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flexibility and willingness to continually reflect on 
place in the health care team to ensure that skilled re
used in the most effective and efficient way as clini
and teams change.1

The accompanying report, Primary health care r
tralia, identified some key strategic issues for Aust
practice.2 Common to many developed nations, Aust
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ABSTRACT

• Current proposals for significant primary health care reform in 
Australia create a timely opportunity to reflect on the education 
and training requirements of future general practitioners.

• Australian general practice will become increasingly team-
based, with growing emphasis on coordinated care, chronic 
disease management, and disease prevention and self-
management, while maintaining its focus on delivering high-
quality, patient-centred care. This will require cost-effective 
application of new technologies and information management 
systems within new models of delivering health care.

• Future models of general practice training must respond to 
these new ways of working to ensure general practice remains 
an attractive career choice and training programs graduate 
doctors who are equipped to meet the health needs of 
Australians.

• This article discusses potential development of new general 
practice vocational training models in Australia. This includes 
hospital rotations that are more directly integrated with 
general practice placements and have greater emphasis on 
the needs of the future general practice workforce; and an 
extension of the training program to 4 years with a final year 
tailored to future career plans including development of 
expertise in practice management, specific clinical disciplines 
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or academic skills.
us
ref
StrA
 tralia is currently undergoing significant health care

orm, including its first National Primary Health Care
ategy. The strategy provides a timely reminder to all

those involved in general practice education and training of the
need to ensure that our educational programs reflect the require-
ments of the future health care system, stating:

It is essential that the future workforce is educated and trained
to meet 21st century challenges but in a way that provides the

its role and
sources are
cal practice

eform in Aus-
ralian general
ralia faces the

challenges of an ageing population with a growing burden of
chronic disease and multiple morbidities. Hospital-based care is
becoming increasingly high-throughput, with significant techno-
logical advances. Earlier hospital discharge and new shared care
models place greater expectations on general practice to care for
patients with more complex needs, and to work as part of a
multidisciplinary primary health care team. The general practi-
tioner of the 21st century will need to respond to the increasing
super-specialisation of the hospital physician.3

These changes require GPs to assume an expanded role in
chronic disease care coordination, managing multiple physical and
mental health problems, and to develop a greater understanding of
how health care systems can function more effectively. General
practice must also expand and develop its role in disease preven-
tion, including promoting healthier lifestyles and supporting
patients to change their behaviours.

General practice must deliver safe, high-quality care with mech-
anisms of continuous improvement and better management of
health information, including electronic health records. All GPs
need competence in accessing, understanding and applying
research evidence and new technologies to their daily clinical
practice. While coping with significant technological advances,
GPs must maintain a focus on patients and their families, and
continue to value excellent consultation skills. They need to
develop greater cultural competencies in caring for Indigenous and
culturally and linguistically diverse patients. The expansion of
community-based medical education means that GPs will need
skills in teaching and educational assessment.

Finally, as GPs increasingly work in larger group practices, they
must deal with the increased complexity of running an efficient
small business. Although many younger doctors are looking for
alternatives to managing their own practice, all GPs need a sound
understanding of the complexities of Medicare Australia funding
and practice management, especially as we move towards blended
payment schemes and larger multidisciplinary primary health care
teams in general practice.

Future models of training, therefore, must prepare GPs for
working in an increasingly complex small business and high-
technology environment; as part of a larger, multidisciplinary
team; providing safe, high-quality coordinated care for acute and

chronic disease as well as disease prevention; and supported
through the application of research evidence and continuous
improvement systems.

Current models of general practice training
The Australian General Practice Training (AGPT) program cur-
rently involves a minimum 3-year full-time equivalent commit-
ment. In broad terms, the first year involves hospital rotations,
which, when combined with intern experience, must cover the
mandatory terms of internal medicine, surgery, emergency medi-
cine and paediatrics. The following 2 years entail three 6-month
terms in general practice, based in two practices. The final 6-
month extended skills term provides some choice to develop skills
in a particular domain.4 For those intending a career in rural and
remote medicine, the program includes an additional fourth year
of advanced skills training (Box 1).

So how well do our current training models reflect the vision of
the future GP described above? Potential innovations in general
practice training can be considered in terms of developments in
content, duration, place and structure.5 Are we teaching the right
things, at the right time, in the right setting; and are we allowing
sufficient time in training to achieve this? Several key questions
around these core issues are worthy of consideration as we
contemplate future models of general practice training in Australia.
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Mandatory hospital rotations — do they need to be 
more specifically tailored and accredited towards the 
needs of general practice training?
Currently, hospital rotations are organised by the junior doctor
before commencing the AGPT program. Although there are recom-
mendations about the clinical experience gained during these
rotations, these assume that rotational experience equates with
educational content.6 Ideally, hospital posts should reflect the
educational needs of a future GP. For example, the internal
medicine rotation, while covering sufficient acute severe disease,
should also include significant experience in chronic disease
management and geriatric medicine, ideally within an ambulatory
as well as an in-patient setting. The established accreditation
processes attempt to ensure that the educational elements of a
rotation are not subsumed by service demand, but this does not
consider their educational relevance for future practice.

In the United States, United Kingdom and Ireland, hospital
rotations are increasingly associated explicitly with family medicine
residency or general practice training programs. In some Canadian
hospitals, registrars are attached to family practice teaching wards
run by GPs.7 In Australia, this concept is gathering pace with the
establishment of rural generalist career pathways, but this model
would probably be harder to implement in metropolitan hospitals,
where few GPs have admitting rights.

We suggest the establishment of explicit generalist pathways in
which hospital rotations are directly associated with, and accredited
for, general practice training. This would ensure the clinical experi-
ence gained is directly relevant to general practice. We recommend
that hospital rotations are organised so GP registrars work in
hospital and general practice settings concurrently to support more
integrated learning, as already occurs in some American family
medicine residencies5 and the Prevocational General Practice Place-
ments Program in Australia.

Content gaps — are we teaching all components of the 
curriculum to sufficient competency?
Current models of general practice training apply the established
“novice-to-expert” model that expects the AGPT program to produce
doctors who are competent to practise.8 Subsequent clinical experi-
ence and continued professional development allow doctors to
become proficient and eventually expert in general practice. How-
ever, evidence from systematic reviews suggests that doctors’ per-
formance may in fact deteriorate with increasing years in practice.9

Registrars at the end of training do not necessarily feel confident
to practise independently in all areas. This partly reflects variable
clinical exposure due to different patient populations in training
practices and the length of time spent in a single practice.
Understanding the natural history of disease within the context of
the family and community requires longitudinal educational expe-
rience that reflects the importance of continuity of care.3 This
argues for longer periods of training in an individual practice, but at
the expense of exposure to a range of sociocultural groups and
associated health care needs. An important consideration, there-
fore, is how to identify competency gaps and incomplete clinical
exposure. Learning portfolios and log diaries offer the potential for
registrars to reflect on this and plan their learning more effec-
tively.6,10 Experience of this approach by a regional training pro-
vider in New South Wales suggests this could be effective (Box 2).

Reflecting on the future needs of Australian primary health care,
there are some learning areas that require specific attention. These
include working in multidisciplinary primary health care teams,
information management and technology, managing complex care
needs, and the core academic skills of audit, critical appraisal,
research method and teaching skills.

Primary health care teams will grow and become more complex.
GP registrars need to learn to work not only as a team member, but
also as potential team leaders. They need to understand the

1 Potential future models of general practice training in Australia

FRACP = Fellowship of the Royal Australian College of General Practitioners. FACRRM = Fellowship of the Australian College of Rural and Remote Medicine. 
MPH = Master of Public Health. MBA = Master of Business Administration. PhD = Doctor of Philosophy. ◆

                  Year 4
• Special interest clinical rotations (Diploma)
• Rural and remote medicine (sit FACRRM)
• Public health (MPH)
• Academic training (Masters/initiation of PhD)
• Practice management (MBA)

             Year 4
• Special interest clinical rotations (Diploma)
• Rural and remote medicine (sit FACRRM)
• Public health (MPH)
• Academic training (Masters/initiation of PhD)
• Practice management (MBA)

Year 3
General practice 2

Sit FRACGP

Year 3
General practice and integrated

hospital rotations 5 and 6
Sit FRACGP

Year 3
General practice 3 (6 months)

Extended skills (6 months)
Sit FRACGP

Year 2
General practice 1

Year 2
General practice and integrated

hospital rotations 3 and 4

Year 2
General practice 1 and 2

(6 months each)

Year 1
General practice hospital rotations

1 and 2 

Year 1
General practice and integrated

hospital rotations 1 and 2Year 1
Hospital rotations

B. 4-year program with Year 1 in hospital and 
12-month periods in each general practice 
to experience longitudinal care.

C. 4-year program with integrated hospital 
and general practice rotations in Years 1–3 
(amount of time in hospital-based training 
not increased).

A. Current model of general practice training 
in Australia (FRACGP pathway).
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different roles of team members and how to work collaboratively
with them, particularly in the context of health promotion and
chronic disease management.11,12 This could be facilitated through
horizontally integrated education within the practice (page S75 in
this Supplement)13 or shared learning; for example, through
formal multidisciplinary reviews of care plans.

Advances in individual electronic health records will require GPs
to become more competent in information management and
technology and more systematic in their use of electronic clinical
data. Better electronic health data create opportunities to use health
information about the whole practice population to inform clinical
audit and quality-improvement strategies. This requires a shift in
how GP registrars are taught to use electronic data, including
principles of data recording, and how they manage a population of
patients as a whole, as well as individual patients’ conditions.12,14

The growing burden of chronic disease is a major challenge
facing Australia. Multiple morbidity is increasingly the norm; 58%
of patients aged over 75 years attending an Australian general
practice have at least three chronic conditions.15 Managing
patients with complex health needs requires significant expertise.
GPs without such skills face patient dissatisfaction, increased
consultation rates, overinvestigation and work-related stress.11

Currently, about half of general practice care for chronic illness
does not meet optimal standards.16 Future models of general
practice training must respond to this challenge and consider new
approaches to exposing registrars to high-quality, systematically
planned care for patients with complex chronic disease.

Although a career in academic general practice will probably
always attract a small minority of doctors, all GPs require academic
skills, including the ability to teach, audit one’s practice using
electronic data, and appraise and apply evidence. All doctors have
a responsibility to contribute to teaching future generations of
health care providers, particularly at a time of significant expan-
sion of medical student and general practice registrar places.

Several approaches to training GP registrars to teach have been
evaluated and shown to improve teaching aptitude.17 Although
there is support from Australian GP registrars to teach, few receive
formal training in teaching skills and many GP supervisors do not
believe registrars are capable of teaching.18 Interest is growing in
vertical integration of teaching in general practice, and the creation
of teaching teams incorporating GP supervisors, registrars, prevo-
cational doctors and medical students.19 However, for this to be
widely implemented, there must be due considerations of formal
training, teaching space and appropriate financial recompense.

Critical reflection about one’s practice and critical application of
evidence should also become more prominent in general practice
training. Teaching evidence-based medicine can be challenged by
negative attitudes from GP supervisors20 and the fact that general
practice still has a relatively poor (but improving) research base.21

If GP registrars are not taught to apply a research-based approach,
doctors will not appraise evidence they are presented with, and
may follow inappropriate advice or fail to challenge ill founded
assertions.11

Additional training flexibility — should there be 
opportunities for further tailoring of training based 
on more explicit career planning?
The current AGPT program includes a 6-month extended skills
component that allows GP registrars to tailor their training to some
extent. A fourth year of advanced training is available for those

planning a career in rural and remote general practice. Future
models of general practice training could develop this concept of
advanced training so that GP registrars are competent across the
whole curriculum and can elect to become proficient, or even
expert, in certain domains based on explicit career planning.22

This is consistent with trends towards general practice specialisa-
tion within group practices23 and would replace the extended
skills rotation, ensuring that GP registrars have longer to consoli-
date their skills and experience longitudinal care.

Advanced training options could be developed to cover specific
clinical areas (eg, dermatology, aged care and Indigenous health),
practice management, public health and health services manage-
ment, or academic general practice. Some of these already exist in
the AGPT program, but could be expanded to allow sufficient time
and depth of exposure to gain additional qualifications. Interna-
tionally, there are examples of combining general practice training
with research training to obtain a higher degree.24

Advanced training could offer combined programs leading to a
Master of Science, a Master of Business Administration or, given
sufficient time, a Doctor of Philosophy. Alternatively, it could lead
to additional clinical qualifications, such as a diploma in skin
cancer medicine or Indigenous health. Rotations could also be
broader and include, for example, placements with primary health
care organisations, state departments of health, or practice man-
agement teams. Thus, the advanced term would be important in
the development of clinical leadership skills and specific proficien-
cies before completion of the AGPT program.

Vocational training duration — how much is enough 
to meet the future health care needs of Australia?
What constitutes an appropriate duration for general practice train-
ing is currently under debate in several countries.5,11,25 Some argue
that this is the wrong question, which instead should be how to
acquire the right competencies. Nonetheless, there is growing
concern that, as general practice becomes more complex, a 3-year
model is inadequate to produce doctors who are sufficiently compe-

2 Learning portfolios to determine clinical exposure 
in training

The ReCEnT (Registrars Clinical Encounters in Training) study is an 
ongoing cohort study of the clinical and educational content of 
general practice registrar consultations. Registrars at General 
Practice Training Valley to Coast in the Hunter region, New South 
Wales, record (via a paper-based system) details of 60 consecutive 
patient encounters once every 6 months during their training. Data 
are coded using the International Classification of Primary Care 
version 2 (ICPC-2) system.

Registrars receive a feedback report describing their clinical 
exposure (patient demographics, reasons for encounter, problems 
managed), management practice (investigations ordered, 
medications prescribed, referrals made) and educational factors 
(learning goals generated, sources of assistance sought), compared 
to their peers. This is used as formative assessment, allowing the 
registrar to reflect on their patterns of practice and their levels of 
clinical exposure in various domains, and to plan future training 
terms. There is also scope for building profiles of clinical exposure in 
individual practices and feedback to registrars’ supervisors.

Patient-encounter data can also provide novel information for 
program evaluation and quality improvement, as well as a platform 
for registrar-driven (and other) research projects. ◆
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tent and confident to enter independent practice.26 The UK Royal
College of General Practitioners has debated a 5-year program;11 in
the US, the Preparing the Personal Physician for Practice training
program extends over 4 years.22 In Ireland, expanding general
practice training for a fourth year improved professional develop-
ment and confidence to enter independent practice.27

We propose a 4-year program with a tailored final year of
advanced training be seriously considered for Australian general
practice (Box 1B). Ideally, this would include hospital rotations
integrated with general practice rotations, retaining the current
duration of hospital-based training (Box 1C). A simpler initial
model would involve ensuring hospital rotations are accredited
specifically for general practice training (Box 1B). Completion of
the program would be followed by a formal continued professional
development program for newly qualified GPs.28

Summary

We have discussed a number of key questions about future models
of general practice training that reflect changes to content, dura-
tion, place, and structure.5 We believe new models of training in
Australia must incorporate all these types of innovation.

We need to expand curriculum content to meet the challenges of
managing complex and multiple morbidity within a clinical team
which is integrated through e-health systems. GP registrars must
learn to apply best evidence within a well designed practice system
that operates as a teaching and learning organisation and values
continuous relationships with its patients. We need to adapt
hospital and community rotations to meet these educational
requirements. An advanced training year should become standard
to allow consolidation, exposure to longitudinal care and develop-
ment of proficiency in areas of relevance to GP registrars’ specific
career plans. These changes would have significant financial and
administrative implications for general practice training,29 how-
ever, and could potentially affect the desirability of general practice
training, especially for those choosing to train part-time.

Historically, registrar training in Australia has been recognised for
its high standards,30 but we need to plan for the future needs of the
medical workforce and evolve so that newly qualified GPs are
adequately prepared for the challenges facing the 21st century
generalist.

Competing interests
Belinda Guest is a board member of General Practice Registrars Australia
and General Practice Training Valley to Coast.

Author details
Jon D Emery, MB BCh, FRACGP, DPhil, Head, School of Primary, 
Aboriginal and Rural Health Care and Chair, Discipline of General 
Practice1

Lesley P Skinner, MB ChB, FRACGP, Associate Professor, Discipline of 
General Practice and Rural Clinical School1

Simon Morgan, FRACGP, DipRACOG, MPH&TM, Medical Educator2

Belinda J Guest, BMed, BMedSc(Hons), DCH, Chair3

Alistair W Vickery, MB BS, FRACGP, Professor of Primary Care, 
Discipline of General Practice1

1 University of Western Australia, Perth, WA.
2 General Practice Training Valley to Coast, Mayfield, NSW.
3 General Practice Registrars Australia, Melbourne, VIC.
Correspondence: jon.emery@uwa.edu.au

References
1 Australian Government Department of Health and Ageing. Building a 21st

century primary health care system: a draft of Australia’s first National Primary
Health Care Strategy. Canberra: DoHA, 2009. (Report No. P3-5479.)

2 Australian Government Department of Health and Ageing. Primary health
care reform in Australia: report to support Australia’s first National Primary
Health Care Strategy. Canberra: DoHA, 2009.

3 Pugno PA. One giant leap for family medicine: preparing the 21st-century
physician to practice patient-centered, high-performance family medicine.
J Am Board Fam Med 2010; 23 Suppl 1: S23-S27.

4 Australian general practice training handbook 2011. Canberra: Australian
General Practice Training, 2010.

5 Green LA, Jones SM, Fetter G Jr, Pugno PA. Preparing the Personal Physician
for Practice: changing family medicine residency training to enable new
model practice. Acad Med 2007; 82: 1220-1227.

6 Leach DC, Batalden PB. Preparing the Personal Physician for Practice (P(4)):
redesigning family medicine residencies: new wine, new wineskins, learning,
unlearning, and a journey to authenticity. J Am Board Fam Med 2007; 20:
342-347, discussion 329-331.

7 Calam B, Thorsteinson J. Hospital care by family physicians. Exodus or
opportunity? Can Fam Physician 2001; 47: 925-927, 934-937.

8 Dreyfus HL, Dreyfus SE. Mind over machine: the power of human intuition
and expertise in the age of the computer. New York: Free Press, 1986.

9 Choudhry NK, Fletcher RH, Soumerai SB. Systematic review: the relationship
between clinical experience and quality of health care. Ann Intern Med 2005;
142: 260-273.

10 Royal College of General Practitioners. The trainee ePortfolio. http://
www.rcgp-curriculum.org.uk/gp_eportfolio.aspx (accessed May 2011).

11 A review of GP specialty training in the UK. Interim report for Department of
Health. London: Royal College of General Practitioners, 2009.

12 Scherger JE. Preparing the Personal Physician for Practice (P(4)): essential
skills for new family physicians and how residency programs may provide
them. J Am Board Fam Med 2007; 20: 348-355, discussion 329-331.

13 Stocks NP, Frank O, Linn AM, et al. Vertical integration of teaching in
Australian general practice — a survey of regional training providers. Med J
Aust 2011; 194 (11 Suppl): S75-S78.

14 Wills J, Reynolds J, Swanwick T. “Just a lovely luxury?” What can public
health attachments add to postgraduate general practice training? Educ
Prim Care 2009; 20: 278-284.

15 Britt HC, Harrison CM, Miller GC, Knox SA. Prevalence and patterns of
multimorbidity in Australia. Med J Aust 2008; 189: 72-77. 

16 Harris MF, Zwar NA. Care of patients with chronic disease: the challenge for
general practice. Med J Aust 2007; 187: 104-107. 

17 Lacasse M, Ratnapalan S. Teaching-skills training programs for family medi-
cine residents: systematic review of formats, content, and effects of existing
programs. Can Fam Physician 2009; 55: 902-903.

18 Dodd J, Vickery A, van Osch H, Emery J. General practice registrar teaching
roles — is there a need for shared understanding? Aust Fam Physician 2009;
38: 77-80.

19 Dick ML, King DB, Mitchell GK, et al. Vertical Integration in Teaching And
Learning (VITAL): an approach to medical education in general practice. Med
J Aust 2007; 187: 133-135. 

20 Knight A, Usherwood T, Adams J. Increasing EBM learning in training GPs. A
qualitative study of supervisors. Aust Fam Physician 2006; 35: 268-269.

21 Gartlan J, Cooling N, Nelson M. General practice research and research skill
needs — attitudes of GP supervisors. Aust Fam Physician 2006; 35: 1003-
1005.

22 David AK. Preparing the Personal Physician for Practice (P(4)): residency
training in family medicine for the future. J Am Board Fam Med 2007; 20:
332-341, discussion 329-331.

23 Wilkinson D, Dick ML, Askew DA. General practitioners with special interests:
risk of a good thing becoming bad? Med J Aust 2005; 183: 84-86. 

24 Olde Hartman TC, Poels PJ, Licht-Strunk E, van Weel C. Combining voca-
tional and research training. Aust Fam Physician 2008; 37: 486-488.

25 Hibble A. The GP curriculum: three years, five years, or life? Educ Prim Care
2009; 20: 83-86.

26 O’Shea E. Extension of training for general practice: a review of the
evidence. Educ Prim Care 2009; 20: 15-20.

27 Dowling S, Rouse M, Thompson W, et al. Extension of general practice
training from three to four years: experiences of a vocational training
programme in Southern Ireland. Educ Prim Care 2009; 20: 167-172.

28 Taylor C, Turnbull C, Sparrow N. Continuing professional development for
general practitioners in the first five years after training. Educ Prim Care 2010;
21: 76-78.

29 Laurence CO, Black LE, Karnon J, Briggs NE. To teach or not to teach? A
cost–benefit analysis of teaching in private general practice. Med J Aust
2010; 193: 608-613. 

30 Kidd MR. Is general practice vocational training at risk [editorial]? Med J Aust
2003; 179: 16-17. 

(Received 15 Aug 2010, accepted 22 Dec 2010) ❏
S100 MJA • Volume 194 Number 11 • 6 June 2011


	Current models of general practice training
	Mandatory hospital rotations - do they need to be more specifically tailored and accredited towards the needs of general practice training?
	Content gaps - are we teaching all components of the curriculum to sufficient competency?
	Additional training flexibility - should there be opportunities for further tailoring of training based on more explicit career planning?
	Vocational training duration - how much is enough to meet the future health care needs of Australia?
	Summary
	Competing interests
	Author details
	References

