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The federal government has announced
a welcome increase in the numbers of

general practitioners to be trained in this
country, an increase from 450 to 600 annu-
ally. However, last year there were
vacancies in regional general practice
training programs. One would have to ask
how will the increase in training places
have the desired effect if we cannot cur-
rently attract graduates to general practice
training to capacity? And why despite all
the efforts of government to provide
incentives for geographic based initiatives,
is rural general practice not more popular?
Even without a scholarship, an intention to
enter rural general practice can trigger all
types of support, from HECS debt waiver
to $60 000 worth of financial assistance for
general practice training. 

So let us start with an analysis of what
is known about those applying for general
practice training and why this figure is
falling (Figure 1).1 This information is
important if we are to address workforce
issues. While it is tempting to blame the
current uncertainty in training, the situa-
tion is much more complicated. For a
start, it is important to realise that the
decline is part of a worldwide trend in
falling interest in general practice in the

developed world, with sequential drops
recorded in Canada in 20002 and 2001,3

while unmatched places exist in both the
USA4 and United Kingdom5 systems. 

In his early work on career manage-
ment for the UK National Health Service,
Francis identified the many and varied
factors that influence junior hospital
doctors to chose a lifelong vocation: 
• material rewards (seeking wealth and

a high standard of living)
• power and influence (seeking to be in

control of people)
• search for meaning (seeking to do

things which are believed to be valu-
able for their own sake)

• expertise (seeking a high level of
accomplishment in a particular field)

• creativity (seeking to innovate and be
identified with original output)

• affiliation (seeking nourishing rela-
tionships with others at work)

• autonomy (seeking to be independent
and to make key decisions for oneself)

• security (seeking a dependable
future), and

• status (seeking to be recognised,
admired and respected within the
community).6

It is appropriate to look at what is hap-

pening overseas to see if there are any
parallels that can be drawn to our current
system. Canada has seen a decline in
medical students selecting general prac-
tice from 40% to 28%.7 In Canada,
similar to Australia, the urban programs
are subscribed to adequately, while rural
programs have up to 60% vacancies.3

As put succinctly by one potential
Canadian applicant:

‘On the one hand, being a family
doctor who provided total care seems
exciting. On the other hand, I am scared
that in doing so I will be trapped
forever in some isolated community, cut
off from the world of research and
buried in under a mountain of office
expenses and paperwork’.8

Other factors identified in Canada as a
barrier to entry have been the perception
of general practice as a discipline with
low esteem and low earning capacity.2

With rising medical student debt in
Canada, this last issue will be further
compounded. Student debt will be a
concern in Australia, with government
reforms in higher education likely to
increase the amount of debt carried by
Australian medical students on gradua-
tion. Debt in New Zealand may even be
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driving its graduates overseas in search of
higher remuneration,9 and in the USA,
debt levels of a mean of USD72 000 were
driving residents into more remunerative
specialties and forcing them to look at
‘moonlighting’ to support themselves.10

Rising costs also influence the intake of
students into medical schools, with those
from rural areas and low incomes less
likely to be represented.11

In North America, entry into voca-
tional training occurs at graduation while
in the UK, similar to Australia, there is
usually 2–3 years of general hospital work
before selecting a training program. What
seems clear is that one of the key features
in influencing a career choice is exposure
to general practice and GPs as role
models, in either system. One study has
clearly shown an improvement in atti-
tudes to GPs during a medical course,
with more students indicating a prefer-
ence for general practice in those who
had exposure.12 United Kingdom hospital
doctors and general practice registrars
have clearly identified exposure (or lack
of it during hospital jobs) as a determi-
nant in their choice.13 Indeed, for UK
hospital doctors, there is still the percep-
tion of ‘ending up a GP’ when other
avenues are exhausted.14

Flexibility and lifestyle issues rate highly
as an influence on career choice for sur-

geons and anaesthetists.15,16 Although these
issues may rank as high as clinical content,
there is a perception that general practice
provides a better lifestyle, but lower clinical
content compared to other specialties.17

Which brings us to the Australian situ-
ation, where there is no doubt that
general practice is changing and tension
exists between the older generation and
the expectations of the new.18,19 To begin
to understand the factors at work, we
must first realise the revolution that has
happened in medical school training over
the past 15 years. Medical schools now
offer a mix of undergraduate and post-
graduate courses, the effects of which are
to raise the age of students at graduation,
many of whom already have two or even
three degrees. Curricula have changed
too, with emphasis on problem based
learning and community based activities.20

Most schools have increased exposure to
primary care, which is a positive step.

Australian medical schools are also
graduating many more women than in the
past, and have now reached parity with
the population at large. The proportion of
women enrolled in medical schools has
risen from 43.4% in 1989 to 57.7% in
1999. This will have significant impact on
our medical workforce as a whole, as
women work different hours to men and
have different lifestyle expectations.21

Women are more likely to choose general
practice, anaesthesia, radiology, psychia-
try and emergency medicine. There is also
evidence that GPs from culturally and lin-
guistically diverse backgrounds are more
likely to choose different specialties.22

General practice will not be as popular
with doctors from non-English speaking
backgrounds who are increasingly repre-
sented in our medical schools.

However, medical school changes are
not the only contributor to alterations in
the numbers of doctors choosing general
practice as a career. The pool of appli-
cants for general practice training come
largely from doctors in junior hospital
posts (usually 2–4 years after graduation).
Workforce shortages in these posts result
in a significant proportion of these posts
being filled with overseas trained doctors.
In Victoria, there are 330 intern posts and
450 second year hospital posts, leaving
120 to be made up from other sources,
largely overseas trained doctors. These
doctors are more likely to be found in
rural and outer urban hospitals, tradition-
ally seen as better hospitals for general
practice experience. This group has no
experience of Australian primary care
other than what they experience in hospi-
tal posts. If research in other
environments has identified positive
exposure to general practice as
important,13,14 the question becomes just
what is the exposure for these doctors?

There is the turmoil in general practice
training itself. When the government
opened up training to competition, it
broke down 25 years of stability in training

Table 1. Decline in general
practice training
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Figure 1. Numbers applying for general practice training
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provider (The Royal Australian College of
General Practitioners [RACGP]) and
ushered in a new era. From there being
one provider of training there are now
over 20, with variations in areas such as
selection, standards and portability across
the country. In dealing with the tensions
between the Australian College of Rural
and Remote Medicine (ACRRM) and the
RACGP over training issues, the profes-
sion has accepted a decrease in
professional autonomy and indepen-
dence.23 It would be tempting to blame
much of the drop in applicants on this
turmoil alone, but at least one study has
demonstrated that external turmoil may
have little effect on hospital doctors’
choices.14 By contrast, Canada’s investiga-
tion into the decline has identified fear,
uncertainty and doubt (FUD) as a possible
contributing factor.24 Many of the changes
to training, such as enforced rural and
outer urban placements, may work to
reduce the perception of flexibility and
lifestyle, tilting the balance in favour of
specialties such as emergency medicine,
anaesthetics or radiology, all of which offer
similar flexibility and lifestyle options.

Conclusion

So what lessons can be drawn from this?
Briefly we summarise the factors at play
by looking at those intrinsic to the profes-
sion and those extrinsic (Table 1). These
factors emphasise the multifactorial
approach that will need to be taken to
reverse the decreasing numbers of
doctors entering general practice.
Thornett et al25 suggest that diversifying
career options for junior doctors within
general practice might attract more. One
of the difficulties is the lack of good,
current Australian data as to which of the
factors discussed above have the greatest
influence on career choice. Solutions such
as the establishment of pre-vocational
general practice posts during hospital
years (similar to the ACRRM’s Rural and
Remote Area Placement program) and
increasing exposure to role models in
early career years could be influential.

However, there needs to be an examina-
tion of the career structure of general
practice, both at training and post-train-
ing level. What is really missing is an
in-depth study examining these issues in
detail from an Australian perspective.
There is no current published evidence of
what barriers and facilitators to entry to
general practice exist for the current
cohort of Australian doctors. 
Conflict of interest: none declared.

References

1. Coote R. Selection for 2004 registrar
intake. In: National General Practice
Education Conference, Threads of the
tapestry. Melbourne: GPET, 2003.

2. Sibbald B. Canada’s new doctors turning
backs on family practice. CMAJ 2000;
162(9):1347.

3. Sullivan P. Family medicine loses lustre as
students vote with feet in 2001 residency
match. CMAJ 2001; 164(8):1194.

4. Pugno P A, McPherson D S, Schmittling G
T, Kahn N B.. Results of the 2000 national
resident matching program: Family prac-
tice. Fam Med 2000; 32(8):543–550.

5. Lambert T W, Evans J, Goldacre M J.
Recruitment of UK trained doctors into
general practice: Findings from National
Cohort Studies. Br J Gen Pract 2002;
52(478):364–367, 369–372.

6. Francis D. Managing your own career.
London: Fontana/Collins, 1985.

7. Rosser W W. The decline of family medi-
cine as a career choice. CMAJ 2002;
166(11):1419–1420.

8. Stevenson C. Choosing family medicine.
CMAJ 2001; 165(3):272.

9. Gill D, Palmer C, Mulder R, Wilkinson T.
Medical student career intentions at the
Christchurch School of Medicine. The
New Zealand wellbeing, intentions, debt
and experiences (wide) survey of medical
students pilot study. Results part II. N Z
Med J 2001; 114(1142):465–467.

10. Kazzi A A, Langdorf M I, Brillman J,
Handly N, Munden S. Emergency medi-
cine residency applicant educational debt:
Relationship with attitude toward training
and moonlighting. Acad Emerg Med 2000;
7(12):1399–1407.

11. Miller J B, Crittenden R A. The effects of
payback and loan repayment programs on
medical student career plans. J Rural
Health 2001; 17(3):160–164.

12. Henderson E, Berlin A, Fuller J. Attitude of
medical students towards general practice
and general practitioners. Br J Gen Pract
2002; 52(478):359–363.

13. Evans J,  Lambert T, Goldacre M. GP
recruitment and retention: A qualitative

analysis of doctors’ comments about train-
ing for and working in general practice.
Occasional Paper 83. London: Royal
College of General Practit ioners,
2002:iii–vi,1–33.

14. Petchey R, Williams J, Baker M. Ending up
a GP: A qualitative study of junior doctors’
perceptions of general practice as a career.
Fam Pract 1997; 14(3):194–198.

15. Henningsen J A. Why the numbers are
dropping in general surgery: The answer
no one wants to hear – lifestyle! Arch Surg
2002; 137(3):255–256.

16. Roberts L J, Khursandi DC. Career choice
influences in Australian anaesthetists.
Anaesth Intensive Care 2002;
30(3):355–359.

17. Schafer S, Shore W, French L, Torar J,
Hughes S, Hearst N. Rejecting family prac-
tice: Why medical students switch to other
specialties. Fam Med 2000;
32(5):320–325.

18. Esslemont I. Where is general practice
heading? Aust Fam Physician 2002;
31(4):367–378.

19. Arcus M. Response to ‘where is general
practice heading?’ Aust Fam Physician
2002; 31(4):369.

20. Australian Medical Workforce Advisory
Committee. Innovations in medical educa-
tion to meet workforce challenges. Aust
Health Rev 2000; 23(4):43–59.

21. Australian Medical Workforce Advisory
Committee. Toward gender balance in the
Australian medical workforce: Some plan-
ning implications. Aust Health Rev 2000;
23(4):27–42.

22. Zulkifli A, Rogayah J. Career preferences
of male and female medical students in
Malaysia. Med J Malaysia 1997;
52(1):76–81.

23. Dwan K, Boyce R A. Competition policy
and intra-professional conflict: Re-regulat-
ing general practice. Int J Public Sector
Management 2003; 16(2):141–152.

24. Topps D, Rourke J, Newbery P. Wanted:
Trainees for rural practice. Aust J Rural
Health 2003; 11(2):96–98.

25. Thornett A, Chambers, R, Baker M.
Pick’n’mix career options for GPs. BMJ
2003; 326:s213–s215. AFP

Correspondence

Email: cpearce@unimelb.edu.au

This education series 

is supported by General Practice

Education and Training Ltd


