THE LAST WORD

Doctors who train in the bush

will stay in the bush
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ural Australia has only 2.7 doctors per 1,000 people
Rversus 4.3 in the cities, effectively creating a two-tier

healthcare system in which the quality of specialist
care you receive can be determined by your postcode.

We know that doctors with rural backgrounds or training
experience are more likely to take up rural practice. So we
developed a guide, in partnership with the National Rural
Health Commissioner Professor Jenny May, to embed these
factors into the trainee selection process. By adopting this
approach, specialist medical colleges are taking practical
steps to support the goal of providing equitable access to
specialist care in rural and remote communities.

The problem is this initiative is only a partial solution -
because if you select those rural trainees but train them in
the city, it's likely they will not return to country practice.

So, during my tenure as president and chair of CPMC, |
proposed establishing a dozen or more multi-specialty
rural training hubs across regional Australia. The Australian
and New Zealand College of Anaesthetists (ANZCA) has
pioneered this concept to train anaesthetists in regional
Victoria. All other Colleges are keen to be part of the rural-
regional training hubs.

By expanding the specialist workforce in regional areas,
these hubs could strengthen rural and regional service
capacity, improve access, and help reduce out-of-pocket
costs for patients. Training in the regions also provides

a significant learning opportunity, which should be
highlighted and promoted. The concept is simple: recruit in
the regions, train in the regions, and specialists will remain
in the regions.

This is exactly the scenario that's playing out in Broome

at the Kimberley Centre for Remote Medical Training,
established by the University of Notre Dame, that has been
delivering a full Doctor of Medicine program since the start
of last year. It is WA's first fully regionally base medical
school and offers priority entry pathways to Kimberley and
Pilbara residents, Indigenous applicants, and students from
rural backgrounds.

The students are based at Notre Dame’'s Broome Campus
for the first two years of the MD course. In the final two
years, they undertake rural and regional clinical placements
across the State.

My thinking is that specialist trainees should do 70-80% of
their training as a general surgeon, physician, psychiatrist,
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gynaecologist, radiologist or anaesthetist in the rural-
regional training hubs, and then maybe 20-30% in the city.
This gives them some exposure to major metropolitan
settings and the high- volume work that happens there,

as some procedures never happen in a rural context. By
supporting them to spend some time in the major metro
areas, while being trained primarily in a regional setting, you
grow the specialist workforce where it is needed.

We have proposed that the hub network be funded through
the regional specialist training program (STP), which has
been running for more than a decade and costs the federal
government about $200 million a year. The Grattan Institute
report last year recommended the funding be doubled to
support specialist training in the regions.

Despite its name, the reality is that STP-funded registrars
spend most of their time in metropolitan hospitals. This

is one of the main reasons why the program has failed

to deliver specialist workforce to regional and rural
communities. The program is being redesigned, and we are
persuading the Government and Federal Health Minister
Mark Butler to invest in this rural-regional training hubs
program.

WWe have asked that if CPMC and the Colleges could design
a program like that, then trainees should not be restricted
by jurisdictional boundaries. So, if there's a general surgical
trainee in Port Hedland, for example, the trainee should be
able to move to a rural hospital in North Queensland if they
chose this option as part of their training.

Getting such exposure and experience in a variety of rural
settings will create a much richer specialist doctor. State
governments should join in this effort if we are to succeed in
addressing the inequity of health access. B

‘ Training in the regions also

provides a significant learning
opportunity, and this should be
highlighted and promoted. The concept
is simple: Recruit in the regions, train in
the regions, and specialists will remain
in the regions.
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