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Time for a new approach to medical workforce planning

Catherine M Joyce, John J McNeil and Johannes U Stoelwinder

PERCEPTIONS OF ADEQUACY of the Australian medical
workforce seem to veer from predictions of surplus to
warnings of shortage with a frequency that is somewhat
perplexing. Australia is not alone in this, with the United
Kingdom, Canada and the United States experiencing
similar cycles of variation in opinion.!”

There is, at present, concern about an impending general
shortage in the medical workforce in Australia.*> Given the
serious consequences of shortages (or oversupply), relegat-
ing medical workforce planning to the “too hard” basket is
simply not an option. Australia has been at the forefront of
developing medical workforce planning approaches, and the
methods used continue to evolve. But this evolution is not
keeping pace with system-wide developments and emerging
issues. There are unprecedented changes taking place in
many of the key determinants of medical workforce supply
and demand in Australia. Some of these — such as the
increasing number of women in the workforce, changing
lifestyle expectations, and globalisation — are being identi-
fied and monitored.*® But other important factors are not
being routinely measured. These include trends in the
profile of Australian medical graduates, availability of face-
to-face clinical time, attrition from the medical workforce,
and supply and demand for other health professionals. In an
increasingly complex environment, new workforce planning
issues are emerging, such as reallocation of tasks to other
health professionals and reskilling of medical practitioners
for changed roles.” These conditions create an imperative
for reconsidering our approach to medical workforce plan-
ning. Here we review the key changes and issues and
describe the features that are required for an effective
approach to medical workforce planning.

A changing context: imperatives for a new approach
to medical workforce planning

The profile of Australian medical graduates is undergoing
rapid change. A third of Australian medical school places
are now for graduate-entry programs, with a corresponding
increase in the proportion of older students (Box 1). In
addition to having less time to spend in the medical
workforce, graduate-entry-program graduates may follow
different career pathways compared with graduates of tradi-
tional programs. They may be less likely to see medicine as a
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ABSTRACT

= There are concerns that Australia is facing an impending
shortage in the medical workforce, and there are significant
changes occurring in key determinants of medical workforce
supply and demand.

= To date, workforce planning has not taken into account
the full range of dynamic variables that are involved, nor
accounted for their inherent uncertainty and complex
interactions.

= Future planning will require more careful monitoring and
dynamic modelling within a full healthcare system
perspective.
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“career for life”,® but we simply do not know at this stage.

The number of international fee-paying students commen-
cing medical degrees in Australian universities continues to
increase (Box 1). It has traditionally been assumed in
workforce planning that these students return to their home
countries on completion of their training. But a significant
number of these students are remaining in the Australian
medical workforce, assisted by recent changes to regula-
tions.’

The increasing amount of non-clinical work undertaken
by doctors appears to be reducing the effective supply of
doctors available to provide medical services. The most
recent data from the national medical labour force series
indicate that 7.5% of the medical workforce are employed in
primarily non-clinical pursuits.!’ Furthermore, many doc-
tors in primarily clinical roles are choosing to spend a
proportion of time in non-clinical work, such as research
and teaching.!! Clinicians must also spend considerable
time meeting requirements relating to professional account-
ability and continuing improvement.'? Insurance and cre-
dentialling requirements associated with clinical practice
(particularly procedural work) are making part-time work
more difficult financially. This is likely to affect workforce
participation patterns, particularly the current pattern of
gradual transition into retirement.'3

Changes in the supply and demand of non-medical health
professionals are an increasingly important factor in medical
workforce planning. New models of care — particularly
those associated with managing chronic illness — and
changes in licensing and funding arrangements, as well as
increased numbers of other health professionals, have
changed the market for medical services. There is greater
competition in the market for primary healthcare services,
in particular. The latest National Health Survey indicated
that 21.8% of Australians had consulted a general practi-
tioner in the preceding fortnight and 13.1% had consulted
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1: Characteristics of students commencing medical
degrees in Australia, 1989-2002*
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* Source: Department of Science, Education and Training, University Statistics
Section, higher education data (customised dataset RFI 03/312)

other health professionals.'* There is evidence that the use
of “alternative” medicine providers is increasing in Aus-
tralia.!” The number of allied health professionals in Aus-
tralia is increasing at a much greater rate than the number of
medical practitioners. Between 1996 and 2001, the number
of GPs increased by 10% (and specialists by 6%), while the
number of allied health professionals increased by 20%
(unpublished Australian Bureau of Statistics census data).
Recent developments, including private insurance rebates
for a range of health providers, new roles for nurses, and
Medicare-sponsored access to allied health professionals,
add to this changed context. At present, it is unknown how
such increased access to other healthcare providers may
affect the demand for medical services.

The possibility of other healthcare providers, particularly
nurses, substituting for doctors in performing certain tasks
is another key emerging issue. There have been a growing
number of calls for consideration of substitution in Aus-
tralia.*!® There have been developments in this field to date,
most notably with nurse practitioners and in rural and
remote healthcare service provision, but a strategic
approach to significant skill-mix changes is yet to emerge.
This is looming as a major workforce planning issue for the
future, and its implications should be examined in work-
force models.

Another emerging issue is distribution within the medical
workforce. The balance between numbers of GPs, special-
ists and career medical officers is beginning to come under
scrutiny. The reasons for this include the introduction in
1997 of compulsory postgraduate training for general prac-
tice. Recruitment problems in general practice are occurring
in the United States and the United Kingdom, and there are
signs that Australia is also heading in this direction.!”!® In
the United Kingdom, reskilling of medical practitioners to
work in different medical specialties has been identified as
an important issue.” Monitoring of trends in career choices,
exploring associated issues such as possibilities for retrain-
ing, and developing strategies in the face of insufficient
interest in general practice careers to meet identified
requirements will all be key future workforce planning
issues.
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There is anecdotal evidence that the rate of attrition from
the medical workforce is increasing, due, in part, to dissatis-
faction with current working conditions, particularly in
general practice.’ It also seems likely that the general
societal trend towards greater fluidity in career pathways is
having an impact on the medical profession.®

A new approach

A more effective approach to medical workforce planning

needs to have three key features:

= effective monitoring of all key factors affecting supply and
demand;

= a systems-level perspective; and

= a dynamic approach.

Effective monitoring

A basic requirement for effective planning is that all key
drivers of supply and demand are identified and that there is
ongoing, systematic collection of good-quality data to moni-
tor trends over time in these factors. A number of good
quality data collections exist in Australia that are used in
workforce planning, including health labour force surveys
by the Australian Institute of Health and Welfare, Medicare
provider statistics, and census data. But significant gaps
remain. The key drivers of medical workforce supply and

2: Key influences on medical workforce supply and
demand

Supply of doctors

Entries to the workforce

= Graduate profile

= Graduate career preferences*®

= Immigration (permanent and temporary)
= Re-entries after temporary exit*

Doctors in practice

= Demographic profile

= Geographic distribution

= Within-profession distribution (generalists, etc)
= Lifestyle choices (working hours)

= Availability/productivity of clinical time*

Exits from the workforce

= Retirements*®

= Attrition (career change, etc)”

= Emigration

Demand for doctors

= Population characteristics

= Service use patterns

= Developments in treatment/diagnostic technology*

= Community expectations™

= Healthcare system infrastructure and funding models*
= Supply of and demand for other health professionals

*These factors are not currently being measured (all other factors are
currently being measured as part of ongoing data collections, but all are
cross-sectional, with no ongoing longitudinal data collections).
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demand, together with current gaps in data collection, are
outlined in Box 2. Additional problems are the failure to
incorporate the available data on some factors into model-
ling, and a total lack of longitudinally linked data. This
makes it particularly difficult to monitor flows into and out
of the workforce. These problems must be addressed. In
some cases, it would be relatively straightforward to create
longitudinal linkages. With annual medical labour force
surveys, for example, registration numbers could be used to
link records between years and thus provide information on
flows using existing data.

A systems perspective

While some elements of the current Australian approach to
medical workforce planning are world class, at a broad level
there is fragmentation and a narrowness of scope. To date,
the Australian Medical Workforce Advisory Committee has
undertaken reviews of particular disciplines within the
medical workforce and provided analysis of specific issues,
such as overseas-trained doctors and the rural and remote
workforce. But at no stage has this work been integrated into
a “big picture” of the total Australian medical workforce.

A systems perspective means integrating medical work-
force planning with workforce planning for other health
professionals, and with workforce development, service
planning and financial planning for the healthcare system.
Such integration opens the door to greater scope and
flexibility for developing policy responses to identified work-
force issues. This, in turn, increases the buffer so that shocks
to the system — sharp rises in demand or drops in supply —
can be absorbed more easily without significantly affecting
access to services.

While the need for integration is recognised in Australia
and elsewhere, planning agencies and policymakers con-
tinue to struggle with how to put this into practice.!® The
recent UK review of future requirements for health services
provides some indications.!® The review first estimated
requirements and then estimated both the financial and
human resources needed to meet those requirements. A
range of scenarios were considered, including different skill-
mix configurations within the health workforce.

In Australia, there have been important steps towards
developing more integrated planning. These include the
establishment of the Australian Health Workforce Officials
Committee and the Australian Health Workforce Advisory
Committee, as well as a national review of the nursing
workforce.?’ Further development of integrated planning
processes is required to generate new strategies to address
emerging problems such as anticipated gaps in the medical
workforce.

Dynamic approach

Effective workforce planning approaches must be able to
account for a large number of variables simultaneously and
to adjust for changes in these variables over time. This
requires sophisticated, dynamic modelling.?! Like other
countries, Australia has developed simulation models for
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projecting supply and demand.!>® Current models are
generally spreadsheet-based tools using the “stock and
flows” method. Many now include sensitivity analyses, in
which a range of scenarios are considered in addition to
“base case” projections. While current models provide a
good representation of many of the components of supply
and demand, some gaps remain in the information base, as
discussed above. Furthermore, current models do not cap-
ture the uncertainty inherent in complex systems such as
health workforce supply and demand.??

In contrast to current deterministic models, stochastic
models use random numbers and probabilities to reflect
uncertainty.?> As such, they are ideally suited for application
to systems with inherent uncertainty. They also enable the
performance of “statistical experiments”, in which the
impact of possible changes in key determinants is investi-
gated using statistical analysis of the results.?* The need to
undertake workforce planning in a planned, cyclic fashion is
also well recognised,® but additional resources are needed to
replace ad-hoc planning activities with iterative processes.

No matter how much we improve the “technical” side of
workforce planning, projecting future supply and demand
for doctors will always be difficult. This is partly because of
inherent uncertainties in forecasting, but also a result of the
“political” side of the process. Perceptions of workforce
adequacy are a product of political processes as well as
analytical ones, and policy development is influenced, even
more so, by politics.>?> The success of planning is thus
highly dependent on good relationships between the key
players.® The Australian Medical Workforce Advisory Com-
mittee has worked hard to develop such relationships in the
area of medical workforce planning. This now needs to be
extended to incorporate the key players in a system-level
integrated planning approach. Without the use of more
complex and integrated approaches, it will be difficult to
monitor and respond to major planning issues.
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