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Developing a general
practice workforce for
the future

IN 2018,

Australia’s population of about

24.5 million people1 lives mostly in coastal

Richard Hays, Tarun Sen Gupta

Background
Australia continues to develop as a
multicultural nation, with a population
that is ageing and developing complex
health needs. The world around us is
changing, and the pace of change is
increasing. These contextual changes
pose challenges for general practice
training.
Objectives
This paper explores the potential
impact of these changes on the
general practice workforce.
Discussion
General practitioners (GPs) will continue
to have a central role in coordinating
continuous, comprehensive care but
are more likely to act as managers of
multi-source, continuous monitoring
data that facilitate personalised medical
care. GPs will need to adapt rapidly to
change, seizing opportunities offered
by disruptive technology in a globalised
world affected by climate change. The
nature and impact of change is difficult
to predict, and more research is needed
to explore how change will affect
healthcare and healthcare professionals.
Ideally, training for general practice
should include preparation for
managing continuous change.
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urban centres concentrated in the south
and east. There are many under-served
populations, including those residing
in mushrooming urban conurbations,
migrants and marginalised groups such
as those in prison , drug addicts and sex
workers. Health status is also substantially
different for Aboriginal and Torres Strait
Islander peoples and all peoples living in
more remote communities.2 Poor access
to healthcare is a common factor for
these populations.
Part of the access issue is the
maldistribution of medical services,
including general practitioners (GPs). The
most recent estimate of the current general
practice workforce is about 24,000.3 Like
the rest of the community, GPs prefer to
live in larger coastal communities and
are under-represented in small rural
and remote communities.4 As part of a
National Strategic Framework for Rural
and Remote Health,5 a range of medical
education initiatives has increased the
supply of basic medical graduates and
expanded specialty training programs for
general practice and rural medicine. These
initiatives have been generally successful,
although less so in smaller rural and
remote communities.4
Particularly where access to healthcare
is good, recent advances in medicine
have enabled people to live longer,
often with multiple chronic diseases
slowly progressing in parallel. As a
result, GPs have had to assume a major
role in balancing contributions from
several narrower specialties, explaining
options, managing potentially conflicting

management plans and helping patients
make choices: the emphasis is on
personalising patient management
amid complexity. At the same time,
substantial progress has been made in
implementing evidence-based strategies
for preventing or delaying disease through
population-based approaches.6 General
practice is the ideal place to combine these
complementary roles.
While the nation struggles to address
these differences in demography, access
and workforce supply, we live in a dynamic
situation where change continues, probably
at an increasing rate.7 Climate change,
technology development and globalisation
may happen faster than our ability to
adapt, posing challenges for many facets of
society. This paper discusses likely trends
that will shape future healthcare provision
and how the general practice workforce
may have to adapt to serve the more
complex needs of an increasing, ageing
and more chronically unwell population
in an era when the ready availability of
abundant, unfiltered knowledge means that
experienced, professional judgement may
be even more important.

What kind of general practice
workforce do we need?
There is likely to be little change in the
professional roles of doctors. Medical
codes of conduct expand basic definitions
of professionalism by describing qualities
such as compassion, caring, responsibility
and expertise.8 The 2010 Lancet
Commission described an evolution in
medical education from informative
learning (acquiring knowledge and skills
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in order to produce experts) to formative
(socialising students around values to
produce professionals) to transformative
learning (developing leadership attributes
to produce enlightened change agents).9
The Australian Medical Council’s
Graduate Outcome Statements are
organised into four domains (Box 1), which
highlight wider roles beyond knowledge
and skills.10 Both The Royal Australian
College of General Practitioners and the
Australian College of Rural and Remote
Medicine provide curriculum descriptions
relevant to general practice training.11,12
These will continue to evolve, emphasising
the central role in ongoing, comprehensive
care for serving a population with access to
the most recent health information, albeit
amid large amounts of misinformation
and opinion that is not evidence-based.
The need for managing undifferentiated
illnesses will continue, as will the need
for management of chronic disease and
mental health disorders. GPs may become
facilitators of decision making by patients,
based on data from several sources, rather
than necessarily being the data gatherers
and decision makers.13 Distinctions may
blur between what we now call primary
care and ambulatory care components of
secondary care, with patients, rather than
their problems, at the centre.

Future needs of the population
The prevalence of obesity continues
to rise, increasing susceptibility to
chronic diseases. Significant advances
will continue in cancer treatment
and immunogenetics, increasing

Box 1. The four domains of the
Australian Medical Council’s
graduate outcome statements10
1. Science and Scholarship: the medical
graduate as scientist and scholar
2. Clinical Practice: the medical graduate
as practitioner
3. Health and Society: the medical
graduate as a health advocate
4. Professionalism and Leadership: the
medical graduate as a professional
and leader
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the complexity of multiple parallel
disease management. Not all trends are
predictable. It was once thought that more
coronary artery bypass grafts (CABGs)
would be necessary; however, medical
management has reduced the need for
CABGs substantially. Bariatric surgery
for obesity, now relatively inaccessible,
may become either more available to
manage many chronic diseases or be
made redundant by improved medical
management. Many congenital diseases
and acute malignant conditions that
were once rapidly fatal are now chronic
diseases. Antibiotic resistance is
increasing, potentially increasing the
risks of infectious diseases.14 Climate
change may affect certain populations
and communities through environmental
changes and possible mass migration.15

Impact of technology
Access to nationwide, high-speed data
transmission is likely to improve, enabling
current medical information to be as
available to patients as to professionals.
Many chronic diseases may be monitored
by apps that collect and transmit data
to patient record systems.16 It is likely to
become more common for patients to
consult GPs for advice on the results of
their searches, seeking help to act on the
choices that patients learn are available.
Some GP tasks are already within the
scope of simple artificial intelligence (AI)
systems. Repeat prescriptions may be
authorised through practice information
systems via mobile devices when app-fed
data monitoring confirms patient stability.
Deviations from stability may be detected
earlier and result in recalling of patients
directly for intervention. Management of
new conditions may be assisted by feeding
patient-generated information through
software that recognises patterns and
initiates investigations and care pathways.
Investigation results may be conveyed to
patients automatically, with options from
‘all is fine, no action necessary’ to ‘urgent
appointment’. The AI systems may, over
time, develop a detailed understanding
of patients’ individual circumstances,
enabling optimisation of evidence-based
care. GPs may spend most of their effort
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managing patients either remotely or
in longer consultations, sorting out
complexity. There are implications for fee
schedules, practice design and integration
with other health services. Some of this
technology is available now and may
become more accessible and affordable
quite soon.

Future needs of general
practitioners
GPs are not immune to broader societal
challenges. Hours worked and numbers
of patients seen have slowly decreased.
The interpretation of ‘full time’ has
changed, and many GPs, both men and
women, share parenting or work in more
than one professional role.17 This trend
is likely to continue as GPs seek a better
work–life balance.
The trend to acquiring part-time
sub‑specialisations will continue. In urban
practice, most interest is in skin cancer,
sports medicine, cosmetic medicine and
complementary medicine. In rural practice,
procedural disciplines (eg obstetrics,
anaesthetics, emergency medicine)
may increase with the expansion of the
national rural generalist pathway.18 Other
disciplines, such as palliative care, mental
health, paediatrics and adult internal
medicine, may be more necessary
and become more popular, potentially
increasing the diversity of practitioners
within general practice. True generalism
can be hard work and may become less
common as larger groups of GPs are
employed to work part time in large
clinics to provide a wide range of services.
Work practice changes may be
influenced by changes in preferences
and interests of the workforce. The
impact of generational change on
medical education has been described,19
although changes are generally more
gradual than a simplistic twenty-year
definition of a generation. Students
currently entering medical schools
seem to share characteristics such as
assertiveness, high expectations and
altruism.19 They are also technologyreliant and prefer more flexible,
personalised learning. The culture
of medical education is changing.
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Of particular concern is the reported
increased stress and lower resilience of
this group.20 Some young doctors respond
poorly to pressure and criticism, despite
having chosen a demanding career where
pressure to be correct is high, peer review
and feedback is the norm and public
scrutiny is increasing. Registrars training
for rural practice may need to be more
resilient to succeed in rural communities.21
Is the situation worse than in the past or
simply more overt because of social media
exposure? Can resilience be improved
through training?22 More research is
needed, as it is important that medical
graduates expect, manage and perhaps
even thrive on change in order to meet the
needs of the communities of the future.

Addressing the maldistribution
One current approach to developing a
fit-for-purpose medical workforce – ‘the
right people with the right skills in the
right places’ – is to expand training in
under-served communities. This strategy
has been the focus of the rural medical
education movement at undergraduate
and postgraduate levels for the past
20 years and is supported by financial
incentives from the government.5,23,24
This has not been as effective in more
remote communities,4 where the medical
workforce remains heavily dependent
on international medical graduates, who
play a vital part in maintaining services
in under-served communities. A fairer
system is necessary to ensure more
equitable distribution of both domestic
and international graduates.
Sustainability requires more than
short-term incentives, as both local and
national factors are involved.25,26 New
medical workforce and practice models
are emerging, such as the amalgamation of
practices in several adjacent under-served
communities. These share staff (medical
nursing and administrative), record
systems and practice management across
locations; Queensland’s Central West
Single Practice model is one example.27
This approach reduces management
costs, allows for a mix of staff and broader
service mix that best suits needs, and
provides internal cover for after-hours
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access and leave. Staff may include a mix
of full-time local staff and part-time staff,
some of the latter on a ‘drive-in, driveout’ or ‘fly-in, fly-out’ basis from more
popular communities.28 Practices in larger
communities could be ‘buddy’ practices,
providing the visiting staff and external
support. Many variations on this theme are
developing, built on local opportunities
and constraints.

Conclusion
Predicting the future is difficult, but it
is likely that more rapid changes will
occur. Emerging technology may disrupt
and profoundly change how GPs work.
The broad trends of increasing case mix
complexity and changing workforce
participation are likely to continue,
perhaps influenced by climate change
and globalisation, as well as societal
trends to patient autonomy, availability
of information and more personalised
care. New specialties and special interests
may emerge, while others may decrease
in prominence, but general practice may
become even more central in managing
complex care across primary, secondary
and tertiary healthcare. There are
implications for general practice training,
which must provide personalised learning
that prepares graduates for current
practice with the capacity to adapt rapidly
to inevitable change, ideally leading the
application of the changes to enhance
healthcare for all communities.
As Yogi Berra observed, ‘The future
ain’t what it used to be’.29 As GPs, we
need to get used to this idea and prepare
for it. And who better to manage future
healthcare needs than the GP, the master
of uncertainty?
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