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1. Introduction
In Australia, General Practitioners (GPs) play a critical role in the accessibility and delivery of
health care to the Australian community and are usually the first point of contact within the
health care system. As such, Australians rely on the supply of well-trained GPs providing
high quality services in their communities.
One of the ways the Australian Government is able to influence the number of general
practitioners is through its investment in vocational general practice training programs.
However, recent interest in GP training is in decline.
The Australian General Practice Training Program (AGPT) Program is the largest
Commonwealth funded general practice training program with more than 5,000 Registrars
training towards fellowship at any given time. The Program offers 1,500 new training places
each year and has filled available training places until 2017. However, there has been a
recent decline in the number of medical graduates applying for a training post under the
Program, which has resulted in the Program being undersubscribed.
GP Registrar
Training
Year
2020
2019
2018
2017

Available
Places

Eligible
Applicants

1500
1500
1500
1500

1908
2015
2108
2384

Training
Positions
filled
1329
1437
1460
1538

Encouragingly, the early indications for the 2021 intake of the Program seem to be positive
and an improvement on recent years despite the tumultuous nature of 2020. While this is
good news, the trends of the last few years remain a concern.
The recent declines are probably not attributable to a single factor, but rather a
combination of different reasons. Some of these would include policy and program design
elements (such as distribution policies and fees/costs), availability of other career and
training pathways offering greater flexibility, negative perceptions of general practice as a
career, instability within the training sector, family and personal circumstances. It is also
worth noting that the recent declines have come against a background of significant
increases in the number of available training places, with funded places increasing from 600
in 2008 to 1,500 since 2015.
One of the reasons regularly cited as contributing to the decline in the number of GP
training places that are being filled is the employment arrangements that exist for GP
Registrars.
In order to address this, some stakeholders have been advocating for the introduction of a
‘single employer model’ for all GP training. It is believed that such a model would improve
the attractiveness of General Practice as a career pathway by bringing remuneration and
entitlement arrangements more in line with hospital-based Registrars.
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However, there are multiple definitions of what this model would entail and it is often
portrayed as a simple solution to many problems, when there are multiple complexities that
need to be considered.
For example, GP training does not operate in a vacuum from the rest of the health system –
and as such is impacted by public/private funding arrangements, differing business models,
inconsistent jurisdictional awards and local community flexible arrangements. Further, GP
Registrars are not a homogenous group who all experience the same training journey (or
have the same previous experience). It can also be argued, that Registrars already have a
‘single employer’ as they are employed by their training practice.
Other stakeholders have urged caution on introducing untested arrangements due to
potential unintended consequences. Not surprisingly, there is no consensus on a ‘single
employer model’ for GP training.
The department considers the terminology ‘single employer’ as problematic – as it can be
considered misleading, confusing and is often conflated with other broader non-training
related primary care issues (such as GP remuneration). As such, this paper uses ‘GP training
employment models’ to look at the issues identified above.

1.1

Purpose and scope of Paper

There has been strong stakeholder and government interest in looking at the issues around
GP training employment models over recent years. In late 2019, the department convened
a stakeholder workshop to discuss these issues and identify potential solutions.
The purpose of this paper is to:





Discuss in detail the issues and concerns raised by GP Training stakeholders on GP
Registrar employment models;
promote discussion of various identified models and examine where there is
consensus of approaches;
inform advice being prepared for government; and
outline key next steps to progress this work.

The options presented in this paper are offered for discussion only, and should not be read
as being endorsed by the department or government. The opportunities identified do not
represent a commitment for implementation. Any national reform will require further
stakeholder consultation and support, including with state and territory governments.
Reform opportunities identified through this paper are also not mutually exclusive, and
could be considered collectively, or for a subset of Registrars (i.e. rural generalists only or
rural Registrars only) or considered for piloting or proof of concept trials to test the fidelity
of the models.
Finally, it is important to note that this discussion paper relates to GP training employment
models only and is not intended to pre-empt the final outcomes or response to the 10 Year
Primary Care Plan or the National Medical Workforce Strategy.
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2. Background
The medical training and career pathway in Australia is complex, from medical school
through to specialist qualification and practising specialist, with varying employment
arrangements at each stage. For Australian medical graduates, general registration follows
graduation from medical school and successful completion of an internship. Following
internship, doctors typically continue to be employed in the public hospital system as
salaried medical officers.
During this time, an employment award or enterprise bargaining agreement covers all
aspects of the doctor’s remuneration and other employment terms and conditions. Under
this employment arrangement, a salaried medical officer’s pay increases year on year,
independent of expertise, and they continue to accrue employment entitlements. At this
stage (or in subsequent years), doctors will consider a specialist career pathway.
Current GP Registrar Training Pathway

While most specialist training occurs in a hospital setting, where doctors are able to
continue the employment conditions as a specialist Registrar, general practice training is
different where Registrars are employees in a small business setting. GP Registrars are
required to undertake multiple training rotations as part of their training resulting in being
employed by multiple employers throughout their training.
When a Registrar transitions from their internship and additional hospital training, to a
general practice employment arrangement, all salary and other entitlements previously
accrued under their previous hospital employment, are relinquished.
The National Terms and Conditions for Employment of Registrars (NTCER) details the
minimum terms and conditions Registrars may receive during their training. The NTCER is
discussed in more detail later in this paper.
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In terms of salary and ‘bonuses’, a GP Registrar will receive a minimum salary plus a
percentage of the practices Medicare Benefits Schedule (MBS) billing plus leave
entitlements and allowances. Depending on the location of the training placement, the GP
Registrar may also be eligible for the incentives under the Workforce Incentive Program.
Post Fellowship, most GPs choose to provide contract-based employment services and have
individual contract agreements in place.

2.1

Summary of Issues

1. Reduced remuneration
Stakeholders have expressed concerns regarding GP Registrars’ remuneration over the
recent years. It is argued that the potential loss of income when transitioning from hospitalbased employment to a private general practice for training purposes, coupled with low
remuneration, have been potential contributors to reduced interest in GP training. This is
particularly during the initial general practice training terms.
The NTCER that outlines the minimum terms and conditions for employment of GP
Registrars includes minimum base salary rates. Schedule A Remuneration of the NTCER is
updated to reflect minimum base salary rates in line with the indexation of Item no. 23 of
the MBS.
Conversely, hospital-based doctors are employed by the relevant state and territory
governments. Their employment terms and conditions (including salary rates) are governed
by the relevant state public service awards, and negotiated through regular industrial
relations processes.
The minimum base salary rate for GP Registrars has been in line with MBS indexation with
around three percent increase over the last five years. This compares to around 13 percent
increase for at-level hospital-based doctors.
It is observed that, on average, hospital-based doctors received a three percent annual
increase in salary rates when compared to around 1.6 percent for GP Registrars. This
difference has inevitably contributed to a continued widening gap between the salary rates
of the two groups.
The difference in salary rates is more pronounced between first term GP Registrars
(GPT1/PRRT1) and at-level hospital-based doctors, when compared to subsequent general
practice terms. On average, in 2020, commencing GP Registrars would have had a minimum
of 18 percent reduction in salary rates when transitioning from the hospital system. This
compares to only around seven percent in 2015.
This is primarily attributed to doctor work-readiness when transitioning from the hospital
system with lower level of productivity both in terms of patient consulting hours and
number of patients per hour, under a fee-for-service model.
The needs for acculturation to general practice; as well as high levels of direct supervision
and in-practice teaching; and (out of practice) educational workshop requirements in the
initial terms of GP training has constrained GPT1/PRRTR1 Registrars’ earning capacity (i.e.
6

level of patient billings). This impacts on both revenue to the training practice as well as
their own income.1
Remuneration comparison between GP Registrars and at-level hospital doctors

Notes:
1. PGY3 and PGY4 salary rates are national averages of relevant state public service awards.
2. GPT1/PRRT1 and GPT2/PRRT2 are minimum base salary rates included in the NTCER.
3. This analysis compares GP registrar salaries with PGY3 and PGY4, which is the lowest possible level
of comparison, i.e. when PGY2 doctors commence GP training compared to doctors that continue in
the hospital system as PGY3. For doctors with several more years of experience in the hospital system,
like PGY4 or PGY5, the difference in salary rates would be more than the (cont’ overleaf) differences
1
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showed in this chart. Similarly, the difference in salary rates between GP registrars and registrars of
other specialities in the hospital system would be substantially large and is not considered in this
section.
4. This analysis only compares the base rates between GP registrars and hospital-based doctors and
the true earning potential that considers on call, after hours and shift work could further increase the
differences between the two groups.

2. Loss of accrued employment entitlements
As doctors are required to leave the hospital system to commence GP training in community
general practices, they lose their leave entitlements accrued under the relevant state
award. Additionally, they continue to lose entitlements when transitioning between
multiple employers as part of training.
On the other hand, specialist training Registrars usually continue on the relevant state
public service award and are able to preserve their leave entitlements. While it is common
to lose leave entitlements when transferring to a new sector, it is argued that continued loss
of entitlements partly contribute to the diminished attractiveness for GP training.
This is further discussed under Section 3.4 Reform Opportunity 4: A National Portability of
Employment Entitlements Scheme
3. Doctor work-readiness
Stakeholders have identified that GPs struggle to gain exposure to disciplines such as
paediatrics and obstetrics in the prevocational years due to a shortage of accredited clinical
terms and competition from specialist trainees. Terms in other disciplines are available but
may be in subspecialist disciplines or may cover a different spectrum of illness—for
example – the skills learned in an inpatient acute psychiatry unit may not easily transfer to
managing depression or anxiety in the community. This lack of exposure to key GP
disciplines prior to starting community work is a major barrier to GP trainee workreadiness.2
GP Registrars also report that the transition from hospital-based to practice-based training
is challenging, where changes in the employment structure in hospitals, and the
characteristics of illnesses and their treatment in major teaching hospitals, means junior
doctors are less prepared. Importantly, they may be unready to make clinical decisions, as
well as care for patients in a setting where a wider spectrum of illnesses occur and where
resources may be scarcer. In addition to clinical challenges, GP Registrars may face new
social challenges in GP training. The transition into community-based practice is clearly
considered as a critical period of training needing greater support.2
Overall, transition from hospital setting to community practice setting, limited prior clinical
experience in the generalist scope of practice and the need for high levels of direct
supervision and in-practice teaching under a fee-for-service model presents tension in
Registrar employment matters, particularly in GPT1/PRRT1. This is much less exacerbated in
subsequent GP training terms as Registrars gain experience and are able to deliver services
more in line with qualified practitioners.
2
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4. Reliance on Registrars to meet health service needs
Funding for Australian GP training has a strong workforce distribution focus where
workforce needs are addressed with trainee-delivered services. GP Registrars are employed
by the practice, and they have a service role which includes generating income for the
practice to pay them. While this workforce imperative is reported to have implications on
other matters like patient safety and educational quality, it also impacts on Registrars’
earning potential and the support they receive. Having the trainee paid from practice
activity risks prioritising service delivery over education. This is a particular risk at the
periods of transition into community based practice.
A recent comparison of employment arrangements for GP Registrars with five other
countries, that had similar models of general practice to Australia and were innovative and
successful in their approaches to GP Training, highlighted that service delivery was not the
primary focus in these countries. Registrars are paid by government funding through
colleges, universities, or health organisations and in New Zealand, the Registrars are salaried
for their first year, with the general practice being responsible for their payment after that.3
When compared to Australia, the New Zealand model particularly addresses the tension
during transition from hospital-based to community-based settings like clinical challenges,
guaranteed remuneration for Registrars and employment entitlements as salaried doctors.
The model also allows for smooth transition to fully qualified arrangements during the
second and third years of training by incorporating post qualification employment
arrangements whilst they still have the support from a practice and training program.
Discussion question:
1. Are there other issues that GPTAC members believe are contributing to declining GP
application/vacant training positions that could be addressed through reform of GP
Registrar employment arrangements?

2.2 Current Innovative Employment Model Trials in GP
Training
On 6 March 2020, Minister Coulton announced two separate Innovative Employment Model
trials to commence in 2020. A rural generalist employment trial in the Murrumbidgee region
of NSW and a ‘wage equalisation model’, through the Remote Vocational Training Scheme
(RVTS) pilot. These two projects will provide valuable insight in how some of these models
could work at the grass roots level and inform future national policy development and
broader reform in this space.
Murrumbidgee Region
The Murrumbidgee trial will target rural generalist trainees to be employed by the
Murrumbidgee Local Health District (MLHD) for the duration of training and will be able to
3
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access MBS items for all non-referred clinical attendance and procedural skills performed
within an approved primary care setting. The trainees will be covered by the relevant NSW
legislation and awards and will receive a salary comparable to NSW hospital based officers.
Participants are able to bill Medicare while receiving their state salary through provision of
an exemption to s19(2) of the Health Insurance Act (1973).
The MLHD has confirmed five rural generalists, per calendar year, will be recruited into the
trial, with up to a maximum of 25, noting the trial will initially be for four years with an
option for a fifth year. Trial participants will work within approved regional hospital
placements until they are rotated into an approved primary care location. This arrangement
will ensure a feasible distribution of trial participants and provide the MLHD with flexibility
to ensure local needs are considered.
A robust evaluation framework which underpins the trial has been co-designed with the
MLHD, Rural Doctors Association of Australia (RDAA) and the Department. The trial is
expected to commence in early-mid November 2020. The evaluation framework includes a
mid-point evaluation towards the end of 2022 and a final evaluation at the completion of
the trial, in late 2024 or early 2025. This will inform ongoing policy development, in this
space, and assist in assessing the feasibility of the Murrumbidgee model for broader
implementation.
RVTS
The extended RVTS target pilot, which seeks to build on the existing RVTS targeted
recruitment pilot. The pilot will recruit doctors to rural and remote posts to provide
communities with a well-supported and sustainable GP workforce while providing salary
support to doctors as they train towards GP fellowship. The pilot will test the success of
wage equalisation to recruit doctors to Aboriginal and Torres Strait Islander communities
and rural and remote locations.
The Department is in the process of developing an evaluation framework for the RVTS
targeted recruitment pilot. The pilot will be evaluated once registrars have completed their
training in 2025. The Department will also evaluate the success/challenges of recruiting
doctors into placements at the end of 2021.

3. Reform Opportunities
The Australian Government is committed to improving the access, quality and sustainability
of health services for all Australians, particularly in regional, rural and remote Australia.
Addressing inequities in access to high quality medical care has been a longstanding
challenge and is the focus of a broad range of Government initiatives.
Removing the barriers that are either perceived or directly discouraging doctors from
training in rural and remote communities is a key step in improving primary care access in
these areas. One of these key barriers is how current employment arrangements can
impact the attractiveness of rural general practice training. Issues such as the transition
from hospital-based to community-based settings as a priority tension area for several
reasons including:
10







clinical competence challenges;
reduced remuneration when compared to the hospital system;
loss of employment entitlements;
challenges in providing high levels of supervision under a fee-for-service model; and
social challenges particularly when transitioning to a rural setting can all contribute
to the diminished attractiveness of general practice training.

There is also ample evidence on how quality education and training, early rural exposure
during training combined with local professional support could positively impact workforce
retention in these underserviced areas.
While recent focus and support for rural generalism is an important part of the discussion, it
is important to ensure that these efforts are not at the expense of ensuring an appropriate
supply of quality rural general practitioners.
The department would appreciate the views of the GPTAC on the opportunities (and any
additional opportunities not identified) below. The department would also welcome the
views of members around the GP training cohorts that might be best placed to be within
scope of reforms should they be progressed (for example, rural generalist trainees are an
identifiable cohort with strong links to hospital employment and could be a comparatively
simple group to preserve entitlements/maintain employment arrangements). Alternatively,
whether (again, for example, there is appetite for looking at a new GP training pathway
(under a 3GA program) that could look at adopting some of the opportunities identified
below for a select number of rural GP trainees in select locations.
It is also important to recognise that there is ongoing environment of change within GP
training, including the role of Colleges through the transition agenda, training and regional
organisations, 3GA program structures, workforce planning and distribution, and new rural
generalist programs. How much reform the sector can tolerate is an important
consideration in examining the reform opportunities in employment arrangements when
thinking of timing or staging. Conversely, the current environment and appetite for change
may present the ideal opportunity for reform in this space to take place concurrent to
transition.
Discussion questions:
2. What are the views of members around incremental reform of employment
arrangements during the current period of broader sector reform?
3. Are members supportive of new employment arrangements being targeted or should
they be applied to all participating registrars?
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3.1 Reform Opportunity 1: Comprehensive Review of the NTCER
What is NTCER?
It is an agreement negotiated between two independent organisations,
General Practice Registrars Australia (GPRA) and General Practice Supervisors Australia
(GPSA) that sets out the minimum terms and conditions for employment of GP Registrars in
Australia. The NTCER has historically been reviewed and updated biennially by GPRA and
GPSA through negotiations, mediated by the Australian Medical Association (AMA) which
represents registered medical practitioners and medical students of Australia.
The NTCER is not a legal instrument, but a good will document that intends to inform the
basis on which GP Registrars can negotiate their employment agreements with training
practices.
The legislative framework under which GP Registrars are employed
The terms and conditions within the NTCER are consistent with taxation and superannuation
legislation and the Fair Work Act 2009 (the Act) as well as policies of the Royal Australian
College of General Practitioners (RACGP), the Australian College of Rural and Remote
Medicine (ACRRM) and the AGPT Program.
The Australian Taxation Office (ATO) considers GP Registrars as employees during their
training years. Accreditation standards for all training practices require that the terms and
conditions in Registrar employment agreements must not be less than the terms and
conditions outlined in the NTCER. The NTCER sets out the basic minimum entitlements from
which GP Registrars may negotiate a set of terms and conditions to be included within their
employment agreements with their training practices.
NTCER Scope
The scope of the NTCER encompasses a broad range of matters relevant to employment of
GP Registrars’ as supervised trainees in a general practice setting. The matters covered in
the NTCER include:
 The employment relationship between a training practice and a GP Registrar;
 Remuneration, including base rate of pay, percentage of gross billing per GP training
(GPT) term (GPT1 to GPT3) and proportions of Medicare Australia
Service Incentives Payments (SIPs) and Practice Incentives Programs (PIPs) as
applicable;
 minimum entitlements for leave, public holidays, notice of termination and
redundancy pay in alignment with the National Employment Standards (NES);
 training and supervisor requirements as per the relevant College and AGPT Program
requirements;
 the obligations of the GP Registrar including medical registration, provider numbers
and credentialing for working in external facilities such as rural hospitals; and
 travel, relocation and accommodation expenses to be assumed by the GP Registrar
or reimbursed by the training practice.
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NTCER base rates of pay
The base rates of pay are reviewed annually and adjusted in line with the most recent
indexation of the MBS, level 23 consultation item. The current base rates of pay in the
NTCER are provided at Attachment A.
Reform opportunity
The NTCER has been a platform for Registrars to negotiate their employment terms and
conditions for several years, but has not been reviewed since 2017/18 – and provides an
opportunity to reset minimum employment arrangements collectively. Additional reform
opportunities should be considered in the context of how they might relate or be enacted
through the NTCER.
Further background information on the status, pay points and history of the NTCER is
available at Attachment A.
Discussion question:
4. What are the impediments to reviewing and updating the NTCER?

3.2 Reform Opportunity 2: Salarying of Registrars
This model seeks to replicate arrangements used in New Zealand where Registrars would be
salaried for the first 12 months of their training.
Such an arrangements would reduce the need for Registrars to be expected to “hit the
ground running” in needing to bill Medicare to generate an income and therefore make
their position within the training practice viable. It could also allow government to set
payments at a rate more comparable with hospital-based salaries and therefore remove the
most obvious financial penalty to potential Registrars taking up a GP training position. It
would also remove some of the financial risk to practices and supervisors in taking on a
Registrar during this critical phase of training.
Under such a model, block funding could essentially be provided through a fundholding
arrangement (potentially to the practice, training organisation or College) for salary and oncosts. Learning ‘how to bill Medicare correctly’ is still an important feature of Registrar
training – and also a gateway for patients (and the practice) being able to access other
services and benefits. Therefore, innovative solutions would need to be considered as part
of implementation planning – such as flagged Medicare Provider Numbers (where no
benefit would be paid but the service would still be recorded).
A sub-option of this opportunity could be a salary supplementation model, where the
Registrar and practice are guaranteed a minimum funding level (pro-rata as per FTE) where
any gap between Medicare billing and the minimum funding is met. This option might be
particularly attractive in areas of market failure where there may be insufficient patient
throughput to support a full time Registrar.
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It would be important that any such arrangement be voluntary for the Registrar to
participate.
Discussion questions:
5. What are the strengths and weaknesses of such a model? What issues does it resolve?
What risks does it create?
6. Who would be the most appropriate fund holder(s)?

3.3 Reform Opportunity 3: A new 19(2) exemption
arrangement for GP training
This model effectively expands on the approach being trialled in the Murrumbidgee region
of NSW, where eligible Participants (rural generalists) are employed by the state/local
government while being able to access Medicare.
The key elements of such an arrangements could be:
 Employment through the state/local government;
 Locations restricted to primary care training rotations in MM4-7;
 Medicare billings would compensate the employer for salary, with a capped facility
fee or similar arrangement for practice overheads;
 MoU between the employer and practice covering use of leave, liability, Registrar
wellbeing, performance management and other administrative matters;
 Allows ongoing accrual of entitlements if employee remains in the same
jurisdiction/region;
 Registrar enrolled in accredited GP training program.
Any implementation of such arrangements would be contingent on an appropriate proposal
being brought forward by jurisdictions which can demonstrate local support and
partnerships.
Discussion questions:
7. What are the strengths and weaknesses of this model? What issues does it resolve?
What risks does it create?

3.4 Reform Opportunity 4: A National Portability of
Employment Entitlements Scheme
As discussed above, one of the key issues for doctors looking at taking up a GP training
position is that they need to forfeit any benefits they have accrued, potentially creating a
disincentive.
Subject to jurisdictional support, there is an opportunity to examine the potential for the
establishment of a national Registrar employment entitlements program.
14

Following the stakeholder workshop in 2019, the Department undertook a rapid review of
current schemes for portability of employment entitlements in Australia, which have
informed the possible options and considerations proposed in this section. An overview of
examples of existing Australian schemes for portability of employee entitlements in a range
of sectors is provided at Attachment B.

Considerations
Long Service Leave Entitlements
Majority of Registrars are salaried and are eligible for employee leave entitlements in line
with Fair Work employment conditions. However a vast majority of qualified GPs are
employed as contractors and are not covered under the Fair Work employment conditions.
On an average, Registrars take 3.4 years to obtain fellowship on the AGPT program and
would have been employed by the relevant State/Territory Health for two to three years
prior to commencing GP training. In total, Registrars would be employed for 5.4 – 6.4 years
before commencing contractual employment arrangements as qualified GPs. Eligibility for
Long service leave entitlements are generally between 7 – 10 years after commencement of
employment. Ideally Registrars would have completed their training and have fellowed. As
following fellowship the vast majority move to contract based work, they are likely to lose
the accrued long service leave entitlements. This may mislead Registrars to stay in the
program longer than needed and be seen as a disincentive for completing training within
the required timeframe. This could also lead more Registrars to opt for part-time training in
order to meet the time requirements for Long service leave entitlements.
Similar to some public service employment agreements pro-rata payments from 5 years
could be considered. This would recognise their long service and address a possible
misleading of Registrars.
Parental Leave Entitlements
In line with the Fair Work system, employment agreements require employees to have
worked for their employer for at least 12 months:
•
•
•

before the date or expected date of birth if the employee is pregnant
before the date of the adoption, or
when the leave starts

However, the GP training terms are six-month rotations with multiple employers. While
Registrars could still access unpaid parental leave either through their employer or through
AGPT leave policies, they will not be able to access paid parental leave.
On average, around 12% of female Registrars and 2% of male Registrars on the AGPT
program accessed parental leave during training over the last three years. Information on
how much of these leave periods were paid is not available.
Year
2017
2018

Female Registrars
434
385

%
13%
11%
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Male Registrars
29
33

%
1%
2%

2019

436

13%

36

2%

Source: Registrar Information and Data Exchange (RIDE)

A portability scheme would benefit Registrars to access paid parental leave, particularly for
female Registrars.
Annual/Recreation Leave Entitlements
Hospital doctors accrue at least 4 weeks of annual/recreation leave in a year. Under the
current arrangements accrued leave credits are paid out when the doctors leave the
hospital system to commence GP training in community settings. Annual leave credits
continue to be paid out following each general practice rotation when they move to a
different employer. This could be a disincentive for doctors with school-aged children and
needing to take leave during school holidays and also from a well-being perspective, having
to accrue annual leave credits each time with a new employer.
A portable model could enable Registrars to continue to use the accrued annual leave
credits as needed and negotiated with their current employer. Alternatively, there may be
Registrars who prefer that the annual leave credits are paid out.
Personal/Carer’s Leave Entitlements
Similar to annual leave, hospital doctors accrue around 3.5 weeks of personal leave in a
year. Under the current arrangements accrued leave credits are lost when the doctors leave
the hospital system to commence GP training in community settings. Personal leave credits
continue to be lost each time the Registrar changes employer as part of their training
requirements. Again, this could be a disincentive for doctors with caring responsibilities and
also from a well-being perspective.
A portability model could enable Registrars to accrue personal/carer’s leave credits across
multiple employers throughout the duration of their training.

Options for a National Portability Scheme
The Department has identified a range of different models that could be further explored
should a national portability scheme be agreed as a priority. These models include (and are
detailed further at appendix x):


Option A: Transfer of employee entitlements to subsequent employers: the
employers of Registrars in public hospitals and general practices would be required
to transfer the employee entitlements to the subsequent employers. This
arrangement could be mandated through Enterprise Agreements for public
hospitals. A national reciprocal agreement may be needed to recognise work done in
other States and Territories and include the work done for the calculation of
entitlements. For private general practices the arrangement could be mandated
through one of the following options:
o Regional Training Organisation (RTO) Agreements with Training Practices; or
o Inclusion in the NTCER or
o Accreditation of Training Practices
16







Option B: Commonwealth-established Portability Scheme: the Commonwealth
would enact legislation to create a ‘portability fund’ that is administered by a
statutory authority and contains the entitlements of Registrars. The employers of
Registrars in public hospitals and general practices would be required to pay the
entitlements of Registrars into the fund. The Commonwealth may also fund a
component of a Registrar’s entitlements while they work in a general practice.
Option C: GP Registrars continue as State and Territory government employees:
where GP Registrars will remain as State and Territory government employees until
training completion and preserve their employee entitlements throughout training,
thus bringing them in line with other Specialist trainees.
Option D: GP Registrars employed under the relevant GP College: where Registrars
will commence training as employees of the relevant College and continue as
employees until training completion. Employment terms and conditions will be
managed through the relevant College industrial relations process.

Discussion questions:
8. Are there additional options or certain elements that should be investigated further?
9. Are any of these options more favourable than others or should any be ruled out for
further consideration?

4. Next Steps
Following the November GPTAC meeting, the Department invites written submissions from
members in relation to the key discussion questions identified above.
Feedback will be analysed and used to refine a discussion paper for broader public written
consultation in early 2021. As part of this process, the Department will specifically seek the
views of the states and territories (with particular emphasis on issues relating to
maintenance and portability of entitlements) to test the level of support in addressing some
of the challenges and barriers identified.
The findings from the consultation processes will be used to inform advice to the
Government on options that could be progressed, associated timeframes and linkages with
other key reform agendas (including the transition of GP training, the National Medical
Workforce Strategy and the 10 Year Primary Care plan). Where possible, the Department
would work with sector stakeholders on co-designing implementation, monitoring and
evaluation should Government decide to progress reform in this space.
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Attachment A – National Terms and Conditions for Employment
of Registrars (NTCER) background and current status
GP Registrar placement and employment under the Australian General Practice Training
(AGPT) Program
Prior to commencing an Approved Placement under the AGPT Program, participants will
negotiate employment agreements with their training practices. The NTCER forms the basis
of these negotiations, setting out the minimum terms and conditions of employment. Most
training practices are small to medium private enterprise that do not have an industrial
agreement in place. The NTCER provides a mechanism to protect the employment status of
Registrars, establish a fair and sustainable basis of employment between training practices
and GP Registrars and to support an appropriate education and training environment.
Current status
The NTCER, agreed for the 2017 training year continues to operate. There has been no
subsequent agreement to replace it. The most recent review occurred in 2018 and an
addendum was added to the NTCER in 2019 and recently in July 2020. The 2020 addendum
clarifies that indexation has been applied to the base rate of pay under Schedule A
Remuneration, effective from the commencement of the second training term in 2020; the
remainder of the document continues to operate from the 2017 NTCER.
GPRA have noted the following issues have impacted on the capacity of GPRA and GPSA to
effectively address the issues:
 the requirement that there is mutual agreement in order to effect any change (with
no mechanism for arbitration where agreement cannot be achieved);
 limited on-going constructive dialogue;
 a lack of information and statistics to support decision-making; and
 inadequate accommodation of changes to the dynamics of entering a career in
general practice.4
The following concerns have been raised by GPRA regarding registrar employment
arrangements and the NTCER:
 The low base rate of pay compared with hospital-based medical officers and other
registrars training in other specialities;
 Limited employment entitlements, in particular access to paid parental leave and
study leave, and the lack of portability of entitlements when moving between
training placements and the ability to retain entitlements (e.g. long service leave,
sick leave) accrued prior to commencing training in community settings.
 Inconsistencies and inequities in remuneration for hospital-based after-hours and
on-call work that GP registrars undertake in relation to how this is incorporated into
the calculation of their GP practice income.
 Hours taken as leave are not calculated separately but included in percentage billings
calculations, effectively reducing the bonus payment received.

4

GPRA Briefing Paper, October 2018
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The maximum length of the billing cycle (13 weeks) allowable before the registrar’s
bonus payment is calculated.5

Background
The NTCER superseded the National Minimum Terms and Conditions (NMTC) for GP
Registrars in 2015.The NMTC was introduced in 2000 following a lengthy negotiation
process involving GP Registrars, GP supervisors, the RACGP, the AMA and representatives of
rural doctors’ groups. Like the NTCER, the NMTC was an agreement as opposed to a formal
industrial award, and the minimum terms and conditions with the same intention in mind. A
system for managing employment arrangements for GP Registrars evolved over time but
fundamental to the NMTC was a basic negotiation process between GPRA and the former
National General Practice Supervisors Association (now GPSA) with the AMA assisting the
parties in reaching agreement on the terms of this biennial update.
The NMTC provided a framework for employing GP Registrars in the first year (GPT1/PRRT1
and GPT2/PRRT2 terms) of training in community general practice, with most GP Registrars
engaged as contractors in subsequent years.
Once introduced, the NTCER applied to all GP Registrars throughout all GP training terms,
based on legal advice that engaging trainees as contractors in general practice was
inappropriate and also at odds with advice from the ATO.
Fundamental to the NTCER framework are:
 the minimum entitlements for employees, as described by the NES in the Act; and
 the Registrar will receive a guaranteed base salary, paid fortnightly at a rate
dependent upon the training term, as well as a proportion of their fee-for-service
(MBS billings, incentive payments, etc.) earnings, paid as a bonus at not more than
three monthly intervals, calculated as the difference between the base salary
payment and their percentage of fee-for-service earnings.6

5
6

Discussion Paper: Employment Conditions for General Practice Registrars, March 2020, GPRA
Discussion Paper: Employment Conditions for General Practice Registrars, March 2020, GPRA
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APPENDIX 1 Base rates of pay following the 2020 addendum
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Attachment B – Current schemes for portability of employee
entitlements in Australia
Purpose
To provide an overview of examples of Australian schemes for portability of employee
entitlements.
Australian system of employee entitlements generally
Table A provides a list of minimum leave entitlements for employees as set out in the NES.
Table A: Minimal leave entitlements.
Entitlement
How employee’s entitlement is typically affected by
changing employer
Annual leave
Accrued leave is generally paid out. It is not transferred.
Sick and carer’s leave
Any accrued leave is extinguished.
Family & domestic violence
Not affected.
leave
Compassionate &
Not affected.
bereavement leave
Maternity & parental leave
Any accrual towards the 12 month qualifying period is
extinguished.
Public holidays
Not affected.
Community service leave
Not affected.
Workers compensation
Not affected.
Long service leave
Accrual time is extinguished.
The list of NES entitlements at Table A comes from the Fair Work Ombudsman. 7
Statutory and non-statutory employee entitlement portability schemes
In several sectors efforts have been made to address the inequity of an employee’s
entitlement being adversely affected by a change of employer particularly where that
change is owing to the nature of the industry (such as construction or mining where the
project or mine finishes and employee changes jobs).
There are a number of portability schemes in Australia—however portability schemes are
the exception rather than the rule. A picture of how many schemes exist can be obtained
from the Victorian Parliamentary inquiry report of 2016.8 Portability is the term given to
the notion of an entitlement transferring from one job to the next. Some portability
7

See, < https://www.fairwork.gov.au/Dictionary.aspx?TermID=2027 > viewed 14 November 2019.
Parliament of Victoria Economic, Education, Jobs and Skills Committee, Inquiry into portability of long service
leave entitlements 2016. See, <
https://www.parliament.vic.gov.au/file_uploads/EEJSC_Inquiry_into_portability_of_long_service_leave_entitl
ements_wTXc6qGv.pdf > viewed 14 November 2019. The committee identified in Victoria one statutory
scheme (for the building and construction industry) and recommended a statutory scheme (for the community
services and security sectors). The committee identified non-statutory schemes for the following sectors in
Victoria: local government; public service; public health; public education; Catholic education; early childhood;
Neighbourhood houses; and community legal centres.
8
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schemes are statutory, some are non-statutory. This paper looks at three statutory schemes
and two non-statutory schemes.
Statutory schemes
Black coal mining sector
The portable long service leave scheme for this industry commenced in 1949 and was the
first statutory portable long service leave scheme created in Australia. There have been
several iterations of applicable legislation since then.
Table B: Key features of black coal mining sector portability scheme.
Feature of scheme
Comment
Jurisdiction
Australia-wide, Commonwealth law, Coal Mining Industry (Long
Service Leave) Administration Act 1992, which administers the
not-for-profit corporate Commonwealth entity Coal Mining
Industry (Long Service Leave Funding) Corporation (‘Coal LSL’).
Entitlements covered Long service leave only.
Scope
Black coal mining sector Australia-wide.
Employers
848 employers registered.
Employees
120,000 total eligible employees.
Funding model
Employers are subject to a payroll levy (at rate of 2.0%) imposed
by the Coal Mining Industry (Long Service Leave) Payroll Levy
Collection Act 1992 with funds paid into Consolidated Revenue
Fund of the Commonwealth and then appropriated from that
fund to the Coal LSL fund, from which funds are used to
reimburse employers when they pay long service leave.
Fund and size
Coal LSL fund comprises $1.8bn. $125m was paid in
reimbursements in 2018–19.
Administrative body
Coal Mining Industry (Long Service Leave Funding) Corporation
(‘Coal LSL’).
Governance
The Board of Directors is the accountable authority of Coal LSL.
The board and Coal LSL are subject to the Public Governance,
Performance and Accountability Act 2013.
Costs
2018–19 total expenses were approx. $364m of which approx.
$350m was long service provisions for reimbursements. So
overheads amounted to about $14m or 4% of total expenses.
Employers in this sector are private sector firms, which makes the imposition of a levy
possible in a way that probably would not be feasible (constitutionally or politically) in the
case of an employer being a public sector entity.
Building and construction industry sector
Each state and territory has its own statutory scheme for portability of long service leave.
The Victorian and Tasmanian schemes have been privatised. The schemes in NSW, NT and
22

QLD are funded by a project levy, whereas the schemes in other jurisdictions are funded by
a levy on employers. Each of the eight jurisdictions has as its funding model, an industrybased defined benefit fund. More information is noted at Table C.
Table C: Key features of building and construction portability scheme.
Feature of scheme
Comment
Jurisdiction
There are eight schemes nationally, one for each State and
Territory.
Entitlements covered Long service leave only.
Scope
Building and construction (as variously described under each
jurisdiction).
Employers
(Taking NSW as example) 34,249 employers registered.
Employees
(Taking NSW as example) 391,524 employers registered.
Funding model
(Taking NSW as example) 0.35% of total cost of project that
costs $25,000 or more.
Fund and size
(Taking NSW as example) approx. $1.3 bn.
Administrative body
(Taking NSW as example) Long Service Corporation (which also
administers the contract cleaning industry portable long service
leave scheme which has 67,174 registered workers and 853
registered employers).
Governance
(Taking NSW as example) the corporation administers the
Building and Construction Industry Long Service Payments Act
1986 (and the Contract
Cleaning Industry (Portable Long Service Leave Scheme) Act
2010).
Costs
(Taking NSW as example) in 2018 total expenses were approx.
$135m of which approx. $128m was long service leave expense.
So overheads amounted to about $7m or 5% of total expenses.
Note that specific details for each jurisdiction’s scheme are set out at Appendix A. A list of
websites for each jurisdiction’s scheme is located at https://www.coinvest.com.au/aboutcoinvest/interstate-schemes .
A national reciprocal agreement exists between all the schemes in Australia. This means
that work recorded in another state is recognised, and is included when calculating eligibility
for paying a long service payment as well as the amount of the payment.9

9

See NSW Long Service Corporation, < http://www.longservice.nsw.gov.au/bci/workers/otherinformation/interstate-work > viewed 15 November 2019. Note that there are some differences in the types of
work covered, the minimum claiming periods and calculation of payments.
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The public company CoINVEST that administers the privatised Victorian scheme is run by a
board with employer and employee representation. The scope of CoINVEST’s activities is
defined in its Rules,10 which require the approval of the Victorian executive government.
The other privatised scheme is Tasmania’s TasBuild (or whichever company is declared by
the Minister), which is established under a Trust Deed containing rules that must be
consistent with the Construction Industry (Long Service) Act 1997 (Tas). TasBuild has a
board with employer and employee representation.
In the case of NSW the building and construction model allowed for a portability scheme for
the contract cleaning industry in 2010 to piggy back on the existing building and
construction model.
Community services, contract cleaning, and security sectors in Victoria
On 1 July 2019, a scheme for the portability of employees’ long service leave in these
sectors commenced, on the recommendation of the Victorian parliamentary inquiry report
of 2016. The scheme comes after a parliamentary committee found that workers in these
industries often did the same work, in the same place, for many years, without qualifying for
long service entitlements.11 More details are at Table D.
Table D: Key features of Victorian community services, contract cleaning, and security
portability scheme.
Feature of scheme
Comment
Jurisdiction
Victoria.
Entitlements covered Long service leave only.
Scope
The scheme covers the community services, contract cleaning,
and security services sectors.
Employers
[ TBA, no annual report to date ]
Employees
There is no annual report to date. However the Victorian
parliamentary inquiry heard estimates of 97,000 employed
staff.12
Funding model
The scheme is funded by levy payments: 1.65% for community
services, 1.8% for contract cleaning, and 1.8% for security.
Fund and size
[ TBA, no annual report to date ]
Administrative body
Portable Long Service Leave Authority administers the Long
Service Benefits Portability Act 2018
Governance
Costs
[ TBA, no annual report to date ]

10

See Rules Of The Construction Industry Long Service Leave Fund As At 22 OCTOBER 2019 <
https://www.coinvest.com.au/media/W1siZiIsIjIwMTkvMTEvMTIvMTRfNTJfNDJfNzU4X0NvSU5WRVNUX1J1bG
VzX09jdG9iZXJfMjAxOS5wZGYiXV0/CoINVEST%20Rules%20October%202019.pdf > viewed 15 October 2019
11
Parliament of Victoria Economic, Education, Jobs and Skills Committee, Inquiry into portability of long service
leave entitlements 2016, Trim D19-1327629.
12
Victorian parliamentary inquiry, op. cit., page 99
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Non-statutory schemes
Public health sector in Victoria
Details of portability arrangements for this sector are set out in Table E.
Table E: Key features of the Victorian public health sector portability scheme.
Feature of scheme
Comment
Jurisdiction
Victoria.
Entitlements covered Long service leave only.
Scope
Workers in the Victorian public health system.
Employers
Public sector health entities.
Employees
Nurses, midwives and other health professionals in the public
health system.
Funding model
None. There is no actual transfer of accrued leave monies as it
is assumed that the movement between hospitals and networks
will balance out. Instead the Department of Health and Human
Services provides public sector hospitals and networks 2.8% of
the salary component in supplementary funding each year to
cover long service leave payments.
Fund and size
None.
Administrative body
Entitlements are outlined in the respective enterprise
agreements. For example for medical specialists, continuous
service is defined in the enterprise agreement to mean,
amongst other things, “service for which long service leave or
payment in lieu has not been received in one or more
institutions including Statutory Bodies directly associated with
such Institutions …”13
Governance
Enterprise agreements occur under the auspices of the Fair
Work Commission.
Costs
There is no dedicated governing body such as a statutory body.
Therefore are no significant overhead costs.
There are no private sector employers in this scheme.
Catholic education sector in Victoria
In this sector teachers are employed by individual Catholic schools. The Catholic education
scheme is not centralised and the former employer transfers funds to the new employer.

13

In AMA Victoria – Victoria Public Health Sector – Medical Specialists Enterprise Agreement 2018-21, <
https://amavic.com.au/files/MEDICAL%20SPECIALISTS%20ENTERPRISE%20AGREEMENT%202018-2021.pdf >
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Table F: Key features of the Victorian Catholic education sector portability scheme.
Feature of scheme
Comment
Jurisdiction
Victoria.
Entitlements covered Long service leave, personal leave, parental leave.
Scope
Victorian Catholic education sector.
Employers
Victorian Catholic schools.
Employees
Teachers employed by the individual Catholic schools and
administrative offices.
Funding model
None.
Fund and size
None.
Administrative body
Entitlements are outlined in the Victorian Catholic Education
Multi-Enterprise Agreement 2018 (Trim D19-1326211).
Governance
Enterprise agreements occur under the auspices of the Fair
Work Commission.
Costs
No significant overhead costs.

This is one of the few schemes in the private sector that addresses entitlements other than
just long service leave. The qualifying period for parental leave is portable. The mechanism
for making the qualifying period portable in Catholic schools is in Clause 2 of Appendix 1 of
the enterprise agreement, which provides, “An Employee … is entitled to [parental] leave
under this Appendix where the Employee has completed four school terms or 42 school
weeks with one or more relevant Employers …” (emphasis added). “Relevant Employer” is
defined in clause 1 of Appendix 1 to mean “Employers of the Catholic Education Offices and
Employers of Primary, Secondary and Special Catholic Schools in Victoria …”
Notable features
From the above review of a five portability schemes, the following features are notable:









The single jurisdiction governing the national black coal mining portability scheme;
The national reciprocal agreement in the building and construction portability
schemes across the eight jurisdictions;
The wide scope of the community services, contract cleaning, and security sectors
portability scheme in Victoria;
Public sector only for the public health sector portability scheme in Victoria;
Piggy backing one sector on another’s model in NSW where the contract cleaning
industry scheme is governed by the Long Service Corporation, which was set up
previously to administer portability of long service leave in the building and
construction sector;
The minimal overhead costs of the non-statutory portability schemes; and
Three leave entitlements (not annual leave) being portable in the Victorian Catholic
education portability scheme.
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Appendix A
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(Above Table 2.2 is extracted from Parliament of Victoria Economic, Education, Jobs and Skills Committee, Inquiry into portability of long
service leave entitlements 2016, Trim D19-1327629.)
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Attachment C – Options for National Portability Scheme
Option A: Transfer of employee entitlements to subsequent employers
Model
Under this option, the employers of Registrars in public hospitals and general practices
would be required to transfer the employee entitlements to the subsequent employers. This
arrangement could be mandated through Enterprise Agreements for public hospitals. A
national reciprocal agreement may be needed to recognise work done in other states and
territories and include the work done for the calculation of entitlements. For private general
practices the arrangement could be mandated through one of the following options:
1. Regional Training Organisation (RTO) Agreements with Training Practices; or
2. Inclusion in the NTCER; or
3. Accreditation of Training Practice.
Indicative transfer of employee entitlements to subsequent employer’s model.
Feature of scheme
Comment
Governance
Administration
Jurisdiction
Comparable existing
schemes

Employers

Funding model

Costs

Respective GP College
Respective GP College or RTOs
State-managed and allows for transfer between jurisdictions
Catholic Education Sector in Victoria – Entitlements are
transferred to subsequent employers
Building and Construction Industry Sector Long Service Leave
schemes – State managed with a national reciprocal agreement
to recognise work done in other States and include the work
done in the calculation of entitlements.
 All State and Territory governments that employ junior
doctors accepted for a vocational general practice training
placement
 General Practices accredited for vocational general practice
training
State and Territory governments transfer accrued entitlements
to subsequent General Practice (undertaking training) when the
doctor leaves the hospital system. Training practices then
transfer entitlements to subsequent training practices when the
Registrar transfers to a new employer.
N/A
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Option B: Commonwealth-established Portability Scheme
Model
Under this option, the Commonwealth would enact legislation to create a ‘portability fund’
that is administered by a statutory authority and contains the entitlements of Registrars.
The employers of Registrars in public hospitals and general practices would be required to
pay the entitlements of Registrars into the fund. The Commonwealth may also fund a
component of a Registrar’s entitlements while they work in a general practice.
Indicative Commonwealth-established Portability Scheme.
Feature of scheme
Comment
Governance
 To be proposed and be subject to the Public Governance,
Performance and Accountability Act 2013.
Jurisdiction
 National scheme
Comparable existing
 National Coal Mining Industry - Long Service Leave Funding
schemes
Employers
 All State and Territory governments that employ junior
doctors accepted for a vocational general practice training
placement
 General Practices accredited for vocational general practice
training
Funding model
Employers would be required to transfer funds to the centrally
managed ‘portability fund’ at the end of training rotations when
the doctors in training progress to the next phase of their
training and are no longer with the current employer.
Accrued Annual Leave, Personal/Carer’s Leave and Long Service
Leave entitlements would be transferred to the centrally
managed fund from which employees would be able to access
these leave entitlements as needed and agreed to with the new
employer.
Maternity/Parental Leave entitlements would be shared
between employers on a pro-rata basis depending on the
amount of work performed by the employee under each
employer in the twelve month eligibility period leading up to the
maternity/parental leave.

Fund size
Administrative body
Costs

The Commonwealth would fund the overhead costs associated
with administering the scheme.
N/A
A statutory body that administers the not-for-profit GP
Registrars employment entitlements under a new legislation
N/A
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Option C: GP Registrars continue as State and Territory government
employees
Model
Under this option, GP Registrars will remain as state and territory government employees
until training completion and preserve their employee entitlements throughout training.
This will bring them in line with other specialist trainees.
Indicative GP Registrars continue as state and territory government employees.
Feature of scheme
Comment
Governance
Administration
Jurisdiction
Comparable existing
schemes

State and Territory governments
State and Territory governments
State-managed
Victorian Public Health Sector – Doctors in Training Enterprise
Agreement
This Agreement specifically covers doctors in training under the
Victorian Public Health Sector. It includes provision for “Rotation
to a General Practice Training Program” and the details of terms
and conditions of such placements. Currently the agreement
covers 13 week rotations into a training practice.

Employers
Funding and
operational model

State and Territory governments
State and Territory governments continue as employers of GP
Registrars while they undertake training in community general
practices. The terms and conditions of training rotations are
negotiated through the relevant State and Territory Enterprise
Agreements. Termination of employment and pay out of
entitlements at the end of training time are dealt in line with the
relevant industrial relations requirements.

Costs

N/A
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Option D: GP Registrars employed under the relevant GP College
Model
Under this option, once accepted, GP Registrars will commence training as employees of the
relevant College and continue as employees until training completion. Employment terms
and conditions will be managed through the relevant College industrial relations process.
Indicative GP Registrars employed under the relevant GP College.
Feature of scheme
Comment
Governance
Administration
Jurisdiction
Comparable existing
schemes

Relevant GP College
Relevant GP College
Nationally managed
A review14 that compared Australian GP vocational training and
education with five other international models identified that
GP Registrars are government salaried in Ireland, Canada,
Holland (Netherlands), England (UK) and New Zealand.
In New Zealand, Registrars receive government salary as College
employees for the first year of training. For subsequent years
Registrars are employed by a practice and earn income from
their clinical practice.
In Holland, Registrars receive government salary as College
employees throughout the duration of training.

Employers
Funding and
operational model

Relevant GP College
State and Territory governments transfer accrued entitlements
to the relevant GP College when Registrars exit the hospital
system to commence general practice training.
Registrars remain as employees of the relevant GP College
throughout the duration of their training. The employment
terms and conditions are negotiated as part of the relevant
College’s enterprise bargaining process.
Mixed funding model combining MBS billings and supplemented
by additional funding, as needed, could be considered in the
context of remuneration matters raised by GP Registrars.
Termination of employment and pay out of entitlements at the
end of training time are dealt in line with the relevant industrial
relations requirements.

Costs
14

N/A

Review of Australian and International Models of GP Vocational Training and Education, August 2018
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Attachment D – Related work – National Medical Workforce
Strategy (NMWS) and Primary Health Care 10 Year Plan
National Medical Workforce Strategy (NMWS)
A National Medical Workforce Strategy (the Strategy) will guide long-term collaborative
medical workforce planning across Australia.
The Strategy is being developed to provide a guide for medical workforce planning activities
at all levels. It aims to match the supply of GPs, non GP specialists and consultant physicians
to the predicted medical service needs of the community. The Strategy will also identify
achievable, practical priority actions to build a sustainable, highly-trained medical
workforce.
The Strategy aims to address medical workforce the following issues of national significance:










Improve coordination in medical workforce planning through joint decision-making
and a common approach to collecting and sharing data;
Reduce geographic mal-distribution of medical professionals to improve access to
high quality care for all;
Achieving the right balance between generalist and subspecialist skills to create a
more flexible workforce, capable of delivering a broader scope of practise;
Address the growing over and under supply of doctors in some specialties;
Reduce the reliance on Registrars to deliver healthcare services, which is affecting
distribution, work-readiness and well-being;
Simplify the training pipeline and remove barriers to make it easier for doctors to
navigate their career pathway;
Create a flexible workforce which adapts to new technology and supports innovative
models of care;
Increase the number of Aboriginal and Torres Strait Islander doctors and have a
culturally safe medical workforce; and
Ensure doctor work-readiness, giving young doctors a variety of experience.

The department is developing the Strategy in collaboration with the Medical Workforce
Reform Advisory Committee (MWRAC). MWRAC members include the states and territories,
specialist medical colleges, and medical professional associations.
A wide range of stakeholders have been engaged on the Strategy, including on the
Scoping Framework in early 2019, to start developing potential solutions in November 2019,
and most recently to refine and test the identified solutions in February and March 2020.
Consultations were held with the state and territories and a cross section of medical
professional organisations and doctors
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The next phase of the development of the Strategy will use stakeholder input to refine and
prioritise potential solutions, which will inform the writing of the Strategy, including
establishing a five year implementation plan.
Primary Health Care 10 Year Plan
In August 2019, the Minister for Health, the Honourable Greg Hunt MP released Australia’s
Long Term National Health Plan. As part of this plan, a 10-year Primary Health Care Plan (the
10 Year Plan) is being developed. In October 2019, Minister Hunt announced experts to
provide independent advice for this purpose.
The 10 Year Plan will set a vision and path to guide future reform of the primary health care
system in Australia to make it more person-centred, integrated, efficient and equitable. This
includes the implementation of new care and funding models that better align to provide
value-driven primary health care. The 10 Year Plan will be informed by extensive
consultation with patients, providers, experts and the community, and is expected to be
delivered in March 2021.
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Attachment E – Current and Possible Future Employment Model
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