates who wish to train for a
medical career in rural and remote areas of Queensland is progressing. Six new intern
and six new PGY2 posts have been created within the Rural Generalist Program.
Rural generalists are trained in a collaborative venture which integrates:

. prevocational service and training.

e advanced skills training in one of 5 priority disciplines (Obstetrics,
Anaesthetics, Surgery, Emergency Medicine and Indigenous Health).

% Queensland Health, Education Central, brochure Improvements in Medical Education Resourcing in
Queensland, 2007 (no pagination), and Queensland Health, Education Central, brochure Medical
Education Support Calculator, 2007 (no pagination). Also cited in Queensland Health MWAC report
Dealing with the Breaking Doctors in Training Drought in Queensland, 2007, p.15.

8 Queensland Health chart Overview of Queensland Medical Workforce, Education and Training
Initiatives, 2007 (no pagination).

8 Dr Victoria Brazil, Director, QMET, in a telephone conversation of 3/4/09.

% Ibid., article entitled ‘Medical Education and Training Information Forum (METIF)’
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. vocational training in the Australian General Practice Training (AGPT) or
Remote Vocational Training Scheme.

. early placement in rural service.

. professional and personal / family advice and support

The State’s partners in this collaborative venture are:

e  the Australian College of Rural and Remote Medicine (ACRRM) as the
lead professional body

e  General Practice Education and Training (GPET)

. Remote Vocational Training Scheme

e  The Royal Australian College of General Practitioners

. Select regional public hospitals

. The regional training providers for AGPT in Queensland, namely:
o] Rural and Regional Queensland Training Consortium
o] Tropical Medical Training
o] Central and Southern Queensland Training Consortium®

There is collaboration with Queensland Health Workforce Unit to increase the
number of PGPPP posts from 2009 and beyond.*

The More Learning for Interns in Emergency (MoLIE) Program was developed by Dr
Victoria Brazil, Emergency Physician at the Royal Brisbane and Women’s Hospital, a
Primary Allocation Centre (PAC), as a means of increasing intern capacity in
Emergency rotations without requiring the provision of additional trained supervisors.
The program involves PGY 1s working 4 days in the clinical area of the Emergency
Department and 1 day per week off-the-floor in a supervised, structured learning
program within a simulated clinical environment. The MoLIE program was piloted in
2008 at the Royal Brisbane and Women’s’” Hospital (PAC) and it is planned to be
offered to a number of other training hospitals in Queensland in the future.”

Opportunities for Public / Private Training Partnerships have been mapped across the
State. The result is that a Queensland Health initiative to involve the private hospital
sector in prevocational medical training programs has taken shape as the Intern
Training in the Private program. This involves interns undertaking accredited

8 Queensland Health website: www.health.qld.gov.au/orh/ruralgeneralist (Accessed 4/3/09).

% Queensland Health Workforce Advice and Coordination Unit, Future Directions 2007/08,
PowerPoint presentation. 2006. Slide 11.

°1 Dr Victoria Brazil, telephone conversation 27/3/09. Also documented on the Queensland Health
website, ibid., and in the Queensland Health chart Overview of Queensland Medical Workforce,
Education and Training Initiatives, 2007.
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rotations within private hospitals in Queensland. The program is being piloted in 2009
at the Wesley Hospital in Brisbane and the Mater Hospital in Townsville. Both
Medicine and Surgery terms are available at Wesley Hospital, and Surgery only at
Mater Hospital. The program is being trialled for both PGY1 and PGY?2 doctors.*
For the purposes of the pilot, Queensland Health will provide some nominal financial
support to senior medical officers working at the private hospitals and taking on the
role of intern term supervisor.®® Another private hospital in Brisbane, Greenslopes
Private Hospital, has offered accredited General Medicine terms for interns on
rotation from the Princess Alexandra Hospital for a number of years. This hospital,
now run by Ramsay Health, was formerly a government-run repatriation hospital and
thus had a long tradition as a teaching hospital, with appropriate educational resources
and infrastructure which could be readily utilised onsite. The model of training that
exists there, however, is different from the newly-created rotations under the “Intern
in the Private’ pilot scheme.**

In 2009, the Royal Brisbane and Women’s Hospital PAC has developed and put in
place a number of innovative PGY1 rotations in response to increasing numbers.
These terms have been mapped to the Australian Curriculum Framework for Junior
Doctors (ACFJD) and have been carefully chosen for their generalist focus, in line
with traditional rotations for prevocational training. The specialties offering new non-
core rotations include:

. Anatomical Pathology

. Clinical Pharmacology

. Medical Imaging

. Genetics

- Maternal Foetal Medicine®

A process to evaluate the relevance and usefulness of these rotations has also been
established: “Establishing the link between the usefulness of the new rotations for
specific College Training Programs has been a positive benefit especially in
marketing the elective rotation options for the new interns next year.”®

% Dr Victoria Brazil, telephone conversation, 27/3/09. Also documented in the Queensland Health
chart 2007, op. cit (no pagination) and on the Queensland Health website, op. cit.

% Queensland Health, Education Central brochure Intern Training in the Private Sector, 2008 (no
pagination).

% Greenslopes Private Hospital website: www.greenslopesprivate.com.au/employment/opps4docs.asp
(accessed 12/4/09).

% Black, L. & Steel, G., Using Innovative Rotations During the Intern Year to Meet the Numbers
Challenge at Royal Brisbane and Women’s Hospital, paper presented at the “Riding the Wave”
National Prevocational Medical Education Forum, Hobart, November 9-12, 2008. Material derived
from presentation Abstract as set out in the Forum program (no pagination).

% Black & Steel, op. cit.
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Major challenges and barriers to growth of PGY1 and PGY2 positions in

Queensland

The following key challenges have been identified:

a)

b)

d)

9)

h)

Funding, and increasing the amount of time needed to be spent on budget
issues due to increasing complexity of administration

Significant increase in accreditation activity in preparation for rise in intern
numbers in coming years. Allied to this is the difficulty in finding enough
experienced surveyors for the increased number of survey visits.

Structural change within Medical Education organisations whilst good in the
longer term, is resulting in uncertainty about roles and structures in the short-
term. (This applies at the state-wide network / cluster level.”®’

Uneven distribution of applicants for PGY1&2 positions across the state; that
is, matching medical workforce to health service delivery needs is an ongoing
challenge. Attracting and retaining doctors at all levels in regional and remote
areas of the State is a problem. IMGs form a large percentage of the rural
workforce.” The proposed Primary Allocation Cluster system should be of
assistance with this problem, but until tested there are doubts about its
appropriateness and workability in practice.

A lack of reliable / available data on PGY?2 numbers and positions is an
obstacle with regard to strategic planning for this group.*

Adequate supervision and teaching staff is a major issue with greatly increased
numbers of prevocational doctors and expanded settings.

Educational resources and infrastructure (and the necessary funding for these)
is an increasing problem across a larger number of sites.

There is concern about continuity of learning and maintenance of consistent
standards of education and quality of clinical experiences between sites and
between rotations with the increase in the number of training sites. Allied to
this is the need to establish a development continuum from undergraduate to
postgraduate training (encompassing such issues as well-defined career
pathways, Recognition of Prior Learning, competency-based training models,
establishing an ethos of lifelong learning).

Engagement of the private sector in prevocational training necessarily requires
incentives and strategies to address issues such as medical indemnity,
reimbursement for supervision and teaching time (and subsequent loss of

°" Queensland Health Medical Workforce Advice and Coordination Unit, Future Directions 2007/08,
PowerPoint presentation, 2006 Slide 3.

% CPMEC 2" Report for MTRP, Clinical Training in the Prevocational Years, January 2008, pp. 26-

217.

% MTRP Eleventh Report, 2007, op. cit., pp.106-107.
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)

income), Medicare Provider number constraints, etc. It also requires education
of the public in order to achieve patient cooperation.

Re-location and accommodation expenses are a concern where PGY1&2s are
seconded to rotations away from their home base.
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1.5 SOUTH AUSTRALIA

1.5.1 Projected number of medical graduates, South Australia, 2007 - 2012

Analysis of the South Australian data reveals that the expected overall increase in
local medical graduates over the six-year period 2007 — 2012 will be in the order of
26.5%, a lower growth rate than that of most other states. There has been a
progressive increase in capacity across the South Australian Health system for intern
training. If we accept the figures of 296 graduates anticipated by 2012 including
overseas students who want to do an intern year here, we would need to increase the
number of places currently available by 60. However, it needs to be recognised that
the figures of projected numbers for SA show that there is not going to be a steady
increase but that numbers will fluctuate and allocations will need to be managed on a
year by year basis. (Table 8)

Table 8: Projected number of medical graduates, South Australia, 2007-2012

Projected

number of

medical 2007 2008 2009 2010 2011 2012
graduates

Domestic 164 175 160 203 202 253
International 70 70 76 52 33 43
TOTAL 234 245 236 255 235 296

The total number of PGY1 positions available in SA in 2009 is 236'** and, as stated
recently by the PMCSA,

“In 2010 there will be 255 graduates, so there will be more graduates than
positions. However, historically, approximately 30% of the graduating class
will either move interstate or overseas for their future medical training. In
2011 graduate numbers drop to 235, so if we were to increase the number of
accredited positions, we will have a couple of years where we will struggle to
fill positions. We therefore will need to consider a gradual increase of intern
positions each year to allow for the expected increase to 296 in 2012.”%%2

In this regard, South Australia is unique in having fluctuating numbers of medical
graduates in relation to the number of PGY1 positions that are currently funded in that
State. For that reason, the pressure for the SA Health and PMCSA to actively address
the issues of expanded settings for prevocational doctors could be seen to be less overt

1% source of data is Medical Deans of Australia and New Zealand submission to the Medical Training
and Review Panel Clinical Training Sub-Committee, published in MTRP_Eleventh Report, December
2007, Australian Government (Department of Health and Ageing), Canberra, 2008. pp. 21-24 & 28 —

33.

101 PMCSA report to CPMEC, Melbourne, 27/3/09 (unpublished).

2 Ibid.
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than in other jurisdictions, yet South Australia has been the most active state, relative
to its population, in promoting and enhancing growth of Expanded Settings positions
through both the PGPPP and Expanded Specialist Training Program (ESTP)
programs. Both SA Health and PMCSA are vigilant and committed to identifying
critical elements required in planning for increased graduates in the future, as well as
to being able to meet health service delivery needs across the State.

1.5.2 ThePGY1and PGY2 workforce

In 2007, South Australia accounted for 12% of the total number of PGY1 positions
available in Australia.’®® (Table 9)

According to the 2006 SA Health “Think Tank’, An Urgent Challenge: Developing
New Training Positions for Interns'®, it is necessary for them to respond to the
projected increase in medical graduate numbers over time “by offering appropriate
exposure to graduates, including the creation of new training opportunities.”*

Table 9: Projected number of PGY1 positions in South Australia™®

State 2007 2008 2009 2010 2011 2012
SA 214 226 233 248 Not Not
available | available

1.5.3 Structure of the intern and PGY?2 years in South Australia

In SA, prevocational training is provided at 6 teaching hospitals, with rotations to
rural and outer metropolitan general practices for PGY1 doctors. The PMCSA
accredits junior doctor training positions on behalf of the Medical Board of South
Australia. The structure of the PGY1 is organised around 5 terms over 48 weeks.
Interns are required to complete core terms (8 - 12 weeks in duration) in Medicine,
Surgery and either Emergency OR General Practice in positions accredited by the
PMCSA. Two non-core elective terms are of 8 weeks duration each.®” The provision
for General Practice terms to substitute as core terms for Emergency Medicine terms
IS unique to South Australia, and in this respect represents a departure from the
traditional internship training models.**®

1% MTRP, op. cit., p.29.

194 Dr Richenda Webb, South Australia Department of Health, Developing New Training Positions for
Interns, PowerPoint presentation, 25/9/2006, included as Appendix 11 in Postgraduate Medical Council
of South Australia Think Tank Report, South Australia, 2006.

% Ibid.

1% Data obtained from CPMEC 2™ Report for MTRP, Clinical Training in the Prevocational Years,
January 2008, p.19.

197 Medical Board of South Australia Guidelines for Internship Training in South Australia, Adelaide,
2004.

198 CPMEC, January 2008, op. cit., p. 20.
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The concept of re-structuring the intern year around a competency-based model rather
than a ‘time-served’ model and around broad-based learning experiences rather than
inflexible core rotations, is one that has been raised and is currently being considered
by a number of States and Territories. In SA, this idea was mooted just prior to the
development nationally of the Australian Curriculum Framework for Junior Doctors
by CPMEC™® and planning for curriculum changes since that time has become
universally more readily achieved with that Framework as a common reference point.
PGY?2 positions in SA are currently not accredited by PMCSA. However, a re-
structuring of that body is currently being considered, and “under the new structure, it
is envisaged that accreditation and training of PGY2/3/4 positions will be
incorporated.”™® PGY2/3 positions include regional secondment sites and
community health sites. Some community placements are funded under the Australian
Government funded PGPPP program. The number of PGY2/3 positions in SA in 2007
was 291 (this figure includes 105 IMG doctors).***

1.5.4 Collaborative partnerships and new initiatives related to the expansion in
training capacity

Arising out of the 2006 Health Department ‘Think Tank’, five key areas most
favoured for expanded or alternative settings in South Australia in the future were
identified. They include, in order of priority:

e Expansion of the existing public teaching hospital system: This option is
favoured because the capacity for expansion exists, the set-up costs would be
low, and the existing hospital system offers a more complete and practice-
related training. Possible expanded rotations could include Outpatients,
Radiology, Pathology, Anaesthetics, Surgical sub-specialties and use of
Simulation Laboratories. Key challenges / barriers with regard to this
expansion option include: Increase in funding, increase in number of trained
supervisors, increase in support structures (especially MEOs) are all required,
and key competency areas must be defined and met through an accreditation
process. The limiting factor will be the provision of Emergency Department or
General Practice rotations which are required for registration. The other
aspect that provides some uncertainty is what a National Registration process
IS going to require. If the mandatory core terms are part of the process, we
will need to become more innovative at creating additional General Practice
rotations and providing settings for Emergency Department training, given
that the major hospitals are at near capacity.

e General Practice settings (especially rural / remote): This option is favoured
because the infrastructure already exists via the PGPPP and the RACGP in
terms of possible funding models and curriculum content. Key

199 Confederation of Postgraduate Medical Education Councils Australian Curriculum Framework for
Junior Doctors, October 2006. Cited in CPMEC report Clinical Training in Prevocational Years,
January 2008, p.5.

110 PMCSA report for CPMEC meeting, Melbourne, 27/3/2009 (unpublished).

111 CPMEC report Clinical Training in Prevocational Years, January 2008, p.23.
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challenges/barriers include: supervisor capacity, accreditation status of the
Practice, increased funding, physical space, conflict with private business
principles, patient confidence, competition with medical students and
vocational trainees for placements, identification of key learning objectives,
standardised assessment and appraisal mechanisms.

The private sector, in metropolitan settings: The potential benefit to the private
health sector in accommodating prevocational doctor training rotations is cited
as being the benefit of 24-hour medical cover, which is currently not feasible.
However, the challenges / barriers to be overcome are substantial, and include:
indemnity and medico-legal issues, supervision, funding (for trainees,
supervisors and educational resources and support), rostering at all levels,
potential loss of income for senior clinicians involved in teaching, educating
the public about the role and gaining their cooperation.

The rural sector (as a whole): This sector represents an area of acute medical
workforce shortage in the State and is therefore attractive as an alternative
setting for PGY1&2 doctors. However, Registrar and senior medical staff
numbers are low, precluding adequate supervision of junior doctors and
potentially putting patient safety at risk. Further challenges / barriers to be met
include: the Medicare Provider Number / fee for service issue (applies in the
case of PGY2s), infrastructure needs, clear career pathway options (especially
for Rural Bonded Scholarship holders), consistent educational and clinical
competency standards to meet full MRB registration requirements,
establishment of networks within regions to achieve integrated rotations, re-
location and accommaodation costs for prevocational doctors.

The Community sector: This sector represents a key component in the
changing health care models that are emerging nationally. As an entity,
community health clinics are characterised by their role in primary and
ambulatory care as well as by their multi-disciplinary healthcare team
approach. The key challenges / barriers faced in implementing PGY1&2 terms
in community settings encompass all of those outlined above in connection
with the rural sector, plus some additional unique challenges including:
establishing a relationship with tertiary training hospitals, ensuring supervision
is carried out by qualified medical staff and not ancillary or allied health staff,
and developing a new curriculum to reflect a new training model within a new
health service delivery model.**?

It should be noted that these priorities are drawn from a report dated some 3 years
ago, and whilst SA Health still endorses their broad sentiments, a detailed review of
these priorities has not been recently undertaken. Nevertheless, SA has an active
interest coordinated by Department of Health and PMCSA to encourage, coordinate,
promote, pilot and administer expanded settings placements both through ESTP and
PGPPP as well as alternative approaches. It also is currently developing accreditation
and accountability for all post-graduate training positions.

12 pMCSA Think Tank Report, op. cit., Appendix IV, pp.13 & 15-17. Also reinforced with comments
from a teleconference conversation held on 17/4/09 with members of staff from PMCSA and PGPPP
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Challenges and barriers to growth of PGY1 and PGY?2 positions in South

Australia

The key challenges identified include:

a)
b)

c)

d)

9)

h)

)

Additional medical graduates from interstate.
Increases in vocational trainee intakes.

Increase in the number of part-time prevocational trainees (10.3% of trainees
according to the SA Department of Health, 2005).

46.6% of prevocational trainees are female, therefore the inference is that
longer-term retention in full-time employment, particularly in rural/remote
areas, will be an issue.

Critical elements required in planning for increased graduates must be
identified.

Lack of cohesion nationally; that is, if all States were united in approaching
the Federal Government regarding funding for PGY1&2 education and
training, the case would be much stronger and the outcomes likely to be better.
“The Federal Government needs to realise that appropriate training is not
necessarily the cheapest training.”**?

Increased cost, especially in establishment, of programs other than traditional
PGY1 placements.

Inadequate supervisor numbers (particularly in Emergency Medicine), which
leads to a reluctance to take more PGY 1s.

The private sector is reserved about contributing to funding of prevocational
training.

The Federal Government has recently decreased funding support of the
PGPPP program.***

113 ipid.
14 ibid.
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1.6 TASMANIA

1.6.1 Projected number of medical graduates, Tasmania, 2007 - 2012**°

Tasmania has only one medical school (which offers a 5-year undergraduate degree)
and produces the smallest number of medical graduates per year of any State or
Territory. Analysis of the Tasmanian data reveals that the expected overall increase in
local medical graduates over the six year period 2007 — 2012 will be in the order of
59%. (Table 10).

Table 10: Projected number of medical graduates, Tasmania, 2007 — 2012

Projected
number of 2007 2008 2009 2010 2011 2012
medical
graduates
Domestic 58 61 83 96 95 95
International 13 17 15 14 20 20
TOTAL 71 78 98 110 115 115

1.6.2 The PGY1and PGY2 workforce

In 2007, the number of PGY1 positions available across Tasmania’s three major
teaching hospitals was 56, whereas the number of graduates was 71, of which 58 were
domestic graduates. Despite the fact that there were almost exactly the same number
of intern places as there were domestic graduates, almost 40% of domestic graduates
chose to take positions on the mainland. This is a result of a combination of factors,
predominantly the desire of some graduates to experience healthcare in a different
state, and the preference the remaining domestic graduates for working in Hobart. If
the latter preference cannot be met, then many graduates choose positions on the
mainland rather than work in the Northern Tasmanian hospitals. Consequently, it has
been difficult for the Northern Tasmanian hospitals to recruit domestic graduates to
intern positions. It should be noted that, to date, NO domestic graduates of UTAS
have been “forced out of the state’ in order to find work.

One of the problems facing the Postgraduate Medical Education Council of Tasmania
(PMCT) and other stakeholders in lobbying for funding for additional intern positions
is the current inability to fill the existing positions with domestic graduates. Clearly,
as the number of medical graduates increases each year in other States and Territories,
their ability to accommodate Tasmanian graduates will diminish. (Table 11). This
may well mean that, instead of the planned gradual increase in intern positions,

115 Source of data is Medical Deans of Australia and New Zealand submission to the Medical Training
and Review Panel Clinical Training Sub-Committee, published in the MTRP_Eleventh Report,
December 2007, Australian Government (Department of Health and Ageing), Canberra, 2008. pp. 21 —
24 & 28 - 33.
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Tasmania may be placed in the position of creating an additional 30 intern positions
by 2011, in order to accommodate all of the domestic graduates who will by then be
unable to find work on the mainland. Individual hospitals in Tasmania hope to create
additional intern positions by reconfiguring existing PGY 2 positions that are currently
unfilled. This is clearly a short term strategy.

Table 11 Projected number of PGY1 positions in Tasmania™®

State 2007 2008 2009 2010 2011 2012

Tasmania 56 57 57 65 ? ?

If there is an increase in numbers, it is likely that this increase will be gradual over a
number of years, commencing with an increase of 10 places in 2010. Although there
is a high demand for intern places in some locations in Tasmania (and this varies year
to year) there are also a significant number of medical students who choose to
complete PGY1 on the mainland.”*’

The most recent information from PMCT is that the exact position of the Tasmanian
Department of Health and Human Services (DHHS) with regard to increasing the
number of intern places by 2011 has not been made clear. The most recent
information provided by the DHHS states that:

‘at this stage there is no decision by the Government to fund any additional
PGY1 places in Tasmania. The decision will not be made for several months.
If there is an increase in numbers, it is likely that this increase will be gradual
over a number of years, commencing with an increase of 10 places in 2010.
Although there is a high demand for intern places in some locations in
Tasmania (and this varies year to year) there are also a significant number of
medical students who choose to complete PGY1 on the mainland.”**®

The Tasmanian government’s failure to commit to increased funding for PGY'1
positions in the coming years has resulted in widespread criticism. The AMA, in a
press release from 2008, joins the Australian Medical Students Association in
declaring that:

“Tasmanian medical graduates are being forced interstate to find work, due to
a shortage of local intern training places...In 2008, 83 graduates competed
for a total of 58 local intern jobs, forcing the remaining graduates to seek
work interstate...A significant investment of local resources is required to
train each Tasmanian medical student. Forcing students to then leave the state
to find work is to the detriment of the Tasmanian Health Service and
inconsistent with community expectations...Given the general doctor shortage

116 Data obtained from CPMEC 2™ Report for MTRP, Clinical Training in the Prevocational Years,
January 2008, p. 19.

Y7 Information sent in an email by a spokesperson from the Tasmanian Department of Health and
Human Services to Prof Terry Brown on 21/4/09.

118 Information sent in an email by a spokesperson from the Tasmanian Department of Health and
Human Services to Prof Terry Brown on 21/4/09.
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in Tasmania, the government should be doing everything in its power to retain
medical graduates to boost the ailing health system...Nearly every other state
has guaranteed intern places for local graduates until 2012, but there are no
such guarantees for interstate graduates, such as those forced out of
Tasmania...Tasmania is well behind the eight-ball on this issue. It must be
addressed before Tasmanian graduates find themselves with nowhere to work
upon graduation.”**

Dr Bonning of the AMSA has posed the following questions to the Tasmanian
Minister for Health and Human Services:'?°

a) How is the Tasmanian Government planning to accommodate the increasing
number of medical students and junior doctors?

b) Will the Tasmanian Government guarantee intern positions for Commonwealth
supported, bonded and domestic full-fee paying graduates from the University of
Tasmania until 20137 If yes, will these places be guaranteed in subsequent years?

c) Will the Tasmanian Government guarantee intern positions for international
student graduates from the University of Tasmania until 2013? If yes, will these
places be guaranteed in subsequent years?

d) What capacity will Tasmania have to offer intern positions to interstate medical
graduates?

To date the position of the Tasmanian Government on these issues has not been
clarified.

1.6.3 Structure of the intern and PGY2 years in Tasmania

The PGY1 year in Tasmania is comprised of 5 terms. The three core terms are
Medicine (10 weeks), Surgery (10 weeks) and Emergency Medicine (10 weeks).
There are two non-core elective terms of 10 and 8 weeks respectively.

Intern positions are accredited by the PMCT on behalf of the Medical Council of
Tasmania. There are currently no intern positions outside of the public hospital
system. Unlike in other states, medical graduates apply to each hospital individually.
There is no state-wide placement or matching scheme and the PMCT has no role in
intern placements.**

9 Dr Michael Bonning, President of the Australian Medical Students Association, quoted in
Australian Medical Association press release Tasmania Fails Local Medical Graduates, Community,
July 2008.

120 etter from Dr Michael Bonning, President, Australian Medical Students Association, to The Hon
Lara Giddings MP, Tasmanian Minister for Health and Human Services, dated 6 July, 2008 (accessed
via AMSA website 6.4.09).

121 CPMEC Clinical Training in Prevocational Years: Second Report to the Clinical Training
Subcommittee of the Medical Training and Review Panel, January 2008, p.20.
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PMCT reviews the PGY2/3 positions as part of its triennial cycle of hospital
accreditation visits. The PMCYV accreditation documents are used in this process. The
positions are not currently formally accredited, mainly because there is no medical
board requirement for them to be accredited (unlike the interns), so there is no real
accountability if the hospitals don’t meet accreditation standards with regard to
PGY2/3 positions. However, the latest information is that Tasmania is “moving to
PGY?2 terms being accredited.”*?*The number of PGY2/3 trainees in Tasmania in
2008 was 121.'%°

Tasmania’s reliance on an IMG workforce exceeds that of most other states and forms
in the order of 25% of the resident medical staff in Tasmanian public hospitals.***As
at September 2007 there were 130 IMGs working in 4 hospitals in Tasmania. Each
year, 70 — 80 new IMGs enter the Tasmanian workforce,'?> many of these working at
the PGY2 level.

1.6.4 Collaborative partnerships and new initiatives related to the expansion in
prevocational training capacity

In an active partnership with the University of Tasmania medical school (‘Partners in
Health’), The Tasmanian Department of Health and Human Services currently has a
number of state-funded projects underway which may directly or indirectly impact on
the State’s ability to commit to increased PGY1&2 positions in the coming years.
These projects include:

e The Partnerships and Collocation with Private Hospitals Project: This
initiative aims to forge collaborations between public and private sector health
institutions for mutual benefit;

“A viable and strong private health sector is important, and strong
partnerships between the private and public sector need to be
established. Partnerships may provide an opportunity to collocate
and/or provide services on behalf of the public sector.”?

e The development of GP Super Clinics (particularly in rural/remote settings) in
conjunction with the federal government funding scheme to place primary
healthcare centres in areas of greatest health service delivery need. The
Sustainable General Practice project also aims to increase support through GP

122 Information provided in an email from a spokesperson of the Tasmanian Department of Health and
Human Services to the author of this project on 21/4/09.

123 ihid p.23.
124 postgraduate Medical Education Council of Tasmania website, accessed 19/3/09.
125 CPMEC op. cit., p.24.

126 Tasmania Department of Health and Human Services Tasmania’s Health Plan: Project Progress
Chart, August 2008, p.6.
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Workforce Tasmania for recruitment of rural and regional general
practitioners.?’

e The Development of Rural Health Centres as Rural Health Teaching Sites
project: To increase the number of rural health teaching sites over the course
of the Tasmanian Health Plan roll out to increase access to learning facilities
across the state.'?®

e The Postgraduate Medical Training Project: To investigate further
development of postgraduate medical training in Tasmania in collaboration
with Colleges, Universities and the DHHS.*?

e The Planning for a Sustainable Health Workforce project: This project aims to
develop and publish a workforce pan for Tasmania by late 2009. It will
encompass establishing clear targets for medical workforce numbers,
developing new workforce models to meet new service requirements and
examine the roles of the existing workforce within the context of the new
service model to achieve a better match with service requirements, identifying
training needs to equip staff to work within new models of care (“starting with
Primary Health Care”), and developing retention strategies that can assist
existing medical professionals to stay in the workforce.**°

e The formation of the Tasmanian Prevocational Workforce Working Group by
the DHHS will be instrumental in overseeing many of the above projects and
initiating new ones in the critical years ahead. This group has representatives
from DHHS, PMCT, University of Tasmania, the AMA and AMSA
(Australian Medical Students’ Association)***

e PMCT are currently in the process of employing a Project Officer one day per
week for 12 months to gather information about expanded settings.**

e The DHHS is currently surveying final year medical students at the University
of Tasmania about where they hope to undertake their PGY1 year.®

A pilot multidisciplinary primary healthcare centre, the Clarence Integrated Care
Centre and associated GP Super Clinic in eastern Tasmania is being developed as a

127 Tasmania Department of Health and Human Services Tasmania’s Health Plan: Project Progress
Chart, August 2008, p.3.

128 Tasmania Department of Health and Human Services Tasmania’s Health Plan: Project Progress
Chart, August 2008, p.2.

129 Tasmania Department of Health and Human Services Tasmania’s Health Plan: Project Progress
Chart, August 2008, p.2.

130 Tasmania Department of Health and Human Services Tasmania’s Health Plan: Project Progress
Chart, August 2008, pp. 12-13.

B Information provided in an email from a spokesperson of the Tasmanian DHHS to the author of this
project on 21/4/09.

132 ipid.
133 ibid.
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joint state and federal government initiative (2008 — 2010) both to address chronic
healthcare needs in a regional area of the state, as well as to play a key role in training
health care professionals and conducting research:

“The Integrated Care Centre will make a significant contribution to training
health care professionals for the future. It will collaborate with the University
of Tasmania and GP Training Tasmania to achieve this. It will also work with
the Menzies Research Institute to determine what methods of chronic disease
prevention and management work effectively. Tasmania has an ageing
population and the incidence of chronic health conditions is increasing
dramatically. The Integrated Care Centre model is one which will help us to
address this changing community need.””***

Pending evaluation of the success and sustainability of the Clarence Integrated Care
Centre, further ICCs are planned for Hobart, Launceston, Kingborough, Glenorchy,
Burnie and Devonport** and may become future locations for prevocational medical
training rotations.

The Rural Clinical School in Burnie is a collaborative entity incorporating the
University of Tasmania, PGPPP and the Australian College of Rural and Remote
Medicine. It aims to train a medical workforce in the area where it is most needed,
following a new model of health care and a new model of medical education and
training. The school includes a Clinical Simulation Centre and facilitates vertically
integrated learning for medical students, interns, residents and registrars.**

The focus of Tasmania’s health initiatives, both with regard to models of health care
and models of medical education, is to move away from acute care and into primary
health care distributed evenly across all areas of the state. Medical workforce
recruitment and retention initiatives are also being actively aligned toward these
principles.

1.6.5 Major challenges/ barriers to growth of PGY1 and PGY2 positions in
Tasmania

The major key challenges identified are:

a) State Government commitment to funding increased PGY 1&2 positions.

134 Tasmanian Health and Human Services department website

(www.dhhs.tas.gov.au/future health/clarence_integrated care centre), accessed 2/4/09. Also
documented in Postgraduate Medical Education Council of Queensland, Researching a Flexible Model
of Education and Training for PGY1 Doctors, February 2006, p.49.

135 Tasmania Department of Health and Human Services Tasmania’s Health Plan: Project Progress
Chart, August 2008, pp. 8-10.

138 University of Tasmania Rural Clinical School website: http:/fcms.its.utas.edu.au/healthsci/rcs
(accessed 20/4/09)
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b)

9)

h)

Supervisor capacity. (Limited numbers of senior doctors are willing / able to
take on a supervisory role with respect to prevocational doctors).

Potential difficulty in ensuring adequate clinical exposure/experience in core
rotations if numbers were to increase dramatically.

Upgrading and streamlining of workforce planning and management systems.
Funding for educational resources and infrastructure.

Accommodation costs associated with placing PGY1&2 doctors in rural /
remote settings.

Recruitment and retention issues (especially applicable in rural / remote areas
of the state) and heavy reliance on IMG workforce.

Near zero population growth, now and predicted for the future.
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1.7  VICTORIA

1.7.1 Predicted number of medical graduates, Victoria, 2007 - 2012*

The growth in Victoria trained medical graduates is expected to peak in 2011 (Table
12). IN 2006 Victoria received an additional 200 HECS funded undergraduate
medical student places to address workforce shortages. A third medical school
established at Deakin University will produce its first graduates at the end of 2011.
The University of Notre Dame (Sydney) with Year 3 &4 clinical places at the
Werribee Mercy Hospital and Rural Clinical Schools at Ballarat, Bendigo and Albury
in Victoria (which together make up the Northern Victoria Regional Medical
Education Network),"® will produce graduates from 2011. **°

Table 12: Projected number of medical graduates, Victoria, 2007 — 2012

Projected

number of
medical 2007 2008 2009 2010 2011 2012

graduates
Domestic 337 377 383 383 611 613
International 124 136 167 157 168 160
TOTAL 461 513 550 540 779 773

1.7.2 The PGY1 and PGY2 workforce

In 2007, Victoria provided 25.2% (444) of the national total number of intern places
(1776). The number of intern places available in Victoria increased from 371 in 2004
to 444 in 2007 (i.e. an actual increase of 73 intern places) and is expected to rise to
690 by 2012. The percentage of female graduates taking up intern places in Victoria
in 2007 was 61.1% of the total intern number in Victoria. This represented the highest
percentage in any State or Territory.

37 Source of data is Medical Training Review Panel. Eleventh Report, December 2007, Australian
Government (Department of Health and Ageing), Canberra, 2008. Pp.21-24 & 28-33.

138 The Northern Victoria Regional Medical Education Network is a joint University of Melbourne /
Monash University venture established in 2006 to build on the success of both universities” Rural
Clinical Schools in Shepparton and Bendigo respectively. The first intake of both undergraduate and
postgraduate medical students was in 2007, with non-clinical years undertaken in Melbourne Clinical
Schools. The planned intake was 30 students at each rural site, however whilst Monash attained its
quota, Melbourne University fell well short.

139 The full breakdown of the Victorian data into the various sub-categories is only provided in the
Clinical Deans of Australian Medical Schools (CDAMS) data (revised 15/9/08) and is not reproduced
in this report.

Y MTRP, ibid., pp. 22-23.
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The Victorian Department of Human Services (DHS) has provided targets for intern
and PGY2 funded growth for the period 2009-2012, including for 2009, funding for
45 new medical intern positions, and 16 new PGY2 positions for allocation. Further
increases in both PGY1 and 2 positions in Victoria are planned, with staged growth

over this period. (Table 13)'*

Table 13: Projected number of PGYland PGY2 positions, Victoria, 2007 — 2012

2007 2008 2009 2010 2011 2012
PGY1 447# 459# S504#" 549" 5941 690"
PGY?2 490* 447 459" 504" 5497 59417

# Denotes actual rather than projected data; *Denotes number of PGY2 positions offered in Victoria,
whereas actual number was 477 (see below); ~ denotes number of positions identified for Training and
Development Grant funding)

The number of PGY2 positions in Victoria has increased from 436 in 2004 to 477 in
2007. PGY2 positions held nationally have increased from 1216 in 2004 to 1586 in
2007. The percentage of female doctors taking up PGY2 positions in Victoria in 2007
was 55.3% of the total PGY2 number in Victoria. This represented the second highest
percentage of female PGY2s in any State or Territory, after the Northern Territory
which had 56.3% of its PGY2 positions held by female doctors.

The Medical Training Review Panel makes the following observation regarding
PGY2 & 3 data:

“Data limitations are apparent for PGY2 doctors in this report, and point to
the need to ensure accurate, reliable and relevant data for future
consideration of the needs of PGY2. The postgraduate training years for
junior doctors after PGY1 are the least well served by currently available
data. These data limitations also apply to PGY3 doctors.”*?

The 2008-09 Victorian State Budget included funding of $55.15 million over 4 years
to support the increased number of medical intern and PGY 2 positions required by
domestic graduates of Victorian medical schools between 2009 and 2012. This
includes additional capital investment in teaching infrastructure ($20.02 million over
two years) as well as further early graduate places to train up to 211 additional doctors
per year by 2012 to meet future workforce challenges ($35.13 million over four
years).*?

1 DHS Planning for Growth in Victoria’s Medical Workforce, op. cit., Table 1 (no pagination).

2 MTRP, Eleventh Report, December 2007, op. cit., p.33.

143 Victorian Department of Human Services Planning for Growth in the Victoria’s Medical Workforce,
June 2008. (no pagination).
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1.7.3 Structure of the PGY1 and PGY2 years in Victoria:

The PGY1 year in Victoria consists of 5 terms, with core rotations in Medicine (10-11
weeks), Surgery (10-11 weeks) & Emergency Medicine (10-11 weeks) with a
requirement that a core of 8 weeks of Emergency Medicine be completed in a number
of ways:

a) 8 weeks where supervision is by a Fellow of the Australian College of
Emergency Medicine (FACEM); or

b) 5 weeks core component where the supervision is by a Fellow of the
Australian College of Emergency Medicine (FACEM) and 3 weeks non-core
component where the supervisor is not a FACEM.**

There are also requirements for “direct’ (80%) and “indirect’ (20%) supervision of
interns undertaking the ED rotation,** and supervision requirements for interns
undertaking an ED rotation in the first 2 weeks of their first two rotations.

The balance of the intern year is made up of two or more ‘non-core’ rotations (of 1-11
weeks each).

The Medical Practitioners Board of Victoria has delegated authority to the
Postgraduate Medical Council of Victoria for matters relating to intern accreditation
in Victoria. The PMCV accredits each intern position within approved training
hospitals and other approved training sites; intern posts can only be offered if they are
accredited by PMCV and recommendations approved by the Medical Board.

Interns are allocated to a hospital post through the Computer Match Service
administered by the Postgraduate Medical Council of Victoria on behalf of the
Department of Human Services.

The Accreditation subcommittee of the Postgraduate Medical Council of Victoria has
conducted reviews of its core intern terms (Medicine in 2004 and Surgery in 2003 and
September 2009). As a consequence of these reviews some speciality terms in
medicine and surgery at Victorian health services have been recognised as meeting
core requirements (e.g. Gastroenterology and Cardiology (medical); Orthopaedics,
Colorectal, Plastics and Vascular (surgical).

The number of rural health services which offer full year internship training has
increased in recent years and now includes: Ballarat, Bendigo, Goulburn Valley
Health (Shepparton), Gippsland (the Gippsland Rural Intern Training program with
rotations to Sale, Traralgon and Warragul hospitals and including a General Practice
placement at Heyfield), Mildura and from 2010 Wodonga.

The Joint Rural Clinical School in Bendigo, a collaborative project between
Melbourne and Monash Universities,*® is a reciprocal model whose major benefits

144 CPMEC 2" Report Clinical Training in the Prevocational Years, January 2008, p.17.

Y ibid., p.21.
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include potential to expand capacity, share costs and place medical trainees in a
regional area where there is proven service provision need and a current medical
workforce shortage.**” As with other models cited above, the Joint Rural Clinical
School model could potentially be adapted to provide a possible avenue of expanded
settings for prevocational training in rural and/or regional Victoria.

In Victoria, accreditation of PGY2 and non-vocational PGY 3 positions is not
mandatory; however, the PMCV has reviewed the majority of Victorian PGY?2
positions over the last 3 years.**® A total of 459 PGY?2 positions have been accredited
for 2009. The PGY?2 year can be completed in 5 terms or 4 Terms or 2* 6 month
rotations but there are positions at this level being offered flexibly (i.e job share, part-
time).

1.7.4 Collaborative partnerships and new initiatives related to the expansion in
PGY1 and PGY2 training capacity

The Department of Human Services established the Intern Consortia Working Group
in August 2007 primarily to prepare options for medical intern consortia and to
identify the risk and opportunities in relation to intern consortia. This Working Group
was expanded in November 2007 and was retitled the Postgraduate Medical
Reference Group (PMRG) with terms of reference focussed on “planning for intern
growth,”** including:

e Workforce planning issues

e Challenges / barriers to growth in intern and PGY 2 positions

e Clinical training placements in an expanded range of settings

e Impact of intern & PGY 2 growth on the need for specialist training
positions

< Innovative approaches to education, training and supervision of interns
& PGY2s

e Recruitment & retention of interns and PGY2s

e Options in respect of a proposed move to a network / consortia model
for medical interns.**

In December 2009 the Department of Human Services conducted a Workshop, The
Victorian Prevocational Medical Workforce Forum “Looking Forward to 2012” to
provide an opportunity for interested parties to contribute to planning and decision
making in respect of the growth in the numbers of Victorian medical graduates. The
objectives of the Forum were to examine possible planning design principles, funding

146 Medical Deans of Australia and New Zealand, National Clinical Training Review, Report to the
Medical Training Review Panel Clinical Training Subcommittee, February 2008, p.12.

7 ibid.
148 CPMEC 2" Report, op. cit., p.23.

149 DHS Planning for Growth, op. cit., no pagination.

%0 DHS Looking Forward Draft Report, March 2009, op. cit., p.1.
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models, expanded and alternative training settings and approaches to networks /
consortia in respect of the prevocational medical workforce.'®* The details of the
Forum agenda are set out in the draft Discussion Paper Looking Forward to 2012: The
future of Victoria’s prevocational medical workforce (June, 2008), and details of the
ideas arlgl2 recommendations to come out of the Forum will be documented in the final
report.

The Postgraduate Medical Reference Group (PMRG) and the DHS have undertaken
to use the Report from the December 2008 Forum and other relevant plans and papers
to identify the “next steps” in the process. This includes:

- Preparing and publishing a draft Strategic Directions for Victoria’s
Prevocational Medical Workforce 2009 — 2012.%%

- Preparing consultation papers regarding training networks and revised
funding mechanisms for prevocational medical education and training

« Publishing a report on progress in implementing prevocational
workforce strategies by 31% December 20009.

The DHS has made available funds to assist Victorian health services to expand
organisational capacity in preparation for the increased numbers of medical graduates
who will be seeking internships and PGY2 positions from 2012. Developing
Organisational Capacity (DOC) funds are non-recurrent program funds that are
available to support projects that will run between January 2009 and June 2012. The
overall aim of DOC funds is to expand the capacity within health services to address
the needs of increased numbers of medical graduates by:

e Establishing more prevocational clinical placements within hospitals and in
expanded settings, and / or

e Improving the quality of education, training and supervision offered in respect
of early medical graduates — in particular, medical interns and PGY2
doctors.™™

The DHS published its report Clinical Placements in Victoria, Establishing a
Statewide Approach in 2007, seeking to establish a collaborative, streamlined
approach to expanding the clinical settings for prevocational training across Victoria.
This proposal can be seen to draw upon models implemented in other States, notably
Western Australia, Queensland and New South Wales.

General Practice terms for PGY1s as a non-core rotation (with funding from the
Australian Government Prevocational General Practice Placements Program) began in
Victoria in 2008 initially at 3 rural general / community practice sites accommodating
10 — 15 interns for a 10-week placement. Equivalent PGY2 placements have existed

51 DHS Looking Forward Discussion Paper, op. cit., p.2.
152 DHS Looking Forward Draft Report, op. cit., p.12.
53 ibid., p.12.

54 Department of Human Services website, homepage: www.dhs.gov.vic.au (Accessed 14/4/09).
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in Victoria for several years. There are likely to be opportunities to increase the
number of GP placements for interns & PGY2s in future years. *°

The DHS has committed to maintaining the International Medical Graduate (IMG)
workforce as an integral part of the medical workforce in Victoria, aiming to upskill
at least 40 IMGs per year in the years 2009 — 2011. Funding has been allocated for
this purpose.’® IMGs are seen not only as helping to meet health service delivery
needs, but also as potential supervisors and educators for prevocational doctors as
their numbers increase. The Postgraduate Medical Council has received funding from
DHS to develop a training package for supervisors of IMG doctors in effective
supervision, performance management, and provision of feedback. A primary aim is
to strengthen supervisor compliance with the Medical Board’s requirements of
individual supervised practice plans and annual supervision reports (as required under
the COARG National assessment process fro IMGS).

Building education and training capacity through expanded funding to support an
increase in the number of medical education officers (MEQSs) ($5.3million over four
years) and to support the extension of clinical training in areas outside of the
traditional hospital settings ($1.5million over four years) has been allocated by the
Department of Human Services.

The Australian Government has committed $275million over five years, starting in
2007-08, to establish GP Super Clinics in 31 locations across Australia in
collaboration with State and Territory governments. GP Super Clinics are a key
element in the Australian government’s strategy to build a stronger primary care
system, including a greater focus on the management of chronic disease, health
promotion and illness prevention and better coordination between privately provided
GP services, allied health, community health and other State or Territory government
services. In Victoria, GP Super Clinics are to be established at five sites: Wallan,
Berwick, Ballan, Geelong and Bendigo.'*’ Proposals to incorporate prevocational
training placements within these newly-established GP Super Clinics require
investigation.

There are a number of alternative Training Settings currently being considered for
PGY1 and PGY2 doctors:

Expansion within major training hospitals into non-acute areas such as
rehabilitation, aged care, primary care, psychiatry, ambulatory care, drug and
alcohol dependency, paediatrics, pathology, radiology, and health
administration.

ii.  Expanded capacity for core rotations in acute areas, especially Emergency
Departments.

155 CPMEC, op. cit., p.39.

156 DHS Planning for Growth Discussion Paper, op. cit., no pagination.

57 Australian Government, Department of Health and Ageing website:
www.health.gov.au/gpsuperclinics (Accessed 16/4/09).
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iii.  Alternative settings including:

e GP and Super Clinic rotations, and Psychiatry and Aged Care within
the private sector (““Planning for Growth™”, DHS June 2008).

e Rural and outer metropolitan rotations (linked to well structured and
supported Training Networks) — the State Government focus “is on
expanding the rural health workforce” (**Planning for Growth”, DHS,
June 2008).

e Community Health centres (metropolitan and rural).
 Private hospital settings.'*®

Many of the above represent team-based and/or multidisciplinary settings which
reflect the emerging models of health care and service delivery for the future.

All expansion of settings should reflect and address service and workforce needs.
(““Planning for Growth”, DHS, June 2008)

Private hospital settings would allow maximum utilisation of already existing clinical
staff, resources and infrastructure, thus minimising expenditure and time delay in
accommodating increased numbers of prevocational doctors, providing funding,
patient education & willingness, medical indemnity and supervision and accreditation
issues could be satisfactorily addressed.*

1.7.5 Major challenges and barriers to growth of PGY1 and PGY2 positions in
Victoria

The current challenges identified include:

a) Current funding models do not provide optimum support for the delivery of
prevocational medical education and training.*®

b) Some rural settings are not currently accredited for Emergency Department
rotations for prevocational doctors.

c) Current low levels of recruitment and retention of doctors to rural areas
(especially PGY?2 doctors and beyond*®?), as well as lack of a clear vocational
pathway, are all challenges to expansion into rural settings:

“The Colleges should be encouraged to support rural rotations for
PGY1&2s so that more people will opt to do them.”*%2

138 ibid. (no pagination)

159 DHS Planning for Growth Discussion Paper, op. cit. (no pagination).
1% DHS Looking Forward Draft Report, op. cit., p.9.

1%L ibid., p.6.

162 ibid.
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d) Accommodation availability and cost for PGY1&2 doctors moving from
metropolitan to rural or rural to metropolitan rotations is a problem.*®®

e) Inadequate levels of supervision (Supervisory activity across health services
needs to be mapped, and ways to increase the availability of trained
supervisors examined).'®*

f) Public safety, quality health care, ethical and legal standards and workforce
health and safety must remain of primary concern.

g) Distribution of the prevocational medical workforce must reflect future
medical workforce needs.'®®

h) Adequate levels of support and mentoring must be maintained.**®

i) Educational infrastructure, including educational facilities & resources
(simulation centres, e-learning modules, Mini-CEX assessment tools, off-floor
learning models such as the MoLIE program, etc.) will need to be scaled up or
put in place for the first time.'®’

J) IT and Administrative infrastructure will need to be scaled-up to accommodate
increased numbers.*®®

k) Numbers of clinical educators will need to be increased, and possibly new
roles (e.g. Medical Education Registrar positions) established with clear
Position Descriptions & qualification requirements in place.*®®

I) The notion of ‘core’ and ‘non-core’ rotations in intern training needs to be re-
examined and possibly reviewed to allow alternative settings to become
accredited as valuable learning opportunities for PGY1 doctors. A move
towards ‘competency — based’ learning aligned to the ACFJD, rather than a
‘time served’ model needs to be implemented.*"™

163 DHS Looking Forward Draft Report, op. cit., p.8.

154 ibid., pp.7,9&11. Also Paltridge, D., ‘Prevocational medical training in Australia: where does it

need to go?’, Medical Journal of Australia, 2006, Vol. 184, No. 7, p.351.
1% ibid., pp.8&10.

1% ibid., pp.7&11

" ibid., p.8.

1%8 ibid., pp.8,9&11.

19 ibid., pp.7&11.

0 DHS Looking Forward Draft Report, op. cit., pp.8-9. See also Royal College of Physicians and
Surgeons of Canada, The CanMEDS 2005 Physician Competency Framework, Ottawa, 2005,
Introduction pp. 1-2 for ‘A New Definition of Competence’ and ‘Outcomes-Oriented Medical
Education’. Fundamentally, CanMEDS is an initiative to improve patient care through focus on
articulating a comprehensive definition of the competencies needed for medical education and practice.
It is a successful international model which may prove relevant in many respects to the current growth
and re-structuring of Australia’s prevocational medical workforce.
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m) Public / Private partnerships need to be fostered.*”

n)

P)

q)

Medical training networks need to be expanded, streamlined and fully
supported at a State-wide level to provide a more structured, efficient and
beneficial learning environment with standards and facilities equal to those
offered in stand-alone metropolitan and regional tertiary training hospitals.'"

A policy on future employment and training of IMG doctors needs to be
arrived at. If these doctors are to continue taking up much of the rural medical
workforce shortfall, they should be included in Rural Training Network
education programs: “Many of these doctors go into rural general practice
without having undertaken a rural rotation prior to getting general
registration.”*"

With regard to private sector settings, challenges include achieving
accreditation-level quality rotations, access to junior doctors’ training records,
adequate supervision and educational support, infrastructure (IT,
administration, teaching space and resources etc.), as well as patient education
and participation.*”

With regard to GP settings, specific issues include: GP business structure
which precludes time for teaching; allied to this, lack of remuneration and
formal recognition for GPs engaged in teaching and supervision (refer Practice
Incentive Payment scheme employed by universities for medical student
placement in GP practices;'"®) lack of space for PGY1&2 doctors to conduct
consultations independently; more part-time GPs; competition for training
from Registrars (and medical students); distance and disconnection from the
tertiary training hospitals; whether the practice is accredited and the GP is
vocationally registered; lack of experience with junior doctors in the practice;
different learning experiences between urban and rural / remote GP settings,
leading to consistency and quality issues).

" ibid.,
172 ibid.,

pp.9&10.

p.10. Also DHS Forum Discussion Paper, June 2008, op. cit., p.16.

173 ibid, p.6.

174 Medical Deans of Australia and New Zealand, National Clinical Training Review, February 2008,
op. cit., pp.13-14.

175 Medical Deans of Australia and New Zealand, National Clinical Training Review, February 2008,
op. cit., p.14: “The Practice Incentive Payment (PIP) scheme is a Commonwealth initiative aimed at
rewarding GPs for undertaking service-related programs including medical student teaching. As
medical schools are increasingly looking to expand clinical training in the general practice setting, it is
timely to review the PIP scheme to ensure that GPs are adequately supported to undertake teaching.”
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1.8 WESTERN AUSTRALIA

1.8.1176Projected number of medical graduates, Western Australia, 2007 —
2012

Analysis of the Western Australian data reveals that the number of medical graduates
will more than double over the six-year period 2007 — 2012. (Table 14)

Table 14: Projected number of medical graduates, Western Australia, 2007-2012

Projected

number of
medical 2007 2008 2009 2010 2011 2012
graduates

Australian 130 218 260 297 272 277
trained (local
graduates)

Temporary 4 12 18 25 25 25
resident
(International)

TOTAL 134 230 278 322 297 302

Data provided by the Postgraduate Medical Council of Western Australia (PMCWA)
has indicated that the number of PGY1 positions in WA in 2009 is 235 — up 60 from
last year due particularly to the first medical graduates from Notre Dame University
(Fremantle) (i.e. 76 graduates) beginning their intern year in 2009. The PMCWA also
indicates that the projected intern numbers for 2010 will be 260, and for 2011 they
will rise to 300."

“The proportion of local international graduates in Western Australia appears
set to remain low, since Notre Dame University (NDU) does not accept
international medical students as a matter of policy. However, the exact
position of the PMCWA in relation to international medical graduates being
guaranteed a PGY1 position in Western Australia continues to be debated.!’®

178 Source of data is Medical Training and Review Panel Eleventh Report, December 2007, Australian
Government (Department of Health and Ageing), Canberra, 2008. Pp. 21-24 & 28-33.

Y7 Information provided by Sheree Keech from PMCWA via email on 6/4/09.

178 professor Lou Landau, PMCWA, PowerPoint presentation A New Generation of Medical
Graduates, Slide 6. This presentation was made at the NSW IMET Forum “Preparing for the Next
Generation of Medical Graduates”, Sydney, July 15, 2008.: www.imet.health.nsw.gov.au {Accessed on
27/3/09}
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1.8.2 The PGY1 and PGY2 workforce

The number of intern positions in WA (Table 15) is expected to approximate the
number of predicted local medical graduates.

Table 15: Projected number of PGY1 positions in Western Australia, 2007-2012

In 2007, the number of intern posts in WA was 155 which represented 8.7% of the
national total of intern posts. The vast majority of these (approximately 80%) went to
Australian-trained local (own state) graduates, whilst approximately 18% went to
Australian-trained (interstate) graduates, 1.5% to Temporary Resident Australian-
trained graduates, and 0.5% to New Zealand Medical School graduates.*”® PMCWA
made the following statement in 2009 regarding the future likelihood of Australian-
trained interstate graduates continuing to be offered PGY1 positions in WA:

“Over recent years the number of local WA graduates has been less than the
number of intern positions offered. However, in 2009 the number of WA
medical school graduates will have increased, therefore, it is anticipated that
the number of intern positions available for graduates from outside WA will
be reduced.”

As with most States, the available data for PGY2 numbers is unreliable in WA.
According to the 2008 CPMEC Report, there were at the time of the report 419.5
JMOs employed by the Primary Allocation Centres, “260 of who are PGY2/3s.”*%° In
2009, the number of PGY2+ doctors employed is 467.

It is also noted that in former years many United Kingdom sponsored graduates have
bolstered the PGY2 workforce in Western Australia. Since 2006, however, there has
been greatly reduced interest from this group of doctors, “due to changes in their
training requirements.”*®! Further, the MTRP bears out this observation in relation to
all Australian states and territories in its 2007 Report:

“A number of PGY2 doctors have been UK graduates as a consequence of a
UK exchange scheme that operated...No states or territories have identified
UK graduates this year (2007).”*%2

9 Ibid., p.28.
180 ibid., p.23.
181 PMCWA Communiqué, June 2006.

182 Medical Training Review Panel, Eleventh Report, December 2007, p.32.
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1.8.3 Structure of the intern and PGY?2 years in Western Australia:

Prevocational training in WA is facilitated by the Postgraduate Medical Council of
Western Australia (PMCWA) and managed by three Primary Allocation Centres
(Fremantle Hospital, Royal Perth Hospital and Sir Charles Gardiner Hospital) and two
additional private teaching hospitals (St John of God at Murdoch and Subiaco
campuses, and Hollywood Private Hospital'®®). JIMOs employed by Primary
Allocation Centres are also rotated to secondment hospitals, which are located in
metropolitan or regional areas.

Metropolitan area health networks are managed by WA Health, and accredited
regional training hospitals are governed by the Western Australian Country Health
Services (WACHS).*®* Each unit that provides a rotation to a PGY1 must be
accredited by PMCWA. Currently there are 34 accredited health services and 193
accredited units in WA, which is an increase from 27 health services and 172 units
accredited in2007. Currently, there are a total of 32 accredited General Surgery and
General Medicine units for interns and 8 Emergency Departments for the PGY1 year.
The intern year in Western Australia consists of 5 terms. The two core terms are
Medicine (10 weeks) and Surgery (10 weeks). The Emergency Medicine term (10
weeks) is somewhat of an anomaly, with the Medical Registration Board of WA
regarding it as “desirable,”® in 2009, it is anticipated all PGY1 doctors will have
undertaken ED term. It is of note the PMCWA has currently reviewed the Emergency
Department rotation and it is currently being discussed whether it should be classified
as a ‘core’ rotation.

The Prevocational Accreditation and Standards Committee, an arm of the PMCWA,
oversees prevocational education and training standards across the State and is
actively addressing the issue of increased medical graduate numbers and the potential
for expanded clinical placements and training in a range of settings.**°

Tertiary teaching hospitals in WA have introduced new intern rotations to “provide a
broad-based competency training schedule required for the intern year.”*®” These new
rotations include: Sexual Health, Maxillofacial Surgery, High Dependency and
Psychiatry. Further, the PMCWA will continue to work with the tertiary teaching
hospitals to develop additional new rotations (in accordance with Medical Board
requirements) as required to cater for the increase in intern numbers.*#®

183 Both interns and PGY 2s rotate to St John of God, Murdoch and to Hollywood Private. Only PGY2s
rotate to St John of God, Subiaco.

184 Sheree Keech, PMCWA, in an email dated 28/4/09.

185 Cited by Dr Andrew Perry in his paper National Picture, presented at the anzZMET National Medical
Education Forum, Sydney, October 2007. Accessed via the IMET website:
www.imet.health.nsw.gov.au on 23/3/09. The point is also made in the CPMEC Report Clinical
Training in Prevocational Years, January 2008, p.21.

18 PMCWA website: www.pmcwa.health.wa.gov.au/accreditation/standards.cfm [Accessed 18/4/09].

187 Sheree Keech, PMCWA, in an email of 6/4/09.

' ibid.
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WA Health and the PMCWA have accredited and established intern rotations within
two private hospital settings, St John of God at Murdoch and Hollywood Private
Hospital. Both of these hospitals, plus St John of God Hospital at Subiaco also offer
PGY?2 rotations. All prevocational doctors undertaking rotations at these hospitals are
seconded from their Primary Allocation Centres. Preliminary discussions are
proceeding regarding one of these private hospitals expanding its capacity in 2011 to
be able to accommodate 10 - 15 interns for 2 - 3 rotations.*®

1.8.4 Collaborative partnerships and new initiatives related to the expansion in
prevocational training capacity

The PMCWA has established the Medical Workforce Committee (MWC) to monitor
the supply, demands and needs of prevocational medical officers and other non-
vocational doctors in Western Australia. The MWC is strongly supporting strategies
to address the increasing number of medical graduates in WA.. Its membership
includes representatives from across the entire spectrum of stakeholders in medical
education and training in Western Australia, a factor which is key in ensuring the
development of sound vertically integrated and streamlined strategies into the future.
Groups represented include:

Postgraduate Medical Council of Western Australia
Western Australia Department of Health

Western Australian Country Health Services

Notre Dame University (Medical School)

University of Western Australia (Medical School)
Senior Medical Administrators

The private hospital sector

The Australian Medical Association

Junior Medical Officers

Medical Students (recent inclusion)

Rural Health West

Western Australian General Practice Education & Training
Directors of Postgraduate Medical Education (DPGMES)
The Rural Clinical School

The Terms of Reference for the medical workforce committee are as follows:

1. Undertake regular monitoring and evaluation of supply, demand and
placement of prevocational doctors

2. Promote and/or undertake projects/research related to prevocational
medical officers and other non-vocational doctors workforce in WA

3. Monitor and advise on implementation of safe staffing principles for
prevocational doctors

189 gheree Keech, PMCWA, in an email dated 28/4/09.
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4.  Coordinating vocational advice from colleges taking into account
Workforce Issues and Community Needs.**

The Western Australian Department of Health has established the Rural Workforce
Strategy 2008-2009, a program to be delivered by the Western Australian Country
Health Service (WACHS). Its stated targets for 2009 are to:

. deploy 17 Rural Generalist Pathway PGY1 doctors.
- develop and implement a WACHS workforce plan.'**

The PMCWA have assisted in developing the Rural Generalist Pathway, a training
stream that aims to form a career pathway and in so doing will supply the rural
generalist workforce needs of Western Australia into the future. In other words, this is
a far-sighted program whose scope extends beyond just the intern year, to include
PGY2s and vocational training. Rural rotations in WA have increased to
accommodate this program, and PGY1 rotations were introduced in 2009 in the
regional areas of Broome and Albany.'*? Allied to the Rural Generalist Program, the
PMCWA will introduce in 2010 as part of the intern application process the Rural
Preference Program, where prevocational trainees are invited to express an interest in
completing one, two or three rotations of their PGY1 in rural health services.'*®

The PMCWA is actively developing new community and rural PGY1&2 placements
to assist with meeting increased numbers, as well as to impact on future medical
workforce needs. Allied to this, special issues regarding accreditation for PGY1&2
rotations for rural facilities are being identified and addressed.'*

WA General Practice Education and Training (WAGPET) and the School of Primary
Aboriginal and Rural Health (SPARCH) jointly administer the Prevocational General
Practice Placements Program (PGPPP). While WAGPET administer the Community
Residency Program which is jointly funded by PGPPP, WAGPET and WA Health.
Both the PGPPP and Community Residency Program are directly aimed at PGY?2
doctors and which serve the twofold purpose of developing additional placements for
PGY2s in anticipation of the flow-on effect of increased intern numbers, and also of
providing exposure for the junior doctors to general practice, both rurally and in
metropolitan settings. The Community Residency Program allows PGY2s to work
part of the week in a hospital setting and the other part in a General Practice setting. It
is offered in both rural and metropolitan locations.**

1% PMCWA website: www.pmcwa.health.wa.gov.au/workforce/committee.cfm (Accessed 18/4/09).

191 Western Australia Department of Health Delivering a Healthy Western Australia: WA Health
Operational Plan 2008-2009, December 2008, p.8.

192 Sheree Keech, PMCWA, in an email of 6/4/09. Interns who rotate to Broome are required to have
completed a prior rotation in Emergency Medicine. Accreditation surveys for the 2009 Broome and
Albany PGY1 rotations are scheduled for July of this year.

1% ibid., and also a PMCWA report for the CPMEC meeting, Melbourne, 27/3/09 (unpublished).
1% PMCWA Communique, June 2006, p.1.

1% Sheree Keech, PMCWA, in an email of 6/4/09. Also outlined on the Western Australian General
Practice Education and Training (WAGPET) website: www.wagpet.com.au/training-
opportunities/prevocational-training (accessed 22/4/09).

63



WA Health has developed a model that outlines the supervisory ratio required to meet
existing and future clinical training capacity needs. The model considers the increased
number of interns, expanded simulated learning environments, and increasing rural
and metropolitan training links, and is being used in funding bid requests.'*®

The PMCWA has worked with WA Health to provide additional Medical Education
Officer positions in line with increasing numbers of prevocational doctors. The
number of MEOs in Western Australia has risen from 5 to 9 in the period 2007 — 2009
(Four are part-time positions).**’

The PMCWA has worked with WA Health to develop and appoint new Medical
Education Registrar positions.'*®

A joint project between the PMCWA and WA Health is currently being considered to
examine the expected increase in PGY2 (and 2+) positions in the coming years.'*

In recognition of the future expansion of the locally-trained WA medical workforce,
the Health Department of Western Australia has developed a policy to reduce the
recruitment of IMG doctors in the longer term, whilst improving their upskilling and
supervision in the short term.?%

1.8.5 Major challenges and barriers to growth of PGY1 and PGY2 positions in
Western Australia

The following major challenges have been identified:

a) Funding: The “increase from 105 to 235 interns (in 2009) has been absorbed
in the health budget to date, but (it is) now at capacity.”?%*

b) Prevocational medical education and training needs to be acknowledged as a
core function. As a corollary of this adequate supervision and dedicated
teaching time must be allowed for: “...there is an urgent need to find and

establish more registrar places and protected specialist time for teaching.”"

c) Clear career pathways and access to specialty training need to be
established.?%®

19 ibid.
7 ibid.
19 ibid.
199 PMCWA report for the CPMEC meeting, Melbourne, 27/3/09 (unpublished).

20 professor Lou Landau, Chair, PMCWA, in a PowerPoint presentation at the NSW IMET Forum
2008, op. cit. Slide 15.

21 ibid. Slide 6.
22 ihid. Slide 5.

203 1hj. Slide 10.
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d)

9)

h)

)

K)

Accommodation, travel and re-location costs for prevocational doctors
undertaking rotations outside their ‘base’ location.

Retention at PGY?2 level and beyond has historically been a problem.

A large IMG workforce: “at last 50% of the total 403 IMGs employed in WA
in 2007 are in prevocational positions.”?%*

Cost of necessary medical education infrastructure (i.e. MEOs, DPGMEs,
DCTs, Administrative Officers, etc.).

Medical Registration Board requirements which impact on establishment of
new PGY1 core rotations, provide adequate levels of clinical experience,
standardise accreditation and assessment mechanisms and achieve sign-off for
satisfactory completion of required minimum components for PGY1 year.

Budget implications of increased accreditation surveys required for new
PGY1&2 positions: the annual number of surveys in WA is set to increase
from 12 in 2008 to about 30 in 2009 and expected to be approximately 35 each
year from 2010 onwards.?®

Changing health service demands mean that different medical workforce and
health service delivery models are required, notably a wider distribution of the
medical workforce across the State, and provision of more smaller-sized
health facilities in a greater range of locations.?®

The current economic climate is compounding already stretched resources at a
time when prevocational numbers are increasing. “The State government has
instructed all State departments to make a 3% saving, and at a time when
prevocational doctor numbers have expanded and increased funding is
required, this will be challenging.”?%’

24 CPMEC Report Clinical Training in Prevocational Years, January 2008, p.24.
205 PMCWA report for CPMEC meeting, Melbourne, 27/3/09 (unpublished).
206 professor Lou Landau, op. cit. Slide 14.

27 Sheree Keech, PMCWA, in an email dated 28/4/09.
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2. OVERVIEW OF NATIONAL DATA AND RESPONSES:

All States and Territories face an increase in demand for intern places in the
forthcoming years based on the increased numbers of medical graduates. The
anticipated percentage increase varies widely between States, with Western Australia
expecting the largest growth and the Australian Capital Territory the smallest, as
Table 16 demonstrates.

Table 16: Percentage increase in medical graduates between 2007 and 2012

State# Percentage increase in
medical graduates
between 2007 and 2012
W.A. 125.3%
VIC 114.1%*
QLD 97.2%
NSW 92.7%
TAS 58.8%
S.A. 27.4%
A.C.T. 22.1%

Notes:

* This figure reflects the MTRP / MDANZ data. If the CDAMS data is used, the
percentage increase is in the order of 92% in Victoria over the same period.

# The Northern territory is not included in this table because it does not produce
medical graduates of its own. However, the number of intern places offered in the
N.T. increased by 60% between 2007 and 2008. Projected figures to 2012 are not
currently available.

The individual summaries in Sections 1 of this report outline the approaches each
jurisdiction is currently taking in respect of increased medical graduate numbers. In
this section, the most significant initiatives are highlighted, and the challenges faced
universally are annotated.

All States and Territories except Tasmania have committed to fund PGY 1 places for
their Australian-trained local (own state) graduates. It is less clear as to the level of
funding for PGY2 places and whether these will be matched to at least the number of
intern places.

The policies regarding the allocation of Temporary Resident Australian-trained (i.e.
full-fee paying international) graduates and Australian Medical Council graduates
varies across the States. The Bonded Medical Place (BMP) and Medical Rural
Bonded Scholarship Scheme (MRBSS) have been introduced and used to help address
medical workforce shortage.’” Most Australian-trained international medical

208 As the MDANZ data reveals (refer MTRP, op. cit., p.19), between 2002 and 2007 the proportion of
CSP-HECS places fell from 81.1% of total medical student places nationally to 61.1%, whilst MBPS
and MRBSS places rose from 2.3% of the national total medical student places in 2002 to 14.3% in
2007, indicating that there has been a deliberate effort across jurisdictions to address areas of medical
workforce shortage, especially in outer metropolitan and rural and remote areas. MBPS graduates
commit to work in a district of workforce shortage for the number of years it has taken to complete the
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students are thought to have found PGY1 placements to this point, but there is no
quantitative data to confirm this.?>® As the number of permanent resident medical
graduates increases, there is expected to be increased difficulty for temporary resident
Australian-trained international medical graduates to find PGY1 placements under
current arrangements.”*° This situation will almost certainly also apply to Australian-
trained graduates looking to find PGY1 positions outside their own State, since, with
increased numbers of local graduates, those positions will be keenly sought within the
local cohort .

Data in respect of numbers of PGY2 doctors is almost universally poor or non-
existent as reflected in the MTRP data®* Victoria is the exception in recording this
data based on PGY2 positions which are included in, and allocated, via computer
matching.?* Further, some States (Victoria, NSW and W.A.) have undertaken formal
reviews of the PGY2 terms. However, given their non-binding status, any
recommendations have been left to the health service providers to implement.?**

The national lack of accreditation requirements for prevocational trainees at PGY2
level and beyond, limited supervision capacity, inadequate infrastructure support,
variable access to clinical skills training facilities, as well as the incomplete data
collection, all serve to make the process of planning for structured expansion of PGY2
education and training difficult.

In relation to the PGY2 year, the National Health Workforce Taskforce (NHWT) has
tendered for a project “A Strategic Study of Postgraduate Medical Training” to assess
the impact of increased medical graduate numbers on PGY?2 training (& specialist
medical training college) programs.* When completed, this study should provide
much-needed data as well as a strategic direction for planning and implementing
PGY?2 clinical training options in the light of the significant increase in prevocational
medical trainee numbers over the coming years.

Reflecting local differences in health service delivery needs, geographical location of
populations, local composition of prevocational medical workforce cohorts and local
funding and governance systems, each State and Territory has put in place a range of
strategies and initiatives to work towards expanding prevocational training capacity
including:

medical degree. MRBSS graduates commit to working in a rural or remote area for six continuous
years, after gaining fellowship of a specialist college.

299 jbid.

1% ibid.

2 MTRP, op. cit., p.31.

212 ibid.

213 CPMEC 2™ Report to the MTRP, January 2008, op. cit., p.6.

21 DHS Tender Number TO9010, closing 15/1/09. Tender for A Strategic Study of Postgraduate
Medical Training, Melbourne 2009.
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e increasing the number of GP placements
e increasing the number of rural and remote placements

e introducing alternative training sites, including community centres and private
hospitals

e introducing new rotations within existing training facilities (e.g. Radiology,
Pathology, Psychiatry, Women’s Health) as well as within private settings

e making changes to core rotations (especially Emergency Medicine terms
which in many cases have been modified to incorporate time in related
settings™®, off-the-floor teaching programs and/or Medical Education
Registrars, as well as roster and supervision innovations'®)

e re-evaluating and redesigning PGY2 positions such that they are suitable for
PGY1 training

e introducing E-technology into prevocational training programs, in the domains
of both teaching and assessment (e.g. Clinical skills laboratories, Simulation
Centres, teaching modules such as the MoLIE program for clinical teaching in

Emergency Medicine?'’; e-learning portfolios

= rostering innovations (e.g. split terms, fully staffed and supervised night shifts,
staggered starts to the PGY1 year, part-time internship, job-sharing (at PGY?2
level), etc.

e re-structuring and/or increasing the breadth of rotations; e.g. instead of all
PGY1s completing a full 10 — 12 week term in Emergency Medicine, some
training time in Intensive / Acute Care units and/or Anaesthetics is now
counted towards fulfilment of the Emergency rotation requirement

» spreading the clinical supervision workload

2.1 Structure of intern year

Discussion as to whether the traditional structure of the intern and PGY2 years
continues to meet the educational needs of junior doctors and whether an alternative
model would be an educational improvement, as well as helping to address the
increase in numbers of PGY1&2s is ongoing. The notion of ‘core’ and ‘non-core’
rotations may be an outmoded concept, with some arguing that all clinical settings

215 Refer to NSW IMET, Emergency Terms — A mandatory requirement for general registration in
NSW?, Discussion Paper, 2007, pp.12-13.

218 ibid.

21" The objective of the MoLIE program is to deliver a structured off-the-floor teaching by Fellows of
the Australian College of Emergency Medicine (FACEM) for 20% of PGY1 trainee’s time in the
Emergency term. This roughly equates to 2 half-days per week. The time is spent on a simulation
centre on case discussions and result in development of clinical reasoning and the integration of
professional and clinical domains. This potentially results in 20% more PGY1 trainees being
accommodated without changing supervision ratios.
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provide unique and valuable learning experiences for junior doctors. A Working
Group established by the Confederation of Postgraduate Medical Education Councils
has recently been established to provide advice on the structure of the intern year and
the sign-off requirements for meeting general medical registration.

This report has set out a Queensland model, the Innovative Intern Training Pathway,
which advocates expansion into diverse settings and abolition of ‘core’ and ‘non-core’
rotations, although the Emergency Medicine component would be maintained as a
central feature. For some time South Australia has been considering a move away
from “core’ rotations towards a competency-based model encompassing broad-based
learning experiences; however this has not yet been implemented.

The national Prevocational Medical Accreditation Framework (PMAF) is expected to
assist with achieving some uniformity of accreditation standards in prevocational
training positions in all States and Territories when it is formally implemented.

Identifying areas of medicine that provide broad, generalist-type terms suitable for
prevocational training is an area of focus in some jurisdictions. In particular,
Queensland, Western Australia, Victoria and the Australian Capital Territory have
accredited PGY1 and/or PGY2 rotations in new specialty areas. In the A.C.T., new
Psychiatry terms are in place, and other areas are being considered (notably Pathology
and Radiology). In Queensland, the specialties offering new PGY1 rotations in 2009
include Anatomical Pathology, Clinical Pharmacology, Medical Imaging, Genetics
and Maternal Foetal Medicine, whilst in WA new terms are offered in Sexual Health,
Maxillofacial Surgery, High Dependency and Psychiatry. Additional new rotations
are also planned. In Victoria rotations in Psychiatry and Aged Care and
Rehabilitation are accredited and new rotations in Pathology, Radiology, and
Dermatology are being considered as accreditable posts.

There is greater emphasis on mapping new intern rotations to the Australian
Curriculum Framework for Junior Doctors (ACFJD). What is needed is a process of
evaluation and understanding linkages to College vocational training programs in
order to provide continuity and potential for career pathway structure.

It is recognised that there is a need for innovation in structuring appropriate terms
without sacrificing well-supervised, safe and competent patient care. In this regard,
particular concerns relate to the capacity for Emergency Medicine rotations to be
offered to all interns. There are many and varied approaches currently being taken
across jurisdictions, as well as at PMC and national levels. In 2008, NSW IMET
carried out a study and published its findings in the discussion paper Emergency
Terms - A mandatory requirement for general registration in NSW??*%. Queensland
Health piloted the More Learning for Interns in Emergency (MoLIE) program in 2008
and it is planned to expand this program to other training hospitals in 2009.%*° The

28 NSW IMET Emergency Terms, 2008, op. cit.

219 Refer to the Queensland Summary information elsewhere in this document for details.
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Medical Training Review Panel has funded a national study Emergency Medicine
Capacity Assessment Study which is due for completion in June 2009.%%°

Victoria has reviewed its Emergency Medicine term and offers flexibility within the
minimum 8 week requirement. There have been a number of pilot and ongoing
programs providing terms for prevocational doctors in GP and other primary care and
community health settings, predominantly in Western Australia and Queensland and,
to a limited extent, in South Australia. Victoria and Tasmania are currently tendering
for the establishment of federally-funded GP Super Cinics, which could potentially
provide more PGY1&2 places in outer metropolitan and regional locations where
health service delivery needs are highest.

2.2  Addressing workforce shortage in rural and remote areas

Given the almost universal problem of medical workforce shortage in rural and
remote areas, significant effort has been channelled into creating new prevocational
programs that will help to address that situation. In 2007, NSW introduced the Rural
Preferential Recruitment Program to allow interested graduates to complete their
entire prevocational training in a rural location. That program has proved successful,
and is being expanded each year. In Queensland, the Rural Generalist Pathway was
introduced at both PGY1&2 levels in 2008. Similarly, in Western Australia, the
PMCWA has developed the Rural Generalist Pathway, which was implemented in
2009. Both of these programs offer a training stream that aims to entice interns to
rural and remote areas and retain them as part of the rural workforce into their
vocational years, thus providing a clear career pathway as well as a stable rural
medical workforce. The Northern Territory, via the Australian College of Rural and
Remote Medicine (ACRRM), is in the process of developing a significantly expanded
rural training pathway linked to the already prospering rural and remote GP training
program offered through the Northern Territory General Practice Education (NTGPE)
scheme.

2.3 Use of simulation

The development and utilisation of Clinical Skills and Simulation (synthetic learning)
training facilities for prevocational education and training is progressively being
utilised, however, issues of resourcing, access and protected time need to be
addressed. Similarly, other e-learning and assessment tools are being explored in an
attempt to streamline these activities and reduce supervision and teaching time.
Currently Queensland is leading the way in terms of electronic teaching and learning
aids.

220 Medical Training Review Panel, Eleventh Report, December 2007, op. cit., p.104. The study is
being undertaken at St. Vincent’s Hospital, Melbourne, and uses survey and interview methodology to
identify the capacity and strategies of emergency departments and their staff to support increasing
numbers of medical graduates and to implement the Australian Curriculum Framework for Junior
Doctors (ACFJD). The project officer undertaking this study was interviewed on 1/5/09 regarding the
progress and findings of the study.
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2.4 Private settings

Another strategy being employed to accommodate the expanded numbers of medical
graduates in some States is through the introduction of PGY1&2 terms in private
hospital settings. Once again, Queensland has led the way in this area, with its Intern
Training in the Private program, currently being piloted during 2009 at two private
hospitals for PGY1&2 Medical and Surgical terms, with plans to expand the program
in future years. Similarly, Western Australia has introduced new PGY1 rotations at
three private hospital sites in Perth, and two of these also offer PGY2 rotations. Apart
from private hospitals, other settings within the private sector are being investigated
as potential sources of prevocational education and training. Most notable among
these are GP and community health clinics (particularly rural and outer metropolitan),
as well as Radiology and Pathology practices.

2.6 General Practice

General Practice terms are regarded as valuable prevocational training experience.
The Australian government-funded Prevocational General Practice Placements
Program and the recently announced GP Super Clinics provide opportunities to
accommaodate larger numbers of both PGY1&2 doctors. In WA, the Community
Residency Program, aimed specifically at PGY2 doctors, has been in place for some
time in WA and allows junior doctors to work concurrently in a hospital and a GP
setting in either a rural or a metropolitan location and is one of very few initiatives
nationwide designed with PGY2s in mind.

2.7 Infrastructure and resources

Recognition of the need for appropriate medical education infrastructure and
resources to support increasing prevocational doctor numbers is demonstrated by
wide-ranging initiatives such as:

e new health facilities with increased teaching space (Tasmania, SA in
particular)

e new roles, such as the introduction of Medical Education Registrars
(Queensland, WA, under discussion in the ACT), Area Coordinators and State
Directors of Medical Education (Queensland, NT), Career Medical Officer
(under consideration in the ACT) and Hospital Skills Program pilot in NSW.

e increased numbers of Medical Education Officers, Directors of Clinical
Training and support Administrative Officers (Queensland, WA, Victoria).

e increased numbers of trained supervisors, with current training provisions
coming under review.

e new teaching programs (e.g. MoLIE) and assessment tools.
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2.8 Training networks/consortia

State-wide Prevocational Training Networks are another feature that has emerged in
some jurisdictions as a means of organising and streamlining recruitment and
allocation processes ahead of increasing numbers of medical graduates. NSW has 15
training networks. Queensland introduced a similar system of Prevocational Clinical
Training Networks in 2008, and Victoria (through its Postgraduate Medical Reference
Group) is currently considering options in relation to a network or consortia model for
medical interns in the future.

2.9 Rostering and allocation

Innovative rostering and allocation practises are being exploited in some States in
order to optimise prevocational doctor numbers across existing rotations. There is
some debate as to whether the integrity of clinical learning experiences can be
maintained, or whether dilution of core competency areas will result from some of
these new rostering practices. Queensland is most active in the area of rostering and
allocation modifications, however the ACT is also in favour of such measures,
proposing extended hours cover and no unrostered overtime, the latter of which has
been fairly universally adopted across all States as a matter of OH&S concern.

2.10  Universal Challenges to Growth in Training Capacity:

The major challenges and barriers facing the States and Territories in respect to
growth of PGY1&2 positions were found to be almost uniform across all
jurisdictions. They include:

1)  Funding issues. These relate not only to funding the additional salaries of
increased numbers of PGY1&2s, but also to funding of medical education
resources and infrastructure (including costly simulation centres and other e-
learning tools). In order to achieve a fully resourced prevocational training
sector, dedicated funding for medical education needs to be separated from
core funding. A complicating factor is the current economic climate, which
is placing additional strain on already stretched financial resources at a time
when prevocational doctor numbers are increasing.

2)  Supervision. In an ageing workforce, limited numbers of senior clinicians
are willing / able to take on a supervisory role with respect to prevocational
doctors. Training for supervisors is sometimes absent and often inadequate,
and needs to be scrutinised and upgraded to meet the demands of increased
PGY1&2 numbers.

3)  Lack of reliable data relating to PGY2 numbers and positions. This poses a
considerable challenge with regard to strategic planning for the education
and training of this group.
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4)

5)

6)

7)

8)

9)

10)

11)

Clinical experience. As numbers increase dramatically, training institutions
will be challenged to ensure adequate clinical exposure in “core” rotations
for junior doctors.

Accreditation of PGY1 and PGY rotations. All prevocational training
positions must meet accreditation and registration standards. Recruiting
sufficient surveyors to carry out a greatly increased number of accreditation
visits remains a challenge.

Recruitment and Retention issues. Despite the fact that rural and remote
areas often represent the areas of greatest medical workforce shortage,
almost every State experiences difficulty in being able to attract and keep
doctors in many of these areas. As a result, there is currently heavy reliance
on the IMG workforce to staff rural and remote positions. Policies on long-
term employment of IMGs and Australian-trained international medical
graduates need to be reviewed.

Workforce Planning and Management Systems. Greater collaboration
between health service providers and medical education governance bodies,
as well as more sophisticated management systems are required in order to
optimise available resources and accommodate increased numbers of
prevocational doctors in areas of health service delivery need across
jurisdictions. Training networks / consortia could offer one solution to this.
Changing health care models to reflect the changing health care needs is an
additional factor, as is flexibility to accommodate work / life balance in a
generation of graduates where the average age upon entry to the workforce
is older (due to the advent of postgraduate entry medical degrees), where
there is a high percentage of female graduates and where more flexible work
patterns (such as part-time employment) are expected.

Travel, Re-location and Accommodation costs. Where interns and / or
PGY2s are required to move from metropolitan to rural locations, or vice
versa, the associated costs can be significant. Rural hospitals tend to have
accommaodation available but this is not generally the case with the larger
tertiary metropolitan teaching hospitals

The ‘“time served’ apprenticeship model of training often precludes a move
toward competency-based learning. Whilst the traditional *core’ and ‘non-
core’ term system has served the medical community well over time, it may
prove advantageous to make a transition to broader-based learning where
individual doctors can monitor their progress towards defined goals of
clinical competence.

Continuity of learning & maintenance of high-quality training standards.
Well-defined career pathways, recognition of prior learning (RPL),
continuous professional development (CPD) and an ethos of lifelong
learning need to be attained despite an environment of increased doctor
numbers and training sites. Medical education and training need to be
acknowledged as a core function.

Engagement of the Private Sector in Prevocational Education and Training
This requires incentives and strategies to address issues such as medical
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12)

13)

indemnity, Medicare Provider Number constraints, reimbursement for
supervision and teaching time, provision of adequate educational and
clinical resources and adequate supervision. It also requires education of the
public in order to achieve patient cooperation. The public teaching hospitals
in each State and Territory will, of course, remain the principal education
and training institutions for prevocational doctors, but engagement of the
private hospital sector would make a significant contribution in helping to
accommodate increasing numbers over the coming years, as is already
proving to be the case in Queensland and Western Australia.

Public/patient safety, maintenance of ethical and legal standards and
workforce health and safety must remain a primary concern as new rotations
and alternative settings are being considered.

There are many rural settings not currently accredited for Emergency
Medicine rotations for PGY 1&2 doctors, which limits the potential to
expand clinical training in these areas. Supervision remains a key issue.
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