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BACKGROUND 
The National Rural Health Alliance is comprised of 39 national member organisations.  We are 
committed to improving the health and wellbeing of the 7 million people living in rural and 
remote Australia.  Our members include consumer groups, representation from the Aboriginal 
and Torres Strait Islander health sector, Health professional organisations (representing doctors, 
nurses, midwives, allied health professionals, dentists, optometrists, paramedics and health 
service managers) and health service providers.  A full list of member organisations is at 
Attachment A. 

The Alliance advocates for good health and wellbeing for people living in rural and remote 
Australia.   

While this Consultation seeks to consider the redesign of the Practice Incentives Program (PIP), 
the delivery of primary health services is at the core of the issue.  The Alliance encourages the 
Department of Health to consider the redesign of the PIP through the broader lens of primary 
health care delivery.  The Alliance notes that the PIP focuses on incentives for GPs providing 
primary care. This infrastructure could equally be used to support primary health care delivered 
by a multidisciplinary team including allied health providers. 

 

HEALTH SERVICES IN RURAL AND REMOTE AUSTRALIA 
Approximately seven million people live outside major cities in Australia.  These people are, on 
average, generally poorer, sicker and older than their city counterparts. Sixty-five percent1 
(440,000) of Australia’s Aboriginal and Torres Strait Islander peoples live in rural, regional and 
remote Australia.  

Compared with major cities, social determinants of health tend to be worse for people living in 
these areas – specifically they have lower incomes, poorer access to and lower levels of 
education, with the local economy frequently linked to external factors such as climate 
variability and commodity prices, cost of living (excluding housing) tends to be higher. 

Prevalence of chronic disease tends to be higher in rural and especially in remote areas, partially 
reflecting social determinants and risk factors.2  Health outcomes tend to be worse again, with 
people presenting late for clinical care when their illness, injury or disease is further progressed.  
Rates of hospitalisation and death rates increase with remoteness.3  

Access to almost all health care services can be logistically more difficult for people living in 
rural and remote areas - greater distances, lack of public transport, and more dispersed services. 

The number of General Practitioners in rural and remote Australia has improved over the past 20 
years almost exclusively as a result of the deployment of International Medical Graduates 
(formerly Overseas Trained Doctors) but the prevalence of almost all other primary health care 
professionals continues to decline steeply with remoteness (eg Psychologist full time equivalents 
(FTEs) decline from 102 per 100,000 in Major cities, to 60, 45 and 31 in inner regional, outer 
regional and remote areas respectively).4 
 
                                                 
1 http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4364.0.55.0012014-15?OpenDocument 
2 http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555476 
3 http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555476 
4 http://www.aihw.gov.au/workforce-data/ 
 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/DetailsPage/4364.0.55.0012014-15?OpenDocument
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555476
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129555476
http://www.aihw.gov.au/workforce-data/


 

PRACTICE INCENTIVES PROGRAM IN RURAL AND REMOTE AUSTRALIA 
In Australia, primary care is largely delivered by a network of private general practices providing 
services on a fee-for-service basis where a patient pays a doctor for the clinical service.  The 
patient then receives a rebate from the Australian Government at a rate determined in the 
Medicare Benefits Schedule.  The majority of general practice services provided in Australia are 
‘bulk-billed’, that is there is no direct cost to the patient as the Australian Government rebate 
covers the full fee charged by the GP.   
 
However, GPs are able to set their fee-for-service at a level that the market will sustain and the 
individual will pay.  This sees great regional variation, with fees for GP services varying greatly 
across the country as market conditions vary.   
 
Under this fee-for-service model, the greater the throughput of patients, the greater the income 
for the GP and the practice.  This arrangement does not encourage – nor reward – preventive 
activities, quality care, patient health care outcomes nor continuous improvement of practice. 
 
The PIP is aimed at supporting general practice activities that encourage continuing 
improvements and quality care, enhance capacity and improve access and health outcomes of 
patients5.  This model of funding is not related to the volume of consultations provided but aims 
to encourage GPs to focus less on shorter consultations and more on quality, ongoing care for 
patients.  The Australian Government has targeted individual PIP payments to areas requiring 
targeted focus.  Other PIP payments focus on quality improvement and innovative practice.  The 
PIP also provides additional support for general practices operating in rural and remote 
Australia. Having this additional payment reduces the reliance on fee-for-service income.  This is 
particularly important in rural and remote Australia where some GPs are only just financially 
viable given insufficient population to support a private billing model.   
 
The great majority of general practices in Australia combine a fee-for-service environment with 
some other ‘blended’ funding through PIP as well as other Government incentive payments 
outside of the PIP.  Definitive data around the proportion of total income from PIP payments is 
not available.  This would be useful in terms of determining the reliance of general practice on 
this income stream.  This may vary between urban and rural/remote areas. 
 
The Alliance supports the PIP as an important part of a blended payment mechanism in 
association with the fee-for-service primary health care funding mechanism.  The Alliance 
recognises the flexibility the PIP offers in terms of directing incentives, and therefore influencing 
integrated models of care, to specific areas of focus. It considers that over time an increasing 
proportion of primary health care funding should be channelled into blended payment 
arrangements which are additional to traditional fee-for-service. 
 
The PIP payments for each activity have historically been based on levels of activity and 
participation, albeit specific to best practice management of identified conditions.  While this 
method encourages GPs to manage these conditions as per best practice (which the payment 
requirements are based on) it does not focus on health outcomes for the patients and is in essence 
a proxy measure for quality. 
 
The Alliance would encourage that PIP payments are better aligned to patient health outcomes 
rather than just activity.  We would recommend that this be built into the framework for the 
redesigned PIP Quality Improvement Incentive Payment. 
  
                                                 
5 Practice Incentives Program Guidelines – December 2013 



 

Specific Initiatives-inclusion in the Quality Improvement Incentive Payment 
The PIP Rural Loading has been omitted from the redesign process.  The Alliance supports the 
decision to quarantine this payment and expects that it will be retained in its current format with 
the corresponding funding level remaining unchanged. This recognises the great difficulties in 
attracting and retaining a primary health care workforce in rural and remote Australia.   Through 
the PIP Rural Loading the Australian Government has a lever to provide further financial 
incentives to GPs to practice in rural and remote Australia.  Given the Australian Government’s 
ongoing reluctance to support a rural loading through Medicare, with differential fees for 
services undertaken in rural and remote Australia as opposed to in major cities, an increase to the 
rural loading through the PIP could provide this incentive. 
 
The Alliance also notes that the after-hours incentive payment and the teaching payment will 
also remain unchanged.  These two incentive payments are seen as vital to rural and remote 
general practice.  The after-hours payment increases the capacity of rural and remote practices to 
offer after hours services.  Where this did not exist, after-hours services would probably not be 
viable in rural and remote settings.  Additionally, the teaching payment enables rural and remote 
practitioners to host students to offer exposure to rural and remote practice and encourage 
ongoing practice in the setting. 
 
The Alliance supports these incentives being quarantined from redesign. 
 
Conversely, the Alliance is concerned that the Indigenous Health Incentive and the Procedural 
General Practitioners Payment will be subsumed into the Quality Improvement Incentive 
payment.  Our concern is that these areas may be discarded as areas of focus by practices.  Given 
the Australian Government’s commitment to Closing the Gap initiatives that support Aboriginal 
and Torres Strait Islander peoples to have better access to health services, it is surprising to see 
that this specific incentive payment will be ceased.   
 
In rural and remote Australia, it is very difficult to attract a sufficient number of highly skilled 
health professionals.  Procedural GPs are highly valued members of the rural and remote health 
workforce but are rarely part of the health workforce in major cities where a broad range of 
specialist services are available.  Procedural GPs have an extended skillset and experience to 
work as part of the primary health care team as well as in an acute settings undertaking surgery, 
obstetrics and anaesthetics.  Many comment on how their procedural work enables them to work 
on a broader scope of practice than would occur in metropolitan areas and that this is a very 
rewarding element of their role in rural communities. It would be very disappointing to see the 
incentive to support procedural work cease and could have an impact on attracting and retaining 
these highly skilled professionals to rural and remote Australia.   
 
Rural Loading Calculation 
The Alliance notes that the rural loading incentive payment is based on the location of the main 
practice calculated using the Rural, Remote and Metropolitan Areas (RRMA) Classification, 
1991 Census Edition.   
 
The Alliance recommends that the Department of Health update the classification system used 
for determining the rural loading.  The Department of Health’s Modified Monash Model would 
provide a more accurate, robust method for allocating the rural loading.  Alternatively, the ABS 
ASGS – Remote classification could be used.  Further, using either of these classifications would 
be consistent with other Australian Government rural programs. 
 
  



 

Accreditation 
The requirement for participating PIP practices to be accredited under the RACGP Standards for 
general practices is valid in ensuring that practices maintain a reasonable and consistent level of 
quality of service delivery.  The Alliance does not believe that this requirement disadvantages 
rural and remote practices.   
 
 
Directing Payments 
PIP payments are made to the practice (ie the corporate organisation or the practice principal/s), 
not to the treating doctor.  Understandably some of the incentives are more appropriately 
directed at the practice level given the intent that they support infrastructure and broad practice 
capacity.  Given the aim of the PIP is to encourage specific activity it would be most likely to 
achieve this outcome by directing incentives to the practitioners.  The Alliance would encourage 
that payments – where they focus on practitioner activity and interaction with patients – are 
directed to the practitioner rather than the practice, or that mechanisms are put in place to 
encourage practice principals to provide incentives for quality practice to GPs working within 
their practices. 
 
Quality Improvement Incentive Payment 
The PIP has been used to encourage GPs to proactively manage a number of chronic diseases 
including asthma and diabetes. The payments are linked to best practice management guidelines, 
which the Alliance supports.  The Alliance notes that these remain only proxy measures for 
quality care and health outcomes.   
 
The Consultation document does not specifically indicate the target areas to be included under 
the proposed Quality Improvement Incentive Payment (QIIP).  Practices will be able to focus on 
issues specific to their practice population.  The Alliance supports locally based service planning 
to identify the needs of the local population and therefore the services required to manage these 
needs.   
 
The Alliance is concerned that the Consultation document provides neither detail about the 
implementation of the QIIP nor any specific guidelines.  The Alliance requests that guidelines be 
developed in consultation with key stakeholders, including rural and remote GPs, as well as 
practice managers and consumers and carers. 
 
The Alliance supports the improved efficiency that the QIIP is expected to bring to practices 
noting that some member bodies reported that the administrative burden associated with the PIP 
has discouraged them from claiming incentive payments.  The Alliance recognises the 
importance of data collection for continuous quality improvement and service planning at local 
practice levels.  This process should see resources targeted to priority areas for the best health 
outcomes for consumers. 
 
Increasingly smaller area data (within Primary Health Networks or by SA3) is becoming 
available from the AIHW and ABS which allows identification of specific areas of need and 
enables targeting of effort and service planning.  The Alliance expects that GP practices could 
use this information to determine their focus target patient population group and sees an 
opportunity for practices to link closely with PHNs (through their population health planning and 
practice support functions) in identification and achievement of QIIP priorities.  
 
The Alliance would be delighted to discuss this submission in further detail to ensure people in 
rural and remote Australia receive the best possible primary health care for the best outcomes. 
 



 

 

ATTACHMENT A 

Member Bodies of the National Rural Health Alliance 

 
National Rural Health Alliance - Member Body Organisations  

Australasian College for Emergency Medicine (Rural, Regional and Remote 
Committee) 
Australasian College of Health Service Management (rural members) 
Australian College of Midwives (Rural and Remote Advisory Committee) 
Australian College of Nursing - Rural Nursing and Midwifery Community of Interest 
Australian College of Rural and Remote Medicine 
Australian General Practice Network 
Australian Healthcare and Hospitals Association 
Allied Health Professions Australia Rural and Remote 
Australian Indigenous Doctors’ Association 
Australian Nursing and Midwifery Federation (rural nursing and midwifery members) 
Australian Physiotherapy Association (Rural Members Network) 
Australian Paediatric Society 
Australian Psychological Society (Rural and Remote Psychology Interest Group) 
Australian Rural Health Education Network 
Council of Ambulance Authorities (Rural and Remote Group) 
Congress of Aboriginal and Torres Strait Islander Nurses and Midwives 
CRANAplus 
Country Women’s Association of Australia 
Exercise and Sports Science Australia (Rural and Remote Interest Group) 
Federation of Rural Australian Medical Educators 
Health Consumers of Rural and Remote Australia 
Indigenous Allied Health Australia 
Isolated Children’s Parents’ Association 
National Aboriginal Community Controlled Health Organisation 
National Aboriginal and Torres Strait Islander Health Worker Association 
National Rural Health Student Network 
Paramedics Australasia (Rural and Remote Special Interest Group) 
Rural Special Interest Group of Pharmaceutical Society of Australia 
RACGP Rural: The Royal Australian College of General Practitioners 
Rural Doctors Association of Australia 
Rural Dentists’ Network of the Australian Dental Association 
Royal Far West 
Royal Flying Doctor Service 
Rural Health Workforce Australia 
Rural and Indigenous Health-interest Group of the Chiropractors’ Association of 
Australia 
Rural Optometry Group of Optometry Australia 
Rural Pharmacists Australia 
Services for Australian Rural and Remote Allied Health  
Speech Pathology Australia (Rural and Remote Member Community) 
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