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Introduction

The Internal Medicine Society of Australia & New Zealand (IMSANZ) in association
with the Health Policy Unit of the RACP, and with the support of the President and
Council of the Royal Australasian College of Physicians has produced the accompanying
document, “General Medicine in Australia and New Zealand”.

This document outlines the current position of General Medicine in Australasia and, more
importantly, details plans to re-establish General Medicing in a central role in the
provision of secondary and tertiary care over the next decade.

The goals and objectives set out in the section of the paper headed “The Way Forward”
will initially have a focus on informing consumer groups, health policy makers, health
administrators, and other health care providers in a constructive way of the strengths
General Medicine has to offer in provision of health care in the new millennium,
particularly its cost-effectiveness.

The document also has a major focus on plans for training of more General Physicians to
meet the shortages which exist, particularly in rural/provincial areas, and major
metropolitan centres. We look forward to what we believe is a significant and very
positive initiative in health care provision in Australasia.

Neil Graham Richard Larkins
President President
IMSANZ RACP

Executive Summary

General physicians have a breadth and depth of knowledge and experience which
makes them ideally suited to providing high quality specialist services across a
spectrum of health and illness, which is not limited by the boundaries of medical
subspecialties. These capacities place general physicians in important and
responsible positions as clinicians, teachers and researchers. These roles are
particularly relevant to the care of patients whose problems are undifferentiated
and/or affect multiple organ systems, where clinical issues do not fall neatly within
the domains of sub-specialties, and where the integration of multi-disciplinary
expertise may be required.**

The practice of general medicine however, is at risk of disappearing from public
and private practice alike. The average age of general physicians is significantly
older than that of subspecialists.” RACP workforce statistics show a
disproportionately small number of general physicians being trained in relation to
subspecialists, declining numbers of general physicians in teaching hospitals, and
inadequate numbers of general physicians servicing metropolitan, provincial and
rural populations.” New Zealand medical workforce surveys have shown that over
the past ten years the ratio of subspecialists to generalists has increased from 2:1
to greater than 3.5:1. In addition, the number of general physicians available to
service the specialist needs of rural and remote centres is approaching crisis point
in some areas.

The reasons for the decline of general medicine are many and complex, and
include matters relating to remuneration, changes in technology and hospital
practice lifestyle issues, and loss of academic departments of general medicine
and general physician role models.

One of the most significant outcomes from a decline in general medicine has been
the compartmentalisation of care by medical subspecialty. This means that
significant co-morbidity and patient concerns unrelated to the particular
subspecialty are overlooked, misdiagnosed or inappropriately managed. Some
hospitals are using subspecialist services exclusively to deliver health care to
populations with complex multi-system medical problems. This process may not
always be in the best interests of patients, or cost effective for the organisation.



General physicians and IMSANZ will therefore constructively engage hospital
administrators, general practitioners and subspecialty groups in the debate on roles and
responsibilities of general physicians and general medical units. Important points to be
considered and emphasised in these discussions are:

1. A generalist has a wide range of skills to offer but is best utilised as a consultant
physician for complex, multi-faceted or undiagnosed cases, and should remain involved in
such cases as a supervisor of ongoing care if there are significant and multiple co-morbid
conditions.

2. Role models provided by general physicians are needed in modern times given the
increasing complexity, intensity and cost of specialist practice in internal medicine.

3. General physicians or general medical units can contribute substantially at secondary
and tertiary centres to the acute care of undifferentiated and/or severely ill patients with
multi-system disease, in collaboration especially with emergency departments and
intensive care units.

Recommendations

Government
» Promote efficient use of health care resources so as to provide a high standard of care
for individuals whilst achieving meaningful population health goals.

* Recognise the health consumers' role in the determination of appropriate care delivery
mechanisms.

< Reconcile imperatives to rationalise acute hospital services, facilitate technological
developments and achieve economies of scale with demands from the community for
locally accessible, ‘whole patient’” health services.

< Recognise that economy and efficiency in health service delivery results from general
physicians providing ‘whole patient' health care.

= Recognise general physicians as key participants in clinical epidemiology and critical
appraisal, ethics, clinical informatics, health technology assessment, clinical audit and
health service research.

« Aim to provide the physical infrastructure and human resources required for the high-
quality practice of internal medicine in non-metropolitan localities.

Hospitals and Universities

« Maintain or re-establish General Medical Units in metropolitan teaching hospitals.
» Expand general medical units in smaller hospitals.

« Workforce planning for generalist physicians should consider on-call working
conditions.

» Develop attractive and useful training programs and rotations for general medicine
advanced trainees.

e Expand (or re-establish) academic general medical units within universities and
teaching hospitals.

= Develop hospital based data collection systems to help determine when generalist care
is more appropriate than specialist care.



» Determine which hospital level services are delivered more efficiently and with better
patient access by community based general physicians as opposed to tertiary hospital
based subspecialists and vice versa.

» Determine protocols and pathways of providing care to patients who present initially
with undifferentiated illness, but who may later require subspecialist expertise.

RACP and IMSANZ

» Further define roles and responsibilities of generalists and demonstrate and promote
the value and cost effectiveness of general medicine units, general medical practice and
training in general medicine to medical and hospital administrators, health bureaucrats
and consumer groups.

» Promote the value of general medicine training and the culture of general medicine to
undergraduates, interns and RACP basic trainees.

» Optimise general medicine training and clinical workforce numbers by working closely
with the Australian Medical Workforce Advisory Committee (AMWAC) and the
RACP to quantify and predict workforce requirements and distribution.

General Medicine and the General Physician

A general physician is one whose training and expertise enables practise as a consultant
across the broad field of internal medicine as it applies to adolescents and adults. There
are four areas where general physicians are cost effective care providers: undifferentiated
problems; multi-system disease; acute presentations of single organ systems which are of
mild to moderate complexity; and ambulatory and post-acute care which involves liaison
with primary medical and non-medical providers.*?

General physician practice adopts a scientific approach to the patient as a whole person,
notwithstanding an interest and training in a particular subspecialty field. General
medicine is thus a vast specialty with respect to the knowledge, experience and skill
required for effective practice.

This breadth and depth of knowledge and experience make general physicians ideally
suited to providing high quality specialist services across a spectrum of health and illness
which is not limited by the boundaries of medical sub-specialties. These capacities place
general physicians in an important and responsible position as clinicians, teachers and
researchers, particularly where problems are undifferentiated and affect multi organ

systems, where there are clinical issues which do not fall within the domains of
subspecialties and where the integration of multi-disciplinary expertise may be required.®

General physicians are important to the delivery of health care in metropolitan, provincial
and rural settings alike. As the number of patients presenting with complex co-morbidities
increases with the ageing of our population, the likelihood of subspecialists being able to
provide ‘whole patient’ care decreases. Increasing numbers of cross-referrals involving
more subspecialists may result. In this situation, a general physician is likely to provide
cost and patient care benefits. This phenomenon is not confined to provincial or rural
practice and is increasingly being seen in our major public hospitals.

It is important to stress that the roles of general physicians and subspecialists are, and
should remain, complementary rather than competitive.

Studies show that, as the primary provider, general physicians who consult subspecialty
colleagues when appropriate can achieve equivalent outcomes at same or less cost for

a range of clinical conditions.*® The appropriate use of general physicians in the tertiary
hospital environment allows subspecialists to concentrate their efforts on difficult
subspecialty cases which require their particular skills, consultations, and the development
of systems to ensure quality care in the subspecialty, research and post graduate training.

The Internal Medicine Society of Australia & New Zealand
(IMSANZ)

IMSANZ is the Australasian Society of General Physicians. It provides a mechanism to
develop the academic and professional profile and culture of general physicians and to
encourage the development or re-establishment of general medical units in teaching
hospitals and networking of other hospitals to allow general medical training. It seeks

to articulate, advocate for, and sponsor the educational, training, research and workforce
requirements of general internal medicine. Since its inception, IMSANZ has publicised
these issues in the production of training guidelines, policy documents, newsletters, and
journal articles. It has also set up databases containing information on the geographic
distribution, skills base, academic interests, and specialty affiliations of the general
physician membership.



The Royal Australasian College of Physicians

The Royal Australasian College of Physicians (RACP) comprises a Fellowship of medical
consultants who are committed to providing the highest quality of care in internal
medicine, paediatrics and their sub-specialties for the people of Australia and New
Zealand.

The RACP represents over 7,000 Fellows who include Fellows of the College and its

Faculties of Rehabilitation Medicine, Public Health Medicine and Occupational Medicine.

In addition, the RACP encompasses a range of associated Special Societies representing
the spectrum of specialist practice in Internal Medicine. Core functions of the RACP
include training, accreditation and maintenance of professional standards, research
and policy in areas such as workforce, public health, health financing and systems
development.

The Current Status of General Medicine in
Australia and New Zealand

Challenges

General physician practice is at risk of disappearing from both public and private

practice alike. The average age of general physicians is significantly older than that of
subspecialists.” Fewer physician trainees are graduating from advanced training programs
in general medicine and then progressing to practice in this area.® In addition, the numbers
of general physicians available to service the specialist needs of rural and remote centres is
approaching crisis point in some regions,® adding further weight to the call for more
general physician trainees.

Following is the profile of general physician practice in Australasia at present.

Queensland The major metropolitan hospitals of Royal Brisbane ad Princes
Alexandra have established general medical units. Large regional
centres (eg. Toowoomba, Nambour, Gold Coast) have departments
of general medicine staffed by general physicians.

However, some provincial centres such as Mackay, Rockhampton,
and Mt. Isa have precariously low numbers of general physicians.’
Based on a ratio of one physician to 10,000 population, it has been
estimated that 41 additional general physicians are needed to service
the provincial and mid-sized centres.*

South Australia General medical units are in place at the Royal Adelaide, Modbury
and Lyall McEwin Hospitals, with combined specialist, Flinders
Medical Centre and general units at the remaining teaching
hospitals. Although there are many general physicians in private
practice, there is a need to plan the succession of Fellows currently
in practice in regional centres.

Victoria General medical units are well established at Royal Melbourne
Hospital, Austin and Repatriation Medical Centre and St
Vincent's Hospital. In recent years, certainly at RMH, there has



been and continues to be a drift of selected patients away from
general medicine.

In contrast, general medicine is less well developed at the Alfred
Hospital. In recent years, several trainees have moved away from
the Alfred because of this.

Monash Medical Centre has two general units and an Acute
Medical Unit for the Aged. There are no general medicine advanced
trainees, and the eight consultants on the roster are subspecialists
with an interest in general medicine.

Austin & Repatriation Medical centre - one of Victoria’s largest
teaching hospitals has four general medical units, each with four
general physicians and each has a normal 18 beds although the
number is often exceeded due to patient demand.

In the smaller and more peripheral hospitals such as Northern,
Western, Dandenong, Sandringham, Frankston and Ringwood,
general medical services are maintained.

Rural Victoria, with an estimated need for 20 general physicians,
has hospitals with excellent General Physician services including
subspecialty interests.

New South Wales

Royal North Shore Hospital retains a general medical unit,

with an acute general medicine roster running in parallel with other
specialty rosters including an acute Aged Care Service.

An advanced trainee program in general medicine is very active,
including two rural positions. Liverpool, Concord, John Hunter and
Newcastle Mater Misericordiae Hospitals have also retained general
medical units and rosters. A general medicine training program in
Newcastle includes a rural rotation.

All district hospitals in Sydney maintain general rosters. Wollongong
retains a general admitting roster with patients often triaged to local
smaller hospitals.

Physicians in rural practice estimate a need for twelve extra general
physicians and varying numbers and types of subspecialists.

ACT

The Canberra Hospital now has no general medical units, general
physician appointments or trainees. Calvary Hospital has a general
medical ‘take’, with six physicians (two generalists with interests,
and four subspecialists). A general medicine training program is in
place and is awaiting an applicant.

Western Australia

All of the large public and private hospitals have active general
medical units. Royal Perth Hospital and Fremantle Hospital have
full-time academic general physicians. Attempts have been made to
phase out general medical units at Sir Charles Gairdner Hospital,
but it remains in a reasonably healthy state, albeit with only four
physicians. Of the 60 general physicians in WA, only seven are
based outside of Perth, with rural centres requiring an additional
20 general physicians.

Northern Territory

Most subspecialists still maintain a high degree of generalist
practice and there is scope for generalists to practice in a
subspecialty area. A further ten physicians could be utilised
immediately, but this would still not allow the delivery of best
practice as provided by colleagues in eastern seaboard centres.

Tasmania

All metropolitan and non-metropolitan hospitals have general
medical units. Regional centres in Tasmania could absorb up to
10 extra general physicians with interests in various subspecialties.

New Zealand

General medical units continue to be an important part of acute
medical services. In the past there have been concerns about the
decline of general medicine in major centres such as Wellington and
Dunedin. But these general medical units have since become driving
forces within their organisations. Although essential within larger
provincial hospitals, the lack of newly qualified generalists means
hospitals appoint subspecialists. There is a decline of medical
services in smaller centres, with issues of lifestyle, clinical workloads
and locum relief being frequently cited reasons for resignation.

It is estimated that 50 general physicians nationwide could be
placed immediately.



Based on this profile, approximately 160 additional general physicians are needed right
now to meet current shortfalls in the provincial and rural physician workforce in Australia
and New Zealand. More will be needed over time as the ranks of practicing physicians
diminish as a result of retirement or relocation. However, RACP workforce statistics show
a disproportionately small number of general physicians being trained in relation to
subspecialists, declining numbers of general physicians in teaching hospitals and
inadequate numbers of general physicians servicing metropolitan, provincial and rural
populations.” New Zealand medical workforce surveys have shown that over the past ten
years the ratio of subspecialists to generalists has increased from 2:1 to greater than 3.5:1.

It is recognised that many physicians who undertake advanced training in subspecialty,
eventually undertake practice where they have significant responsibilities in general
medicine. Given adequate general medical training and experience during basic physician
training, and some breadth to their advanced training, this is perfectly reasonable and
often an excellent model in large and smaller provincial centres where several physicians
each with areas of subspecialty expertise share general medical responsibilities.

Many public teaching hospitals in Australia have been closing medical beds, decreasing
the number of general physician Visiting Medical Officers (VMOs), and streaming acute
patients to subspecialty units. Financial cutbacks and managerial changes have produced
major stresses, including increased competition for scarce resources, sometimes resulting
in a reduction in the number and functional capacity of what are cost-effective general
medical units. This has been accentuated by competing subspecialty interests, especially
those which attract proportionately greater revenue from inpatient procedural services
provided to patients with single system disease, as opposed general medical units which
offer services which are relatively more consultative, and directed at patients with multi-
system problems, who incur longer hospital stays and who have an increasing demand for
services in outpatient settings."*

Opportunities

General physicians remain passionate about general medicine. Their varied roles and
responsibilities provide a high level of job satisfaction. Hospital based general physicians
are involved in service provision, medical student education and postgraduate trainee
supervision. There are many opportunities for generalist-led research in leading areas such
as evidence-based medicine, clinical epidemiology, health services research and clinical
informatics.” Moreover, the tools and methods of evidence-based medicine are making

medical literature readily accessible and interpretable to general physicians. Evidence -
Based Medicine is also becoming more relevant to the needs of health service managers
and policy makers who are also responsible for making informed decisions with regards to
efficient and equitable allocation and use of limited resources.

The current emphasis on “access” in health policy promotes tertiary level service
development at a regional rather than central level. This in turn necessitates that
subspecialty units redistribute resources and workforce to regional hospitals which are
frequently staffed by full-time and visiting general physicians.

Managers in many tertiary hospitals as well as professional colleagues such as surgeons
and psychiatrists are actively campaigning for retention of general medicine services given
the need for managing patients with multi-system and expansion undifferentiated
problems. The drive for greater efficiencies in hospital care demands more involvement
of general physicians given the higher marginal costs associated with care provided
exclusively by subspecialists and the need for better integration of health service delivery.

With the advocacy of IMSANZ and local opinion leaders, teaching hospitals are
developing more structured training programs for general trainees, particularly as a
means of attracting and retaining these medical registrars within general medicine training
programs. These trainees can then be seconded to affiliated regional hospitals, with whom
corss-referral links are being developed.

In New Zealand, general medical units exist in most hospitals demonstrating good
collaborative relationships between general practitioners, general physicians and
subspecialty colleagues. Examples of such relationships include:

» Rapid and appropriate referral via a general physician to subspecialty groups on the
basis of valid and defined selection criteria®

 General medical assessment for the majority of surgical patients.

* Integration of geriatricians into general medical units facilitating service enhancements
and more efficient geriatric evaluation and rehabilitation. Such integration is even
more important given the separation of funding of general medical from geriatric and
rehabilitation services.

General physicians are well placed to offer broad based teaching with an emphasis on
humanistic and diagnostic skills, particularly under conditions of uncertainty. A large
amount of undergraduate and postgraduate clinical education is provided by general
physicians. Whilst funding for postgraduate teaching is becoming more constrained,



workforce needs and the provision of intergrated and cost effective care suggest a need to
enhance support for general medicine training.

Factors Contributing to the Current Status

In the past 20 years or more, internal medicine has evolved with the appreciation that
basic physiological, immunological and pathological mechanisms are common to all
tissue, organs and disease processes. This has increasingly united physicians with different
areas of interest into common intellectual and clinical territory. In specialties where
procedural techniques constitute a major component of the physician's time, there is a risk
of increasing isolation from the broader dynamics of consultative internal medicine. This
may lead to a lack of confidence outside the particular subspecialty, and a reduced
knowledge base and competence in certain areas of practice.*

The reasons for the decline of general medicine vis-a-vis the subspecialties are many and
complex:

< Expansion in recent decades of subspecialisation
» Advances in technology driving growth in subspecialisation

 Historical inequity in remuneration between procedural and non-procedural
generalists

= More full-time subspecialists in teaching hospitals with comparatively small numbers
of general physicians

« Loss of academic departments of general medicine

< Limited research opportunities for generalists because of demands on them for clinical
care and teaching

« Fewer hospital general physician role models for trainees, many of whom are
subsequently attracted to subspecialties during training

« Lack of definition of the role of the generalist vis-a-vie subspecialists

« Perceived lack of career prospects for general physicians on the assumption that all
clinical work in the future will be done by subspecialists

* Inadequately structured training programs for advanced trainees in general medicine

= Concern on the part of trainees about managing the vast amounts of medical
knowledge required to practice general medicine.

These constraining influences are not however immutable. Trainees aspiring to procedural
subspecialties as lucrative sources of income may become redundant as technological
advances in equipment become unaffordable.* In addition, within subspecialties, expert
groups of non-medical providers such as coronary care nurses, oncology unit nurses,
dialysis technicians, and radiologists now exert considerable influence in policy making
and management of individual patients.*

Impacts on Health Care and the Health Care System

As health care systems change, general physicians continue to provide cost efficient and
effective, quality whole-of-patient care. The major impacts of losing general medicine are:

» Compartmentalisation of care by medical specialty meaning that significant co-
morbidities and patient concerns unrelated to the particular subspecialty are easily
overlooked, misdiagnosed or inappropriately managed.

» Increased cross-referral between subspecialists, resulting in patients seeing multiple
providers and incurring increased costs.

« Patient inconvenience as a result of extra time visiting subspecialists and longer
hospital stays due to multiple referrals.

= Concerns about quality of patient care if other disciplines such as intensive care and
emergency medicine assume primary responsibility for acute patient care under the
banner of ‘hospitalism’.***¢

* Increasing shortage of general physicians within metropolitan hospitals, as well as
regional and rural areas.

 Increasing costs of excessive supply of subspecialty services which may not provide
commensurate returns in improved patient outcomes.

RACP Advanced Training in General Medicine

The process of training as a general physician begins during the undergraduate years and
facilitates the development of essential skills and attitudes required for a worthwhile and
satisfying professional life. While clinical skills are critical, additional skills are required
for the teaching, administrative and research roles which consultant general physicians
ultimately fulfil.

The total number of advanced trainees in general medicine has remained static over the



past five years, averaging 45 advanced trainees per year. This number of trainees
overestimates the number who complete advanced general medical training. A disturbing
proportion (70%) switch to a subspecialty after the first year of advanced training.®
Moreover, over 85% of all RACP trainees continue to train in subspecialties.”

Reasons for the marked preference for subspecialty training at the expense of general
medicine are many and complex:

e The loss of academic departments of general medicine in major teaching hospitals

« Difficulties faced by general trainees in competing for coveted subspecialty training
positions

 Lack of general physician role models for trainees
= Perception of fewer job opportunities
 Perception that a career path may only be in regional or rural centres

« Perception that a career in general medicine consists entirely of providing consultative
services and general medical teaching, to the exclusion of research and procedural
activity

« Perception of little academic stimulus eg. pathways to higher degrees

» Perception of personal inability to manage the explosion in medical knowledge in
order to practise effectively

» Negative labelling of generalists on the part of influential subspecialists in hospitals,
professional societies and patient support groups.

Although the training program in general medicine indicates a need for procedural
training, general medicine advanced trainees are often unable to compete for coveted
subspecialty training positions. The future may see more advanced trainees obtaining
accreditation in both general medicine and a subspecialty, using the provisions of the
post-FRACP training and accreditation guidelines.® Dual accreditation should be
encouraged where budding subspecialists are obliged to assume general responsibilities
and where general physicians function partly as subspecialists.

In response to shortages in the general physician workforce, the RACP in North
Queensland has developed an advanced training program in general medicine. This
program offers a balanced three year training program in general medicine with
unquestioned access to subspecialist rotations and procedural training in bronchoscopy,
gastroscopy and echocardiography. Although intended to boost rural workforce numbers,

the program is also ideal for those training in general medicine and intending to establish
a metropolitan practice with a subspecialty interest.

The RACP Victorian Rural Physicians Network is also establishing a training program
which offers advanced trainees opportunities for training in general medicine for up to
three years. There are many aspects of these programs which are applicable to general
medical training in other states and in New Zealand.

The Role of the General Physician

General Practitioners (GPs) are traditionally viewed as the ‘gate keepers’ of the health care
system in both Australia and New Zealand. In this role GPs seek opinions from specialists
on diagnosis and management. As health systems move towards the provision of more
integrated health care, the general physician is ideally placed between the GP and the
subspecialists, to provide cost effective investigation, treatment and management options
for common medical conditions..

With the growth in subspecialisation, there has been growing pressure from patients, their
relatives and general practitioners, as well as some medico-legal pressures, for patients to
be seen by a subspecialist. However, patients are also increasingly asserting their right to
choose ‘the best doctor' not just the one selected by their GP. In undifferentiated problems
and multi-system disease, the best specialist is probably the general physician.”

As the population ages, much of the future acute medicine caseload will comprise elderly
patients with multiple co-morbidities. General physicians with their broad training and
experience in general internal medicine are well placed in this area to provide effective
specialist care.®®

General physicians integrate well with other colleagues (e.g. general practice, surgery,
emergency medicine, psychiatry, geriatrics and other specialties) to provide an overview
of medical management which may be lost with exclusive subspecialty care.*

Hospitals, health care managers and funders are recognising the potential gains in both the
quality and efficiency of health care when medical services are provided by a team in
which the ‘breadth’ of skills of generalists complement the ‘depth’ of skills of
subspecialists.” The establishment throughout a number of Australasian hospitals, of acute
medical assessment and intervention units operated by general physicians, which integrate
with emergency medicine and subspecialty departments, recognises the value of involving
broadly-trained physicians in the provision of acute medical care. These units provide
facilities for urgent assessment and investigation of patients presenting with acute medical



problems, often negating the need for in-patient admission. As such, they are an important
part of an efficient health service.*#

There are examples within many Australian teaching hospitals of the close association
between general medical units and subspecialty units in the management of patients with
general medical and peri-operative problems.? General medicine departments in hospitals
also assume responsibility for providing services in areas such as hypertension, lipidology,
clinical pharmacology, vascular medicing, palliative care, acute stroke management, and
non-invasive cardiology - services which deal with conditions which do not fit neatly into
single disciplines and which are amenable to generalists wanting to develop a non-
procedural interest.

In New Zealand, general physicians can also play an important role in the New Zealand
Government's plans for the provision of integrated health care services and the
coordination of Maori care at secondary level. To ensure active participation in these
areas, general physician workforce numbers in moderate to large sized provincial centres
need to be reviewed with a view to increasing numbers, and re-establishing an academic
base for general medicine.

The Way Forward

In determining the way forward for IMSANZ, there are a number of questions which are
often asked. Answers to these questions provide a guide to the type of strategies which
will help improve the status of general medicine.

1. What is General Medicine?

Aim: To define general medicine as it relates to current consultant practice and to
promote this widely.

Who: IMSANZ Council, RACP - Directorate of Education, Medical Workforce
Advisory Committee.

Time: 2001 - 2002

Outcome: A current definition of general medicine which will enable AMWAC,
State Health Authorities, hospitals, trainees and physicians to identify more

accurately the subspecialty of general medicine and so help to determine
workforce needs.

2. How is General Medicine practised?

Aim: To identify innovative general medicine practice in metropolitan teaching
hospitals and determine the attractive elements of such models of service
delivery.

Who: RACP Council, IMSANZ Council, metropolitan teaching hospitals
Time: 2001 - 2002

Outcome: A paradigm of how general physicians are being utilised within current
health service provision to provide career guidance for RACP trainees,
and service development guidelines for health care providers.

3. How do we encourage trainees into General Medicine?

Aim: To develop a structured mentor program for RACP basic trainees and
advanced trainees in general medicine, focusing on the appeal of general
medicine as a career. To promote ways of improving lifestyle aspects of
general medical practice, especially in non-metropolitan areas.

Who: IMSANZ councillors, General Medicine SAC, general physicians in
teaching hospitals, Directors of Physician Training, Health Administrators,
Ministry of Health Officials.

Time: 2001 onwards

Outcome: General Medicine mentors in each training site across Australia and New
Zealand, with a program of activities for a year with resource support from
IMSANZ office. Improved working conditions of general physicians.

4. What do trainees want in a General Medicine training program?

Aim: To develop three year training programs in general medicine using the
models developed in North Queensland and rural Victoria.

Who: IMSANZ Council, physicians in regional centres, non-metropolitan
teaching hospitals, RACP Rural Workforce and Training Program.

Time: 2001 - 2003

Outcome: Three-year general medicine training program in non-metropolitan
Australia and provincial centres of New Zealand.



1.

. How do we stop losing trainees to the subspecialties?

Aim: To increase General Medicine Advanced Trainee retention in training
programs.
Who: IMSANZ councillors, Directors of General Medical units in teaching

hospitals, Directors of Training
Time: 2001 onwards.

Outcome: Improve the retention of general medicine trainees in each advanced
training year. Increase the number of trainees graduating from the general
medicine SAC by two per state each year.

. How do we prepare trainees for ‘the market place’?

Aim; To determine the need for dual RACP accreditation appropriate for
specialist consultant practice.

Who: General Medicine SAC, IMSANZ Council, RACP training programs,
hospital medical administrators.

Time: 2001 - 2002

Outcome: Advanced trainees in general medicine and subspecialty suitable for
practice as general physicians with specialty interests.

How do we ensure IMSANZ represents general physicians at the policy decision level

of central and state governments, RACP Council and hospitals?

Aim:; Promote General Medicine in Australia and New Zealand as a resource
document for policy and program decision makers and the general
physician as a key component in intergrated service delivery.

Who: IMSANZ Councillors
Time: 2001 and ongoing

Outcome: Decision makers of influence seek IMSANZ Councillors for considered
opinion on role of general physicians in health service delivery.
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