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The Queensland Rural Generalist Program (QRGP) has now operated for ten years after 
commencing in 2007. The program brought together vocational training in specialist primary care 
medical Colleges and an employment pathway within Queensland Health, recruiting, employing, 
supporting and training of doctors for rural and remote Queensland.  

The Queensland Rural Generalist initiative was founded on the need to re-approach rural medicine 
training to encourage Australian graduates into rural practice. This paper will present evaluation of 
outcomes to this end, describing the workforce outcomes for rural Queensland and factors related to 
rural retention. 

Background 

The paradox of primary health care is that it is associated with apparently poorer quality care for 
individual diseases yet lower cost for similar functional health status with chronic disease and better 
quality, better health, greater equity and lower cost for whole people and populations.1 Global 
inequality in the health of populations, health care provision and the quality of health care provided, 
were the basis for the WHO Declaration of Alma-Ata. Primary health care was to achieve health for all 
with a generalist approach.2 

At the beginning of the first decade of the twenty first century in Australia, the rising tide of evidence 
had clearly indicated that rural Australians had poorer health outcomes associated with lesser access 
to health services particularly with a maldistribution of the general practice workforce.3–6 The rural 
medical generalist concept had been proposed as a solution, requiring training pathways and 
professional recognition for doctors to provide comprehensive primary and secondary clinical care in 
rural communities.7,8 On this background, the Queensland Government did take up the challenge and 
invested in generalism to address the rural:urban inequities of health. The Roma Agreement of 2005 
aimed to develop and sustain an integrated service and training program to form a career pathway 
supplying the rural generalist workforce (that the bush needs).9 The principles of this Agreement are: 

1. All career pathways will be easy to understand, responsive to needs, well promoted, well 
supported, well resourced and involve key stakeholders.  

2. A key outcome of the training program is eligibility for vocational recognition and appropriate 
credentialing. (The program incorporates training in hospital-based (public and private) and 
community-based (private and public) settings.)  

3. The educational standards of the training program will be set externally by the appropriate 
college.  

4. The professional standards and vocational requirements of rural generalist practice are those 
prescribed by the Australian College of Rural and Remote Medicine (ACRRM), whereas those 
of general practice are prescribed by the Royal Australian College of General Practitioners 
(RACGP).  
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5. The program markets and provides a supported career path from medical school to rural 
generalist practice.  

6. Vocational training will be provided by General Practice Education and Training (GPET) 
Training Providers and will be rural centric.  

7. The program is underpinned by mentoring and individual learning and career planning. The 
personal and professional and career needs of trainees and their families are accommodated 
within the workforce.  

8. All providers and funding sources commit to the process and to provide timely decision 
making and action.  

9. Rural generalist trainees have priority access to appropriate accredited Queensland Health 
training positions. (Queensland Health integrates service placement with prevocational and 
vocational training in partnership with training providers.)  

These principles are the foundation of the Queensland Rural Generalist Pathway that began in 2007 
characterised by recognition of rural generalist practice, valued accordingly, with a pathway to 
vocational practice and responsiveness to workforce design.10 

Training programs for general practice only began in Australia in 1973 in the Royal Australian College 
of General Practice Family Medicine Program.11 The College Fellowship examination became the 
endpoint for training. Vocational registration for general practitioners was introduced in 1989. The 
Commonwealth Government set quotas on the availability of training places to complete the 
recognised postgraduate training program by the College for vocational recognition as a general 
practitioner despite the proportion of general practitioners practicing in rural areas falling and 
increasing reliance on international medical graduates in rural Australia. The College responded with 
a Rural Training Stream within the Family Medicine Program. The postgraduate program developed 
recognised advanced skills in rural general practice in a graduate diploma, later acknowledged with 
Fellowship in Advanced Rural General Practice (FARGP).12 This was subsequently shown to be 
effective in developing advanced rural skills and retaining doctors in rural practice. However, rural 
doctors involved in the development of the curriculum for rural general practice sought recognition of a 
distinct vocational endpoint for enhanced rural training. Ultimately, the College and the 
Commonwealth Government did not recognise a distinct vocational endpoint for this additional training 
culminating in a schism in the profession and the launch of a separate medical college in 1997, the 
Australian College Rural and Remote Medicine, with a view to securing another vocational endpoint 
for specific rural training.13 

With the widening maldistribution of doctors and the profession disagreeing, the Commonwealth 
Government commissioned a review of national training for general practice.14 To accommodate the 
two College training programs, address the paucity of rural general practitioners and to drive vertical 
integration of student and vocational training, the Government introduced the Australian General 
Practice Training (AGPT) program in 2001.15 

Formal recognition of General Practice as a medical specialty occurred in 2002. Fellowship in the 
Royal Australian College of General Practice became an endpoint of training meeting these 
requirements as for other specialty Colleges and vocational recognition. Fellowship recognition in the 
Australian College of Rural and Remote Medicine became a different pathway to the same vocational 
recognition in General Practice rather a distinct specialty in rural medicine. 
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The Australian General Practice Training program organised regionalisation of general practice 
training and institutionalised regional training providers to meet the needs of rural Australia. However, 
when the Queensland Rural Generalist Pathway emerged into this new environment of general 
practice training in 2007, limited evidence was available for the efficacy of rural training and exposure 
to actually address rural workforce needs.16 By January 2008, rural practice retention of rural pathway 
registrars after training was only 27%, so that the regionalised Australian General Practice Training 
program was not meeting rural workforce needs in terms of retention.17 Therefore, retention in rural 
practice was chosen as a performance indicator for the Queensland Rural Generalist Pathway, to 
generate comparable findings and determine the evidence of efficacy of this approach in addressing 
rural workforce.  

The Queensland Rural Generalist Pathway has focused on rebuilding specialty services to rural 
Queensland communities within a generalist approach, a key performance analysis is advanced rural 
skills acquired in the course of Rural Generalist training. While the Queensland Rural Generalist 
Pathway is based on Australian College of Rural and Remote Medicine curriculum, College end 
points were contentious in the genesis of rural medical training so outcomes have been additionally 
stratified accordingly.  

Methods 

All trainees of the Queensland Rural Generalist Pathway having completed Fellowship training and 
acquired vocational recognition as a specialist General Practitioner were identified from the managing 
database. Final Fellowship qualification was determined from the database and confirmed when 
possible with a direct alumni telephone interview. Current location and nature of practice was also 
reviewed with interview. Additional confirmation of registration location was conducted by comparison 
to the Australian Health Practitioners Regulatory Agency. Rural Generalists were also asked if in their 
current practice they considered themselves as Rural Generalists. Completed advanced rural skills 
training was acquired from the managing database with confirmation of utilisation of skills in interview 
as determined by whether they retain clinical scope of practice for the discipline of their advanced 
skill. These data are presented in purely descriptive format at this time. Aspects of the training of most 
value and additional aspects recommended were sought in interview and will be the subject of 
subsequent qualitative evaluation.  

Results  

After modest beginnings and steady growth since 2007, 103 trainees who have completed training to 
achieve vocational recognition in general practice. Most Rural Generalists (n=84) on the program 
have completed Fellowship in the Australian College of Rural and Remote Medicine as the template 
curriculum for training, including advanced rural skill training. Of the 40 receiving FRACGP, eight 
additionally received FARGP for advanced rural skill training.  

Of these Fellowed trainees, 97 have been traced for current location of registration. Fifteen trainees 
are now registered in metropolitan areas (Australian Statistical and Geographic Category – 
Remoteness Area [ASGC-RA] 1). The remaining 85% have been retained in rural practice 
(Categories 2-5). Current location of practice on the managing database and from interview were 
gathered on 83 former trainees. Of these, only nine were currently working in ASGC-RA Modified 
Monash Model (MMM) 1 with the remaining 89% practicing in ASGC-RA(MMM)2-7. More specifically, 
71% (59) were in rural practice in ASGC-RA(MMM)4-7. 
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Rural Generalist Fellows of the Australian College of Rural and Remote Medicine able to be traced for 
their current location of registration (79) were highly likely to remain in rural practice (84%). This was 
comparable to the retention rate of those completing Fellowship in the Royal Australian College of 
General Practice (86%), though there are fewer of these Fellows (37) and 26 had completed dual 
fellowships. 

In the first decade of the Queensland Rural Generalist Pathway, 100 advanced rural skills training 
programs have been recorded as completed. Some Rural Generalist have completed more than one 
advanced rural skill training program. Anaesthetics training was most popular (48) followed by 
Obstetrics (28) and Emergency Medicine (13). The remainder was Indigenous Health (5), Generalist 
Surgery (4) and Internal Medicine (2)., Current registration location of 84 of these Rural Generalists 
who’ve completed advanced rural skills either with FACRRM or FARGP, of whom 85% were still in 
rural practice. Of the 59 Rural Generalists completing advanced rural skill training and responding, 52 
(88%) continue to hold clinical scope of practice in their advanced skill discipline. 

Two Queensland Medical Schools were graduating prior to the opening of the Queensland Rural 
Generalist Pathway, the University of Queensland and James Cook University. Despite a much 
smaller medical graduating class, James Cook University has produced 37% of Rural Generalists 
recorded and the University of Queensland 46% with a medical graduating class approximately three 
times that of James Cook University. Griffith and Bond University medical graduates began since the 
onset of the Rural Generalist Pathway. Both Universities have begun to contribute to the ranks of 
Specialist Rural Generalists (8% and 2% respectively). Remaining Rural Generalists have been 
drawn from interstate medical graduates returning to Queensland for the Pathway and one 
international medical graduate. 

Discussion 

Our methods have suffered from utilisation of a database primarily designed to record progress 
through the program for administrative purposes rather than research and evaluation of the 
performance indicators chosen. Similarly, it is difficult to determine exact location of practice from 
Australian Health Practitioner Regulation Agency data as this may reflect address of residence or 
mailing address rather than practice location, and some Rural Generalists are undertaking locums 
services in multiple locations or commute long distances to practice. Certainly on interview some 
Rural Generalist identified being nomadic with work in rural Queensland and of travelling between 
800m and 120km regularly for work in their practice. Most interviewed were in very close proximity to 
their practice.  

Our primary intention has been to determine whether the Queensland Rural Generalist Pathway has 
produced rural generalists retained in rural practice. Other programs with this objective have 
floundered in this aspiration. Estimates of the overall rural retention of registrars in the Rural Pathway 
of AGPT were low (27% in 2008).Error! Bookmark not defined. However, within this statistic, rural-
based general practice Regional Training Providers outside Queensland have reported retention up to 
42%.18 In Queensland, the introduction of the Rural Generalist Pathway brought some distinct 
changes to the operation of Regional Training Providers of the Australian General Practice Training 
program.19 This caused variation in operation of these providers between States and within 
Queensland and is a confounding variable to the outcome of training providers. Greater investment in 
the Queensland Rural Generalist Pathway was associated with greater retention of vocationally 
registered generalists.20 A subsequent larger review has found rural origin, rural trained general 
practice registrars have the highest retention (74-91%) in rural practice following training.21 In light of 
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these findings, while the Queensland Rural Generalist Pathway does not recruit based on rural origin 
of appliants, the retention of vocationally registered rural generalists trained in the first decade of 
operation (85%) is quite prominent.  

Notable in this analysis is the proportion of Queensland Rural Generalists retained in more rural 
locations when evaluated using the Modified Monash Model of the Australian Statistical Geographic 
Categories of Remoteness Areas. Over 70% of Queensland Rural Generalists continue practicing in 
MMM4-7 locations, smaller towns (less than 15,000 people in the district) away from Brisbane and 
other metropolitan areas. This is the aspiration of the Pathway, to address rural and remote 
community health services. In Queensland, MMM4 communities are commonly serviced by private 
General Practice and a Rural Generalist hospital with full time senior medical generalists and perhaps 
visiting specialists. Smaller centres may have a Rural Generalist hospital or a hospital supported 
directly by Rural Generalist Practitioners also working in town with the right to private practice.  

Advanced rural skill training has a clear influence the rural medical workforce not only delivering a 
doctor with greater scope of practice for rural communities, but as a marker of commitment to remain 
in rural practice. Once acquiring an advanced rural skill on the Pathway, Rural Generalists are highly 
likely to retain clinical scope of practice in that discipline. There is little evidence to support the earlier 
division in the profession regarding recognition of a rural qualification beyond the commitment to rural 
training and advanced rural skill acquisition. Notwithstanding, the model of advanced rural skill 
required in the Australian College of Rural and Remote Medicine and offered in the Fellowship of 
Advanced Rural General Practice, is a significant feature in predicting rural retention. 

Conclusions 

Primary Health Care as the method of addressing health inequality from the Declaration of Alma-Ata 
suffered from the subsequent market driven Health Sector Reform approach focusing on the private 
sector for delivery of healthcare services.22 Market failure, inequity, and loss of control by communities 
in health sector reform are risks that can be similarly applied to the ideals of the Queensland Rural 
Generalist Pathway in aspiring to equity of access to healthcare for rural communities. The approach 
of Primary Health Care proposed to address health inequality in the Declaration of Alma-Ata was 
replaced with market-driven health sector reform because of lack of funding, insufficient training and 
resources for primary health care workers. These are the challenges for the Queensland Rural 
Generalist Pathway to be sustained.  

The World Health Organization has since acknowledged that in nations of all levels of economic 
development, equity in health, particularly for people living in rural and remote locations to have 
access to trained health care workers, is a most complex challenge.23 The Queensland Rural 
Generalist Program is a clear investment in generalism, resourcing training of primary care medical 
workers that leads to retention of generalists with a broader scope of practice in rural communities. 
The Pathway has addressed the WHO recommendations in locating the program outside of the 
capital city, reaching into undergraduate student programs for recruitment and continuity of rural 
training, designing professional development to meet the needs of rural health workers; regulatory 
aspects ensuring enhanced scopes of practice are recognised, providing appropriate support to 
compulsory service requirements for scholarship holders; financial incentives recognising the 
specialist nature of generalism in rural practice; and professional support with appropriate clinical 
governance structures for a safe working environment in training and a professional network from 
mentoring to fellowship in association with the Rural Doctors Association of Queensland. 
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This model of health care is different to that which prevails from market forces in metropolitan centres 
of Australia. The Queensland Rural Generalist Program is able to generate equity of access to a 
qualified medical workforce. Further evaluation will be towards demonstrating quantifiable 
improvement in the health of these rural populations. 
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