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‘The great aim of education is not knowledge but action.” - Herbert Spencer (1820-1903)

Introduction

Change in medical training in New
Zealand is long overdue. A survey

of first year postgraduate doctors

working in Auckland showed a sig-
nificant discrepancy between the

skills expected and those attained.'
New Zealand has the highest propor-
tion of International Medical Gradu-
ates in the OECD - a poor reflection
on the numbers of doctors being

trained and retained in New Zealand.?
Continued reliance on international
medical graduates also raises another
issue; the uncomfortable ethical po-
sition of New Zealand taking doctors
from developing countries that have
considerable need of such valuable
human resources rather than train-
ing our own graduates. A study of
400 final year medical students and
junior doctors found only 9% of re-
spondents indicating a definite ca-
reer interest in general practice with
a further 21% indicating a possible

interest.?

General practice is important for
reasons of efficiency, equity and ef-
fectiveness in health care. Phillips
and Starfield wrote: ‘More than two
decades of accumulated evidence re-
veals that having a primary care-
based health system matters’ and
cited research supporting better out-
comes in heart disease, colon and
breast cancer, reduced use of emer-
gency departments, lower medication
use and reduced health disparities

particularly for areas with highest
income inequality.*

Winds of change

Three papers published over the last
two years will significantly shape the
future of medical education in New
Zealand:

e ‘Fit for purpose and for practice’
published in May 2006 empha-
sised the medical workforce short-
age in New Zealand.” We have the
highest proportion of overseas
trained doctors of any Western
country and there is a particular
shortage of general practitioners.
Consequently many New Zealand-
ers face difficulty accessing gen-
eral practitioner services in rural
and non-metropolitan areas. Sug-
gestions were made for clinical
placements to be configured in a
way that would encourage future
careers in community-based care
and primary care. The importance
of multidisciplinary teamwork was
emphasised.

e ‘Training the medical workforce
2006 and beyond’ published in
May 2006 explored the imbalance
occurring between service and
education in training and drew
attention to the increasingly lim-
ited exposure to learning oppor-
tunities experienced by senior
medical students in hospital envi-
ronments.® The report also criti-
cised the traditionally limited ru-
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ral health and primary health ex-
perience of our undergraduates
and poorly structured training in
the second year house officer po-
sitions. Limitations of the appren-
ticeship model in the current train-
ing environment were emphasised
and new models such as compe-
tency-based training were recom-
mended. Again, the inadequate
numbers of graduates from our
medical schools drew criticism.

e ‘Reshaping medical education
and training to meet the chal-
lenges of the 21st Century’ pub-
lished in March 2007 proposes the
establishment of a Medical Train-
ing Board to oversee all medical
training in New Zealand.” The re-
port calls for an increase in the
number of graduates, for DHBs to
be held more accountable for use
of training funds, for develop-
ment of a primary care-based un-
dergraduate programme and for
emphasis on competency-based
programmes. More rural and re-
gional experience in training and
an emphasis on general practice
training was recommended.

Opportunities presented

General practice is clearly the disci-
pline most advantaged by the pro-
posed changes. Organised general

practice will be pivotal in develop-
ment, support and delivery of high
quality education. New models can,
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and must be developed that allow
more flexibility in both delivery of
education and of service. Newly
graduated doctors considering a ca-
reer in general practice will have
very different aspirations regarding
lifestyle and working environment
than those that general practice has
traditionally offered. We must also
remember that issues of future
workforce capacity and teaching ca-
pacity are inextricably intertwined,
and that the solution to workforce
capacity lies in the ability to deliver
high quality education and training.

Challenges

There are many shining beacons of
both teachers and practices in the

world of general practice training.

However, such dedication and enthu-
siasm is not as prevalent as would be
ideal. The universities have continual
difficulties in finding positions in

practices for undergraduate students.
Space (a room that a registrar or stu-
dent can use), time (adequate super-
vision of doctors and students is time
consuming) and anxiety concerning
competency to teach, all create ten-
sions between what teaching capacity
is needed and what is supplied. The

financial reward from teaching has

always been marginal - a disincen-
tive to the more commercially-orien-
tated practices and practitioners. With
a proposed increase in registrar num-
bers, undergraduate training positions
may become even more scarce.

Also, feedback from students re-
veals an occasional undercurrent of
both negative self-perception and self
proclaimed ‘victim’ status in general

practice. This may poorly position the
profession to take advantage of these
proposed changes. The risk is that our
profession is labelled as difficult, de-
manding and uncooperative whereas
ideally the profession would be per-
ceived as being solution-focused,

proactive and cooperative. Contrib-
uting to negative self image are ten-
sions between the traditional model
of the owner-operated small business
and the health environment that in-
creasingly emphasises interdiscipli-
nary cooperation, flat management

structures and

restrict their involvement unless they
can ally with larger organisations.
Strong leadership from within our
profession will be required to forge
the necessary alliances between
groups that have not always worked
co-operatively.

Conclusion

A unique opportunity has been pre-
sented that recognises the dynamic
needs of health care and its workforce.
Gorman, Scott and Poole from Auck-
land University commented on the
future of medical

population-based
funding. Owner-op-
erator businesses
can be highly flex-
ible and efficient
providers of care.
They are, however,
struggling under
the demands of bu-
reaucracy and have
tended to amalga-

There are many shining
beacons of both teachers
and practices in the world

of general practice
training. However, such
dedication and enthusiasm ferently configured
is not as prevalent as
would be ideal

education: ‘The
overwhelming con-
clusion is that to be
appropriately effec-
tive in 2021 the
health workforce
will need to be dif-

and/or work differ-
ently.”® The pro-
posed shift in

mate into larger
units with support staff. Although ei-
ther model is well capable of provid-
ing excellent training, larger practices
may have difficulty in gaining the nec-
essary ‘buy in’ from all practice staff
and in reconciling short-term finan-
cial imperatives against long-term
gains to the practice, to the profes-
sion and to the community that may
occur from involvement in teaching.
Co-operation between the Col-
lege, the universities, communities
and organised general practice is
needed but may not occur, and the
size of some providers (e.g. PHOs
with small enrolled populations) may

workforce training
enables a raft of solutions to train-
ing and capacity problems in gen-
eral practice. How this opportunity
will be utilised is problematic and

dependent on embracing change,

ensuring cooperation between groups
that have not always worked co-op-
eratively, effective leadership and

taking responsibility for the future

of our own profession. The govern-
ment, the tax payer and medical regu-
latory bodies will be watching our
progress with interest.
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