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Terms of reference 
The provision of general practitioner (GP) and related primary health services to outer metropolitan, 
rural, and regional Australians, with particular reference to:  

a. the current state of outer metropolitan, rural, and regional GPs and related services  

b. current state and former Government reforms to outer metropolitan, rural and regional GP 
services and their impact on GPs, including policies such as:  

i. the Stronger Rural Health Strategy  
ii. Distribution Priority Area and the Modified Monash Model (MMM) geographical classification 

system  
iii. GP training reforms  
iv. Medicare rebate freeze  

c. the impact of the COVID-19 pandemic on doctor shortages in outer metropolitan, rural and 
regional Australia 

d. any other related matters impacting outer metropolitan, rural, and regional access to quality 
health services. 

Key points 

• People living in rural Australia have poorer access to health services than other Australians. The 
number of health professionals decreases as geographic isolation increases and many 
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communities have very limited access to health services. Rural areas have up to 50 per cent fewer 
health providers than major cities (per capita) and rural doctors have lower bulk billing rates. 

• The shortfall in health providers and services means that there is an underspend on health 
services in rural Australia. The National Rural Health Alliance (the Alliance) has estimated that the 
net annual health expenditure shortfall in rural areas is approximately $4 billion. 

• Greater investment is required in rural health, not only to work towards equity of access to 
primary health care, but also to overcome the current deficits in health expenditure and health 
outcomes. 

• There are myriad government programs and initiatives seeking to address the maldistribution of 
the health workforce across Australia. However, these initiatives are fragmented and, while some 
may be effective, there is little evidence of significant improvement to health outcomes or 
workforce challenges in rural Australia, over many decades. 

• The Alliance has made recommendations for the Committee’s consideration (see below).  

• It is now time for governments to commit to initiatives that will produce real change in access to 
primary health care for people living in rural Australia. Models of care that work for metropolitan 
areas do not work in rural Australia. The Alliance is proposing a locally based model of health 
delivery aimed at addressing the key barriers to attracting and retaining a rural health workforce: 
Rural Area Community Controlled Health Organisations (RACCHOs). 

Recommendations 
Addressing the maldistribution of the health workforce across Australia to ensure that people living 
in rural Australia have access to primary health services, including GPs, is vital if the poorer health 
outcomes of this population are to be addressed. To this end, the Alliance makes the following 
recommendations: 

1. The Australian Government and relevant states and territories should, by 2022–23, work together 
to develop and implement a block-funded RACCHO model of care designed to overcome the 
professional, financial and social barriers to attracting and retaining a rural health workforce. 

2. The Australian Government should, by 2023, develop a new National Rural Health Strategy with a 
focus beyond workforce, setting out a comprehensive, integrated approach to improving rural 
health outcomes. This should be done in consultation with relevant jurisdictions, as well as 
medical and other health groups and consumers. The new Strategy should include outcome 
measures and targets, an implementation and evaluation plan, and annual reviews and reporting 
to ensure progress towards better health outcomes for rural Australians is monitored and 
highlighted. 

3. The Australian Government should, by the end of 2022, carry out and release a public review of 
the Stronger Rural Health Strategy to ensure the programs, policies and interventions are 
evidence-based and effective. 

4. In terms of medical training and general practice placements in rural areas, the Australian 
Government should, by the end of 2022: 

a. modify the Rural Health Multidisciplinary Training (RHMT) program to address the 
recommendations from the 2019–20 independent evaluation, including: improving the 
approach to organising student placements in rural areas by better matching of students and 
placement opportunities; and providing better support for RHMT students to transition into 
graduate careers. This will facilitate integration with the overall medical training pipeline, and 
will also support greater coordination between Regional Training Hubs, government agencies, 
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Rural Workforce Agencies, Primary Health Networks and local employers, to support a 
seamless transition for graduates into the rural workforce 

b. ensure that placements in rural general practice are structured to maximise the value of the 
experience in terms of duration, timing of student exposure, setting, location, and 
opportunities for interprofessional learning 

c. undertake to ensure graduates are supported to transition smoothly to rural work after 
university study, supporting the continuation of their prevocational and vocational study in 
rural areas, thereby improving recruitment and retention of GPs in rural Australia. 

5. The Australian Government should, by the end of 2022, review general practice and related 
primary health service incentives, with the aim of streamlining and simplifying the current system, 
and ensuring it is evidence-based and effective.  

6. To support more informed research, evaluation and policy development: 

a. the Australian Government should, by 1 July 2023, work with other jurisdictions, medical and 
other health groups, researchers and consumers to develop a comprehensive publicly available 
data resource containing data on health workforce and health expenditure by geographic 
region. This should include information about utilisation of Medicare; uptake of training 
pathways, practice incentives and other program funding; as well as workforce demographic 
information and health outcomes  

b. the Australian Institute of Health and Welfare (AIHW) should ensure that all reports and 
analysis published after 1 July 2023 include, where possible, data and analysis by geographic 
location and remoteness.  

7. To provide ongoing certainty for rural communities, the Australian Government should 
indefinitely extend the Section 19(2) Exemptions Initiative to improve access to primary health 
care in rural areas. 

Introduction 
The Alliance welcomes the opportunity to make a submission to the Community Affairs References 
Committee’s Inquiry into the provision of general practitioner and related primary health services to 
outer metropolitan, rural and regional Australians. The Alliance represents 43 member organisations 
(see National Rural Health Alliance Members) encompassing health professionals, health service and 
educational providers and consumers located in or servicing rural, regional and remote (rural) 
Australia. The Alliance is committed to improving the health and wellbeing of people living in rural 
Australia. 

The Alliance notes that this Inquiry includes outer metropolitan areas in its scope. However, 
consistent with its remit, the Alliance has focused this submission on rural, regional and remote 
Australia. The Alliance also notes that the Inquiry is examining the provision of GP and related 
primary health services. While the Alliance recognises the importance of the holistic care provided by 
the full range of health professionals, consistent with the terms of reference of this Inquiry, this 
submission is focused on GP services and other primary health services closely linked to general 
practice.  

Statements addressing the terms of reference 

a. the current state of outer metropolitan, rural and regional GPs and related services 

People living in rural Australia have poorer access to health services than other Australians. The 
number of health professionals decreases as geographic isolation increases and many communities 
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have very limited access to health services. Rural areas have up to 50 per cent fewer health providers 
than major cities (per capita) and rural doctors have lower bulk billing rates. 

The lack of services and healthcare professionals means that those residing in rural Australia access 
health services at a lower rate than urban and regional communities. The per capita utilisation of 
Medicare Benefits Schedule (MBS) services declines as remoteness increases, with people in remote 
Australia accessing MBS services at about half the rate of their metropolitan counterparts. 

This limited access to health services means people living in rural areas are less likely to receive 
comprehensive health care and more likely to suffer avoidable deaths.  

The shortfall in health providers and services means that there is an underspend on health services in 
rural Australia. 

Rural health expenditure deficit 

In the Mitchell Institute’s Is Medicare Fair? 2019 report series, it is shown that, in 2017–18, the 
distribution of MBS funding was $259 million less in outer regional, remote and very remote areas 
compared to major cities and inner regional areas.1 The reports also note the disparity in the burden 
of disease by remoteness, arguing that the distribution of Medicare funding does not match 
healthcare needs. This report adds to the work of AIHW in its 2011 report, Australian health 
expenditure by remoteness, which showed that the average cost per episode of care increases with 
remoteness, including for general practice services.2 

Taking into account the Australian Government’s broader contribution to the health system through 
not only the MBS but also (among others) pharmaceuticals, dental services, private health insurance, 
disability services, aged care and hospital costs, the Alliance has estimated that the net annual health 
expenditure shortfall in rural areas is approximately $4 billion.3  

The expenditure shortfall in primary health care in rural areas is associated with higher hospital 
costs, particularly for acute care. The Alliance considers that this can be attributed to an over-
reliance on hospital services, which are used to address the higher rates of potentially preventable 
hospitalisations (PPHs) in rural areas.4 The rate of PPHs increases considerably with increasing 
remoteness, as shown in Figure 1.  

Figure 1: Rate of PPHs per 100,000 population (age-standardised), 2017–18 

 

Source: Australian Institute of Health and Welfare. Disparities in potentially preventable hospitalisations across Australia: Exploring the 
data. 2020 [cited 2021 Sep 9]. Available from: www.aihw.gov.au/reports/primary-health-care/disparities-in-potentially-preventable-
hospitalisations-exploring-the-data  
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This shows that the current investment in primary care in rural areas is inadequate relative to 
population need. The 7.1 million people living in rural communities suffer from a higher burden of 
disease5, lower life expectancy6, higher mortality rates6, and higher rates of suicide and other 
potentially avoidable deaths.7 They also experience a wide range of inequities in relation to the social 
determinants of health. For example, rural areas have: 

• lower completion rates for secondary and tertiary education, dropping with remoteness6 

• lower incomes, as well as a lower share of their population who are earners8,9 

• more recipients of unemployment benefits, rising with increasing remoteness10 

• more homeless people in remote and very remote communities11 

• more disabled people needing assistance in inner and outer regional areas11 

• poorer internet access and mobile phone reception.10,12 

It is clear that people living in rural Australia have poorer access to primary health care and this, 
together with their overall poorer social determinants of health, has a significant impact on their 
health outcomes, resulting in a significantly greater burden of disease in rural areas. Greater 
investment in rural health is required, not only to work towards equity of access to primary health 
care, but also to overcome the current deficits in health expenditure and health outcomes. In 
summary, the chronic underfunding of primary care, over decades, has resulted in a significant and 
increasing gap in health services and funding between urban and rural Australia. 

The rural general practice workforce 

Perceptions and enrolments in general practice 

A significant issue for primary care generally, and rural health specifically, is the decline in Australian 
medical students choosing to specialise in general practice. There is evidence that general practice is 
perceived by medical students as the ‘poorer cousin’ of medicine13, being less attractive than non-GP 
medical specialties. Although GPs comprise over 30 per cent of the current medical workforce14, over 
the last ten years only 12 to 18 per cent of final year medical students in Australia chose general 
practice as their first preference.15,16  

Russell et al (2021) cite a range of reasons why general practice is not as popular as other specialties, 
including the late timing and short duration of general practice exposure, the nature of general 
practice work (with high patient ‘churn’ and non-procedural administrative work) and the quality of 
the student experience of general practice work.17 Although medical students are more likely to 
perceive general practice as less interesting compared with other specialties, it also has the 
perception in major cities of providing more sociable hours than other specialists and better work–
life balance (both during training and fellowship). 

The lack of attractiveness of general practice as a career path disproportionately affects rural areas, 
particularly as rural general practice is not perceived as being lifestyle-friendly, with a perception, 
somewhat based in reality, of being on-call twenty-four hours a day, seven days a week. 

The poor perception of general practice is reflected in declining enrolments. Between 2016 and 
2020, new enrolments in the Australian General Practice Training (AGPT) program declined by 12 per 
cent. As the most remote jurisdiction, the Northern Territory faces a challenging future in terms of 
general practice, with a 50 per cent decline in AGPT enrolments between 2016 and 2020.18 

The decrease in new GP enrolments, particularly in rural settings, is seen alongside an overall 
increase in the proportion of non-GP specialists in Australia. Between 2014 and 2019, the number of 
non-GP specialists increased by 4.5 per cent per year, whereas the number of GPs increased by only 
3.5 per cent per year. This trend has been observed by the ANZ – Melbourne Institute, which 
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reported, in mid-2021, that there appears to be an increase in specialisation rather than generalism 
in the Australian medical workforce.19  

Enrolments in both GP and non-GP specialist training between 2014 to 2019 outpaced Australia’s 
overall population growth by approximately two and three times the rate, respectively.20 This shows 
that there is potential to address the medical supply gaps across the country. However, the 
Australian Government needs to implement targeted policies to alter specialty decisions towards 
general practice, and to help shift the distribution of the medical workforce into rural areas. 

Ageing workforce 

Anecdotal reports of the single GP in a town retiring, and communities being unable to find a 
replacement, have been seen recently across the country. There have been numerous media articles 
highlighting communities which have been unable to attract a GP, despite significant incentives and 
lengthy recruitment periods. The Alliance has engaged with a number of these communities. The loss 
of a GP and ongoing lack of access to GP services has a significant impact on communities, often with 
adverse consequences for any other health providers in the community.  

Having access to a GP is especially vital in the small communities outside major cities and regional 
centres. Data show that, rurally, there are more elderly patients (from 19.5 per cent aged 60 and 
over in major cities to 25.3 per cent in very remote areas).11 The total burden of disease also 
increased with remoteness in 2015 (from 174.8 DALY per 1,000 population in major cities to 248.6 in 
all remote areas combined).21 The burden of disease in remote and very remote areas combined was 
1.4 times that in major cities in 2015. This inequity was maintained in 2018.22 

The health workforce servicing these communities is also growing older. Between 2013 and 2019, 
the proportion of the rural GP workforce aged 65 and over increased from 9.2 per cent to 11.1 per 
cent. This is consistent with the increase in average age for all health professionals, which increases 
from 42.6 years in major cities to 46.4 years in very remote areas.23 

Intention to leave 

Health workforce shortages in rural areas have persisted for decades, and modelling predicts that 
more action is needed to address this issue now, to prepare for the future. Data show that, in 2019, 
26.7 per cent of GPs outside major cities intended to work for no more than ten years, and 11.8 per 
cent intended to work for no more than four years. In very remote areas, the latter measure 
increases to 13.2 per cent. Clearly, immediate action is required to secure the GP workforce in rural 
areas into the future. 

Retaining rural general practitioners 

Not only is there an existing challenge in rural areas in accessing health services due to supply 
shortages of a wide range of health professionals, but this will be exacerbated in coming years 
without setting adequate workforce targets and working to achieve them. For health professionals in 
MM 2 to MM 7 areas, the motivation to remain located where they are, practising within their 
profession, is affected by a variety of factors: 

• Professional – limited networking opportunities, clinical experiences and supervision; professional 
isolation and lack of support from peers; and work–life balance issues. 

• Financial – financial viability of rural practices; the need to work across multiple settings; multiple 
sources of both government and private funding; administrative burden; and business acumen 
requirements. 

• Social – lack of family and friendship networks; social isolation; cultural and recreational 
limitations; and partner concerns, including their career and children’s education. 

Interventions to attract and retain rural GPs will need to address each of these barriers. 
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The overworked workforce 

Health professionals in rural areas are more likely to report working longer hours than those in 
metropolitan areas. The Australian Government Department of Health (Department of Health) 
reports that, for Australian Health Practitioner Regulation Agency (AHPRA)-registered health 
professionals, the average full-time equivalent (FTE) per headcount of the workforce is generally 
higher in regional and remote areas than in major cities. For example, pharmacists in major cities 
work an average of 0.92 FTE, increasing to 1.08 FTE for pharmacists in very remote areas.24 

Need for viability 

Building viable rural and remote healthcare businesses is challenging in thin market contexts. For 
example, many allied health professionals in rural areas frequently work across multiple sectors to 
earn a liveable wage. They may make up a FTE by conducting private practice, working part-time with 
the local health district, taking on roles in the non-government organisation sector funded by the 
local Primary Health Network, or working within an aged care facility.  

Attaining a high level of workforce security in rural areas benefits the wider community. The viability 
of the health sector is essential to local people’s livelihood, to the liveability of places, and to the 
health and wellbeing of residents. It helps to sustain other sectors of the economy, keeping the local 
community strong. 

It is widely accepted that GPs and other primary care providers working in rural Australia operate in 
an environment of thin markets. The population density is less than in urban centres, and the 
population is generally of lower socioeconomic status. Despite a range of government incentives, the 
quantum and complexity of incentives cannot overcome the financial barriers to establishing and 
operating a viable general practice. 

A comparison to the funding of hospitals is relevant in this context. In major cities and large regional 
centres, health services are primarily supported through activity-based funding in hospitals, and fee-
for-service funding through Medicare. Outside large metropolitan centres, there is a greater reliance 
on block funding. This is because rural and (in particular) remote health services have high variability 
in patient throughput, and economies of scale may not be present, causing activity-based health 
funding to be unsustainable year on year.25 Therefore, block funding is the main mechanism to 
support small rural hospitals, community clinics, Aboriginal health services and many other essential 
health services in rural areas. 

Block funding must be an option when considering how to deliver financially viable primary health 
services to rural communities. 

Reliance on locum, outreach and ‘fly-in fly-out’ workers  

The Alliance continues to advocate for more support for a permanently residing health workforce in 
rural areas, to reduce the reliance on locums, outreach and other non-residential health workers 
such as ‘fly-in fly-out’ (FIFO) and ‘drive-in drive-out’ (DIDO) workers.26 The utilisation of this non-
resident health workforce has a variety of benefits. They help to fill a gap in the availability of local 
health services and enable access to medical specialists and other health practitioners who would 
not realistically have the resourcing and equipment to work in some of these areas permanently 
(especially remote and very remote areas). 

However, non-resident health professionals impose significant costs, particularly for state-managed 
local hospital networks. These include high travel costs and costs associated with the provision of 
appropriate accommodation for visiting staff (especially in remote tourist areas), the need for more 
experienced health professionals who are equipped to take on the rural challenges, and the cost of 
retaining health services (and often accommodation) in the town or city where they permanently 
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reside. Another, more common, option is to transport the patient from a rural area to a metropolitan 
centre for specialist health services.  

A further disadvantage that may emerge from utilising non-resident health workers is the loss of the 
benefits of continuity of care from a known and trusted health professional. Depending on the 
circumstances, the benefits of having a regular GP may not manifest if patients are seeing different 
GPs and having to provide medical histories multiple times. 

With the principles of equity and social inclusion, the Alliance believes that people in rural 
communities are entitled to benefit from Australia’s healthcare system in an equivalent manner to 
those in our major cities, whether from permanent or non-resident health professionals. The cost 
and effectiveness of non-resident health services must be weighed up against the cost of having 
these services delivered by permanently established health services. It has been close to ten years 
since the Australian Government Inquiry into the use of FIFO workforce practices in regional 
Australia. While the report from that Inquiry27 highlighted the need for more public data about the 
cost and effectiveness of these services28, this information is still not available. 

GP remuneration and other incentives 

In 2012, Australian research showed that increasing GP earnings by $50,000 per year would increase 
the proportion of junior doctors going into general practice by 10.5 per cent.29 It also showed that 
junior doctors were more likely to go into general practice if it provided more procedural work (13.1 
per cent increase) and academic work (7.9 per cent increase). The need for greater remuneration is 
evident from a comparison of the incomes across different specialties. In 2018, GPs earned an 
average of $209,938, whereas non-GP specialists earned $411,575 – almost twice as much. 
Furthermore, non-GP specialist earnings increased by 21.5 per cent between 2008 and 2018, 
compared with only 10.7 per cent for GPs.19 

Clinician and business manager 

Operating and managing a GP clinic is complex and time consuming, and requires a high level of 
knowledge regarding entitlements, accountability, reporting and compliance. This is in addition to 
clinical work and obligations. A substantial ongoing time investment and an advanced administrative 
skill set are required for practices in rural areas to maximise the use of their entitlements under the 
current system. However, many practices, particularly in MM 5 to MM 7, consist of one or two GPs, 
their receptionist and a practice nurse. They are often practising privately for some of their time and 
working in the community’s public hospital or aged care facility for several other days during the 
week. 

The high workload of GPs, and the complexity of the entire payment system, is resulting in the 
underutilisation of incentive payments and supports in rural areas (see ‘Incentives through the MMM 
System’ section below, which itemises the 19 potential incentives for MM 6). The pressure on 
practices to achieve viability has the potential to draw the practice into charging greater patient 
out-of-pocket payments to finance the practice, due to the simplicity of this funding stream. Another 
option is to join together with other GPs into a more corporatised structure. 

While GPs could be supported in the provision of high-quality patient care by utilisation of, and 
delegation to, well-trained practice nurses working to their full scope of practice (hence alleviating 
some of the GP workload), current funding mechanisms are inadequate to enable and incentivise this 
pathway. Fee-for-service funding is limited and block funding inadequate. Greater utilisation of 
practice nurses would increase the capability of general practices to manage low acuity interventions 
and reduce potentially preventable hospitalisations, the benefits of which are likely to be higher in 
rural areas. 
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The days when a newly qualified GP would ‘go rural’, establish a practice and work in a community 
for 50 years, have long gone. Recent research undertaken by researchers at La Trobe University30 has 
shown that: 

• currently only 2 per cent of Australian GPs work in solo private practices 

• fifty per cent of current general practice owners plan to retire within the next 10 years 

• nearly 60 per cent of non-practice-owning GPs are not interested in becoming practice owners in 
the future. 

New models of care are needed, tailored to meet the needs of GPs and their practice staff, other 
community primary healthcare professionals and rural communities.  

Corporatisation and group practices in primary care 

In parallel with the increasing complexity of the funding and incentive system is a general trend 
towards larger practice models and corporatisation. It is not surprising that 82 per cent of GPs work 
in a group practice, often networked with other practices to share administration, marketing and 
other costs.31 The ANZ – Melbourne Institute reported that the proportion of GPs working in a 
practice of six or more doctors increased from 47 per cent in 2008 to 61 per cent in 2015.32  

The group practice model is an attractive model for many GPs, particularly for those working 
part-time, and those not interested in the business and managerial side of the practice.32,33 According 
to the report of the Royal Australian College of General Practitioners (RACGP), Health of the Nation 
2020, more GPs working in a group practice work less than 40 hours a week (58 per cent) compared 
to GPs who were solo practitioners (30 per cent) or practice owners (35 per cent).  

There are also efficiencies to be gained from the corporatised model, including economies of scale in 
relation to employing other health professionals (such as practice nurses, midwives or allied health 
professionals), or co-location of other health professionals or businesses (for example, private allied 
health professionals, pathology providers and pharmacies). Corporatisation might also increase 
effectiveness by impacting on the quality of care provided. Nursing and allied health professionals 
play an important role in primary health care, particularly in the management of chronic conditions. 
When these providers are accessible within, or in close association with, a general practice and 
enabled to work to their full scope of practice, workload can be efficiently managed across a team 
and high-quality care delivered.  

However, evidence also suggests that, due to less market competition, a corporate model may 
increase waiting times and out-of-pocket expenses and reduce continuity of care.34 It may also 
reduce access for patients in rural areas by increasing distance to the general practice.30 Corporate 
models of general practice may rely heavily on telehealth services, including for after-hours care. This 
presents the risk of reducing the quality of care for patients due to the practitioner not being with 
them in person, which has recently had fatal consequences in rural NSW.35,36 Corporatised telehealth 
models may also reduce the viability of local GPs who may only offer care during standard working 
hours or with the incursion of out-of-pocket costs. 

As an alternative to the private, corporatised practice model, and to streamline and consolidate the 
support systems available in rural communities, the Alliance proposes RACCHOs, a model of care 
which is outlined later in this submission. This model is based on Aboriginal Community Controlled 
Health Organisations (ACCHOs), which provide holistic care, and are multidisciplinary in their 
approach. 
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b. i. the Stronger Rural Health Strategy  

What does it include and what is the current state? 

The Stronger Rural Health Strategy, first announced in May 2018 as part of the 2018–19 Budget, was 
intended to improve rural health outcomes by enhancing the distribution of the medical workforce. 
In 2018, $83.3 million was committed for the five years to 2021–2237 with the aim of providing 3,000 
more specialist GPs, 3,000 more nurses and hundreds more allied health professionals over ten 
years.38 The Stronger Rural Health Strategy is a grouping of complementary measures – programs 
and incentives, some pre-existing and some new – targeted at various points in the continuum from 
education to training and ongoing practice. 

Given this background, any analysis of the Stronger Rural Health Strategy must acknowledge the 
interdependence of its component parts, recognising the difficulty in attributing change to any one 
individual element and noting the time taken for workforce interventions to have a measurable 
effect. While we might not expect to see significant measurable change against the key objectives of 
the Stronger Rural Health Strategy at this point in time, it would be useful to get an understanding of 
the implementation of its component parts, and the Alliance encourages the Australian Government 
to review the Stronger Rural Health Strategy in this way and make the findings publicly available. 
Additionally, the Alliance keenly anticipates the impending release of the National Medical 
Workforce Strategy, given its relationship to the Stronger Rural Health Strategy. 

What does the literature say about growing the medical workforce in rural Australia? 

There is a strong body of evidence supporting the benefit of retaining the strategy of selecting 
medical students from rural backgrounds and enabling students to undertake training in rural areas, 
during both their entry-to-practice qualification and postgraduate training pathways.39,40 Hence, 
components of the Stronger Rural Health Strategy that target the medical training pipeline and aim 
to provide positive rural training experiences for medical students (the RHMT program and Murray–
Darling Medical Schools Network), junior doctors in pre-vocational training (Junior Doctor Training 
Program Rural Primary Care Stream and More Doctors for Rural Australia program) and doctors in 
vocational training (GP training reforms) are backed by research evidence and warrant ongoing 
review, support and funding. It is important to note that rural medical students are not a big enough 
pool to fill the workforce void in rural Australia. ‘Converting’ students of metropolitan origin to rural 
practice through positive rural experiences during their training is also required.41 

Conversely, the evidence to support the use of financial incentives on medical workforce retention is 
lacking due to limited studies and measurement of actual retention behaviour (as opposed to 
simulation or intentions).39,42,43 While older research suggested that financial incentives might have a 
positive impact on recruitment and short-term retention44, more recent studies show variable 
responses to different interventions on retention.39 While financial incentives can contribute 
significantly to general practice income in rural areas, the currently available evidence for retention is 
not compelling. Components of the Stronger Rural Health Strategy that focus on the use of blanket 
incentive payments should be assessed in the context of this evidence (or lack thereof) going 
forward, to ensure they are appropriately targeted and are achieving their intended aims. 

Coercive regulatory interventions where a health worker is obligated to a return of service in a rural 
area (in order, for example, to access a provider number) are associated with lower retention after 
the period of return of service.39 Overseas trained doctors and participants in the bonded medical 
program are managed in this way. Given the high proportion of international medical graduates 
(IMGs) who are training to be GPs in rural areas45, the impact of their lack of rural retention after 
their period of service ends needs to be considered, and the ongoing use of these measures 
reviewed. Additional measures are required to improve retention of IMGs and bonded medical 
program participants in the future.41  
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Building a rural health workforce must also consider the social, professional and financial 
determinants of recruitment and retention, along with the perception of rural practice and 
generalism more broadly. Health professionals need to feel connected to the community they are 
working in46 and concerns about their partner’s employment and children’s education need to be 
alleviated.41 They also need opportunities for career development, including access to professional 
development and mentoring. The financial viability of their practice is also an important 
consideration and thin markets in rural areas can make this difficult. 

The Rural Health Multidisciplinary Training program 

The RHMT program is an Australian Government-led program designed to improve the recruitment 
and retention of medical, nursing, dental and allied health professionals in rural Australia.47 The 
RHMT program funds a network of rural clinical schools and regional training hubs (RTHs) for medical 
students, university departments of rural health for allied health and nursing students, and dental 
schools with expanded rural placements. The RHMT program was implemented in 2016 to 
consolidate a range of rural health workforce university training and education programs. 

In mid-2019, the Department of Health commissioned an independent evaluation of the RHMT 
program, which was completed in mid-2020.48 The independent evaluation considered the 
implementation of the RHMT program across the country. 

The RHMT program evaluation concluded that there are many strengths to the program, as well as 
opportunities for further improvement. The RHMT program is most supportive throughout the early 
and middle periods of the program, particularly in the way it organises student placements in rural 
areas. The program is also strong in terms of the student experience throughout the early and middle 
parts of training, particularly student engagement with peers and the broader community. 

However, in terms of areas for improvement, universities do not have the scope to support students 
in the RHMT program to transition into graduate careers. The independent evaluation found that 
RTHs have little influence in helping medical students transition to prevocational and vocational 
training in rural areas. 

The independent evaluation also found that another area for potential improvement in the RHMT 
program is in the collaboration between RTHs and local hospital networks, Rural Workforce Agencies, 
Primary Health Networks, specialist colleges and others. This could include sharing resources such as 
mapping of health workforce needs in each region. This is consistent with a policy priority under the 
National Health Reform Agreement between the states and territories and the federal government, 
which highlights the importance of joint planning and funding at a local level.49 

The RHMT program evaluation showed that there are numerous factors which act as predictors of 
rural practice ‒ that is, they contribute to better recruitment and retention of the medical, allied 
health and nursing workforces in rural areas. There are also numerous components of the 
educational and health system which influence health workforce recruitment, including the 
university, the jurisdiction (including policies, funding and local hospital networks), Australian 
Government policies and funding, and individuals.  

When these system components are divided according to their sphere of influence, the RHMT 
program evaluation found that the Australian Government is able to influence prevocational training 
opportunities, return of service obligations following graduation and GP training. However, the 
government is unable to influence placement rurality and duration, student intakes (university level), 
or the rural background of the student (individual level). The Australian Government’s sphere of 
influence must be the focus of its efforts to improve the sustainability of the rural medical workforce 
across Australia. 

The Alliance, drawing on the findings of the evaluation of the RHMT program, notes that to maximise 
the ease with which students of the RHMT program transition into working in rural areas of need, 
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better coordination is required between various organisations (including RTHs, Rural Workforce 
Agencies, state and territory health services, and the Australian Government) to ensure the best 
match between students and placement options. In addition, junior doctors need the opportunity to 
complete as much as possible of their pre-vocational and vocational training in rural areas. This might 
require consideration of mandates for hospital-based prevocational training places in rural areas, 
reviewing contract lengths and reviewing the impact of their short-term nature on employment 
stability. Single-employer models of vocational training, such as the Murrumbidgee Model in New 
South Wales, should be evaluated for their potential for expansion.  

Rural health: more than a workforce 

The first National Rural Health Strategy was released in 1994, with the most recent update, the 
National Strategic Framework for Rural and Remote Health, endorsed by Health Ministers in 
November 2011. This is not currently being utilised as a strategic driver for health policy, has not 
been implemented in a consistent way, and has not been reported against. The Alliance does not 
believe the Stronger Rural Health Strategy is the next iteration of these previous policies as it was not 
developed in consultation with key stakeholders or agreed to by the states and territories, and it is 
not a comprehensive, integrated approach to improving rural health outcomes.  

In our pre-Budget submission for 2021–22, the Alliance called for a new National Rural Health 
Strategy to identify the actions required to improve the health outcomes for rural Australians, 
including outcome measures and targets, developing an implementation and evaluation plan, and 
annual reviews and reporting.50 While the Stronger Rural Health Strategy seeks to meet some 
workforce needs, workforce actions must be integrated as part of a cohesive whole if we are to make 
progress at narrowing the gap in rural health outcomes that has persisted over many years. We 
continue to recommend that the Australian Government take the lead in developing a new National 
Rural Health Strategy. 

b. ii. Distribution Priority Area and the Modified Monash Model geographical 
classification system 

Classifying areas of shortage 

The Department of Health’s MMM classification system enables the identification of geographic 
areas of health workforce shortage. It is based on the Australian Statistical Geographic Standard – 
Remoteness Area (ASGS-RA) classification system, used by the Australian Bureau of Statistics, which 
is based on the University of Adelaide’s Accessibility/Remoteness Index of Australia Plus (ARIA+) 
2016.51 The ASGS-RA system factors in access to a range of services (including education, health and 
other services). However, the MMM system has been developed specifically to support the 
distribution of the health workforce.52 

Areas most in need 

Based on the ASGS-RA system, there are clear gaps in the provision of primary healthcare services 
outside major cities, that is, RA 2 (inner regional) to RA 5 (very remote). The Department of Health 
shows that access to health providers generally decreases with remoteness, particularly for GPs. This 
is illustrated in Table 1, which shows the number of GPs in terms of FTE per 100,000 population in 
each ASGS-RA category, as of 2019. 
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Table 1: Primary care GPs across remoteness categories, 2019 

ASGS-RA Population GPs (total FTE) FTE per 100,000 

1 Major cities 18,320,373 22,236 121.4 

2 Inner regional 4,499,741 5,172 114.9 

3 Outer regional 2,054,693 2,066 100.6 

4 Remote 290,431 241 83.0 

5 Very remote 200,333 139 69.4 

Source: https://hwd.health.gov.au/resources/data/gp-primarycare.html  
Note: The methodology used in this report only provides primary care GP numbers by ASGS-RA. The Department of Health does not report 
primary care GP numbers by MMM category using this methodology. 

The proportion of GPs choosing to work in rural areas has not changed dramatically in the last 
several years. Since 2014, the proportion of GPs working in major cities increased by 1.3 per cent in 
2019, whereas the proportion working in all remote areas declined by 0.1 per cent over the same 
period.31 

There is a persistent shortage of GPs in rural areas overall, with more intense pockets of GP 
shortages across various parts of the country. This is despite the implementation of a wide range of 
training programs and incentives in recent years, designed to encourage the recruitment and 
retention of a rural medical workforce. 

Incentives through the MMM system 

Incentive payments, funding structures and recruitment schemes based on the MMM system 
attempt to provide a means of ensuring payments and health professionals go to those communities 
in most need. For example, the Department of Health shows that general practices in MM 6 are 
eligible for the following incentives and support: 

• Rural Bulk Billing Incentive 

• Approved Medical Deputising Services Program 

• Health Workforce Scholarship Program 

• Medical Outreach Indigenous Chronic Disease Program 

• Rural Locum Assistance Program 

• Healthy Ears – Better Hearing, Better Listening 

• More Doctors for Rural Australia Program 

• Rural Health Outreach Fund 

• Eye and Ear Surgical Support 

• Rural Health Workforce Support Activity 

• Remote Vocational Training Scheme 

• Remote Vocational Training Scheme Extended Targeted Recruitment Pilot 

• Practice Incentives Program 

• Workforce Incentive Program ‒ Practice Stream 

• Workforce Incentive Program ‒ Doctor Stream 

• Rural Procedural Grants Program 

• General Practitioner Procedural Training Support Program 

• Premium Support Scheme 

• 5 Year Overseas Trained Doctor Scheme. 

These supports are in addition to the MBS, which is the primary source of funding for general 
practices. Medicare funding is discussed further in b. iv. Medicare rebate freeze. 

https://hwd.health.gov.au/resources/data/gp-primarycare.html
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Distribution Priority Areas 

The Australian Government has developed the Distribution Priority Area (DPA) classification to 
identify areas in Australia with a shortage of medical practitioners. It replaced the Districts of 
Workforce Shortages (DWS) classification system for GPs in July 2019.53 Using the MMM 
classification system, areas in need of primary care have been identified through the DPA 
classification.54  

DPAs are classified as MM 5 to MM 7, along with all areas of the Northern Territory (despite Darwin 
being MM 2), as well as other areas where the level of health services does not meet certain 
benchmarks (MM 2 for international medical graduates and national average for Bonded Medical 
Places). MM 1 areas are automatically ineligible for being considered a DPA region. However, this 
ineligibility has faced criticism recently due to the way it considers areas based on the MMM 
classification system (such as the MM 1 town of Wallan, which lies in close proximity to 
Melbourne).55  

The methodology behind the development of the DPA classification system relies on a combination 
of MBS billing information and small-area sociodemographic profiles, and splits the country up into 
829 GP catchments.53 The use of the average level of service access nationally to determine places 
for Bonded Medical Placements produces a lower benchmark overall in terms of level of service 
access than using MM 2 as the benchmark, meaning that these doctors are more restricted than 
international medical graduates in where they can go around the country as part of their return of 
service obligations. 

The Alliance recommends that the Australian Government regularly review the use of these 
benchmarks to support the most equitable distribution of Bonded Medical Placements and 
international medical graduates. The Alliance also recommends that the DPA system be evaluated as 
part of a review of the Stronger Rural Health Strategy, to understand any effect that the DPA system 
may be having on the availability of GPs in rural areas.  

Overseas Trained Doctors 

Overseas trained doctors or international medical graduates are a significant proportion of the rural 
health workforce. The Department of Health’s data suggests that 31.0 per cent of medical 
practitioners in MM 1 are overseas trained (where stated), whereas in MM 2 to MM 7 this rises to 
39.3 per cent.56 Rural areas rely heavily on overseas trained doctors for general practice and a variety 
of specialties, generally more so than major cities. This heavy reliance on international medical 
graduates helps to reduce the shortages in the medical workforce. As noted later in this submission, 
the COVID-19 pandemic has put significant strain on Australia’s health workforce in many ways. The 
lack of immigration has significantly dampened our supply of overseas trained doctors.57 This has a 
particularly adverse effect on rural communities, who rely on section 19AB of Australia’s Health 
Insurance Act 1973 to receive an allocation of international medical graduates in accordance with 
their status as a DPA or DWS.58,59 

b. iii. GP training reforms 

General practice training in Australia 

Training for, and regulation of, general practice in Australia has had a tumultuous history19 – unique 
among the medical specialties – and has been utilised by government to achieve its policy aims: 
improving quality and managing workforce size and distribution. The first training program, the 
Family Medicine Programme, was set up by RACGP in 1973. At that time, completion of final exams 
and attainment of fellowship of the college were not required to practice as GP. 
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Beginning in the 1990s, government policy attempted to encourage non-vocationally registered 
(non-VR) medical practitioners in general practice to attain fellowship, and therefore GP specialist 
status, as a mechanism to improve the quality of care provided. Recognition of the specific needs of 
rural populations – including training and workforce development – grew in the 1990s, resulting in 
the creation in 1997 of the Australian College of Rural and Remote Medicine (ACRRM), by the Rural 
Doctors Association of Australia (RDAA), and catalysing government intervention into GP training in 
the late 1990s. 

The Australian Government became the provider of GP training in 2001, when the Australian General 
Practice Training (AGPT) program commenced, via numerous regionalised training providers but 
according to the educational guidance of the RACGP, with the endpoint continuing to be RACGP 
fellowship exams. ACRRM did not become accredited to provide a pathway to specialisation as a GP 
until 2007 (via fellowship of the college). 

Current reforms 

There has been a decline in subscription to the AGPT program in recent years and ongoing difficulties 
in managing the distribution of the GP workforce according to need in rural areas and for specific 
vulnerable populations.60 The RACGP also reports challenges related to inconsistency in educational 
program content, quality of supervision and the use of technology.60 The current training program is 
not attracting enough medical practitioners to become GPs, and this has implications for all 
Australians, especially those in rural areas. 

At the instigation of the Australian Government, full responsibility for GP training is transitioning 
back to the two colleges – RACGP and ACRRM.61 This transition is due to be completed in 2022, 
enabling fully college-led training in 2023. This will bring GP training in line with the other medical 
specialities. Both colleges see opportunity with this significant change62, the RACGP envisioning 
increased efficiency and national consistency, alongside improved local responsiveness.60 

Not only will the colleges face the challenge of increasing the attractiveness of the speciality, and 
therefore enrolments in training, but also rolling out the National Rural Generalist Pathway (NRGP) 
and ameliorating workforce distribution issues, all while maximising the quality of training. This is in 
the context of declining interest in practice ownership and an increasing proportion of the registrar 
workforce intending to work part-time after attaining fellowship.45,63,64,65 

National Rural Generalist Pathway 

Development of a NRGP was announced by the National Rural Health Commissioner in December 
2018 and funding of $62.2 million was committed in the 2019–20 Budget to support this.66 Rural 
generalists (RG) are GPs working in rural areas with the ability to provide advanced services or 
procedural skills to meet the needs of rural communities across the spectrum of health care, 
including within acute settings. The pathway aims to improve the quality of training for RGs and 
increase the recruitment and retention of a RG workforce.66 Training in rural generalism is currently 
funded by the Australian Government under either the Rural Generalist Training Scheme via ACRRM 
(up to 100 additional places from 2021) or the AGPT program.66 Coordination and support are 
available as part of the pathway in each state and the Northern Territory.67 ,68 ,69 ,70 ,71 ,72,73 

The RDAA calls for full implementation of the NRGP as part of its medical workforce plan74 and the 
Alliance supports this position. We consider that the pathway has the potential to contribute to 
addressing rural workforce issues and increasing the provision of quality care to improve rural health 
outcomes. We are encouraged that there are plans for an initial evaluation of the program75 and 
request its public release once available, as well as longer-term monitoring and evaluation to 
measure implementation and performance against the stated aims and objectives of the program. 
This is essential to ensure maximum benefit for investment. 
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Murrumbidgee Model 

The Murrumbidgee Rural Generalist Training Pathway (MRGTP) or ‘Murrumbidgee Model’ is a locally 
devised model of rural generalist registrar training and employment specifically designed to increase 
recruitment and retention of RGs in the catchment area.76,77,78 Trainees are afforded secure 
employment by the local health district for the duration of the program, bringing their pay and 
conditions into line with training in other medical specialties (predominantly hospital-based) and 
avoiding the need for frequent contract negotiations, therefore reducing administrative burden.79 
We look forward to examining the data and hearing the learnings from this promising initiative. If it 
proves successful, the Alliance supports broader implementation nationally.  

Summary 

The transition of GP training to the colleges should be seen as a catalyst for change, and an 
opportunity to increase numbers of GPs and RGs, in the context of increased value being placed on 
general practice and generalism more broadly. Full implementation and embedding of the NRGP 
must occur concurrently, and innovative models of RG trainee employment should be scaled up 
where there is evidence of benefit. The Alliance proposes that secure employment models for GPs 
and RGs, such as the RACCHO model detailed later in this document, be considered as a mechanism 
to address recruitment of GPs and their retention in rural areas on completion of training. It will also 
be important to ensure that the transition to college-led GP training is seamless for those already 
undertaking training and that opportunities to improve the training pathway are exploited. 

b. iv. Medicare rebate freeze 

Medicare funding 

Medicare provides government funding for each medical service that meets the requirements of the 
MBS. GPs require a thorough understanding of how to accurately bill services to the MBS, among 
other business and management skills, in order to keep their practice running. It is also possible to 
bill the MBS for primary care services delivered in rural public hospitals under the section 19(2) 
exemption of the Health Insurance Act 1973.80 However, to ensure this Medicare billing is compliant 
with regulatory requirements, the medical practitioner needs to be aware of which services are 
eligible to receive funding under both the National Health Reform Agreement and the MBS, which is 
a complex policy area.81 All of this administrative and business knowledge is in addition to the actual 
medical expertise that the GP needs to be able to diagnose and treat each patient. 

Another factor affecting the viability of the GP workforce is the Australian Government’s decisions in 
relation to MBS funding. The most important of these decisions in the last decade was the ‘Medicare 
freeze’, which paused indexation of the schedule fee for all MBS items from 2013 to 2018 for GP and 
specialist items, 2019 for allied health items, and 2020 for diagnostic imaging items.82 Following 
re-indexation, the real value of the MBS has never been the same. It is also considered among the 
profession that the rate of re-indexation has itself been inadequate in comparison to inflation.83,84 
That is, even if there is an additional funding injection given today to adjust for the four to six years 
of indexation that were missed, the Australian Government’s investment in Medicare is still falling 
behind actual need. This is because the annual MBS indexation rate is less than either general 
inflation or health indexation. The MBS indexation rate for 2021 is 0.9 per cent85, whereas the 
Australian Bureau of Statistics reported that the Consumer Price Index rose 3.8 per cent between July 
2020 and June 2021 (including a 6.7 per cent increase in the cost of medical and hospital services).86 
It is unsurprising, therefore, that in 2020, Medicare rebates were the most important policy issue for 
GPs for the fourth consecutive year.31,87 
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The impact of the Medicare freeze 

In rural areas, inadequate Medicare indexation is likely to be affecting practices to an even greater 
extent than in major cities. Practices in the thin markets of outer regional, remote and very remote 
areas may be disadvantaged by having fewer patient visits on a day-to-day basis, as they have twice 
the rate of patients who needed to but did not see a GP at all in the previous 12 months compared to 
major cities.31 The lack of competition (particularly where there is a corporatised GP model servicing 
the community) is likely to reduce bulk-billing rates (which are an indicator of price competition88). It 
has also been shown that bulk billing decreases as general practices become more distant from each 
other.34 Inadequate Medicare rebates may result in poorer access to GP services in rural areas 
because GPs are forced to charge higher out-of-pocket costs to sustain their viability. GPs in major 
cities are more likely to be at an advantage in terms of viability without having to increase patient 
co-payments, due to the ability to increase patient throughput by having more short consultations 
(impacting on quality of care rather than access). 

Throughout the nine years from 2010–11 to 2019–20 (including the period of the Medicare freeze), 
there was a paradoxical increase in bulk-billing rates across all remoteness areas. However, over the 
last nine years, bulk-billing rates have not increased in rural areas to the same degree as major cities. 
Based on the information presented in the Productivity Commission’s Report on Government Services 
202189, it is clear that over the last nine years (2010–11 to 2019–20): 

• the bulk-billing rate has steadily increased across all ages and remoteness categories 

• the difference between bulk-billing rates in major cities and remote areas has increased (6.4 per 
cent compared to 3.3 per cent increase), showing that, for remote areas, the gap is increasing  

• the average increase in bulk-billing rates for all rural areas (inner regional, outer regional, remote 
and very remote) was lower than major cities (5.5 per cent compared to 6.4 per cent). 

Data also suggests that there was an increase in service volume per person during the period of the 
Medicare freeze. For example, between 2013–14 and 2016–17, bulk-billed GP attendances increased 
by 2.8 per cent, however the number of GP attendances per person (age-standardised) increased by 
5.4 per cent.90 As a result, Medicare benefits expenditure per person (age-standardised) increased by 
11.8 per cent over this period.  

Additionally, patient co-payments for non-bulk-billed GP services increased throughout the period of 
the freeze. The RACGP showed that, from 2013–14 to 2019–20, the average patient out-of-pocket 
payment had a cumulative increase of 30.1 per cent, whereas general inflation only had a cumulative 
increase of 10.8 per cent over the same period.31 

The data presented in this section highlights the significant impact that the Medicare freeze has had 
on the financial viability of general practices in rural areas, and on equity for patients. Adequate 
Medicare funding is critical to support a sustainable general practice business model in small towns 
and communities, and enables patients to be treated effectively and affordably. By directly affecting 
the adequacy of funding for primary care services, the Medicare freeze has had the most severe 
impact on rural communities with poor sociodemographic profiles. 

c. the impact of the COVID-19 pandemic on doctor shortages in outer metropolitan, 
rural and regional Australia 

Health profession staff shortages 

The COVID-19 pandemic has highlighted and exacerbated the shortages, pressure points and 
vulnerabilities of the current health system, including shortages of doctors and other health 
professionals in rural Australia. 
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For small rural hospitals, health centres or GP clinics which operate on minimal numbers of staff, 
there is no pool of health professionals to step in to replace staff who are ill or who are forced into 
isolation. One positive case of COVID-19 could force all staff of a small rural health service into 
isolation. The implications of this possibility are significant. For example, in rural areas, GPs can 
provide coverage for their own practices, medical centres and the local hospital. Rural doctors often 
have advanced skills in areas such as anaesthetics, obstetrics or emergency care, meaning the loss of 
one key clinician could compromise a community’s access to all of these services.  

It is not just access to GP services that is affected by COVID-19. Most members of the 
multidisciplinary teams essential to provide holistic care are in short or limited supply in rural areas, 
including, depending on the region, nurses, and allied health professionals, including pharmacists, 
dentists, paramedics and Aboriginal health practitioners. Where there are existing staff shortages, 
the impact of staff contracting COVID-19 or having to quarantine and isolate, will have a devastating 
effect on the delivery of rural health.  

The scale and limited scope of rural health facilities, including in hospitals, is also material to 
considerations of workforce shortages and COVID-19 in rural Australia. Rural hospitals often do not 
have intensive care units (ICUs) or, where they do, they will often have only one or very limited beds 
or facilities such as ventilators. Any patients needing additional care must be transferred to larger 
centres. 

As we have seen with recent outbreaks, COVID-19 can have a major impact on the operations of 
small rural hospitals. These impacts include: 

• COVID-19 patients generally have a much longer duration in hospital, including in ICU, which 
significantly affects hospital capacity 

• many COVID-19 patients have been admitted to hospital through emergency departments, 
creating emergency department bottlenecks 

• emergency department bottlenecks and lack of capacity affects the hospital’s ability to deal with 
other critical health situations such as car accidents and heart attacks 

• hospital resources diverted to cope with COVID-19 patients adversely affect elective surgery and 
other basic primary care services, which are cancelled as a result 

• these effects are in addition to existing pressures on hospital capacities in areas where there are 
already difficulties in accessing services 

• even where hospitals have capacity and necessary equipment such as ventilators, there is limited 
capacity in rural areas for a surge workforce of appropriately trained staff. 

For health professionals working in rural areas, the awareness that even a small COVID-19 outbreak 
could overwhelm their hospital within days can result in significant additional stress and professional 

burnout. Research published in The Lancet91 in September 2021, highlights that physicians are not 

immune to mental illness, with between a quarter and a third reporting increased symptoms of 
mental ill health. Researchers found there is emerging evidence the coronavirus pandemic has 
exacerbated the mental health problems that were already increasing within the cohort of medical 

professionals. 

In this context, it is important to note the risk of healthcare workers contracting COVID-19, 
particularly prior to the availability of vaccination. Up to early July 2020, it was estimated that 
healthcare workers in Australia were 2.7 times more likely to contract COVID-19 than the general 
community.

92
 

For example, as of 20 January 2021, Victoria had recorded more than 3,500 healthcare worker 
infections. Of the clinical healthcare workers who acquired COVID-19 in a health care setting, 
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50 per cent were aged care or disability workers, 40 per cent were nurses or midwives, 4.8 per cent 
were medical practitioners and 3.2 per cent were healthcare workers in other occupations. A total of 
609 non-clinical workers in healthcare settings had a positive test for COVID-19, with 72 per cent of 
cases acquired in aged care settings.92 

It is important to note that many of these workforce issues are particularly relevant for Aboriginal 
and Torres Strait Islander communities, particularly those in rural Australia. The Aboriginal Medical 
Services Alliance Northern Territory (AMSANT), in its media release of 9 September 202193, 
highlighted that most of its clinics were short-staffed whilst having to deal with vulnerable 
communities with very low vaccination rates. They noted that, in the context of existing staff 
shortages, they needed a workforce at above normal levels so they could prioritise and carry out 
planned vaccination strategies and outreach to regional and local communities. Many in these 
communities are already at risk because of pre-existing high rates of chronic disease, lower life 
expectancy and limited health services. 

Border closures and travel restrictions 

Another significant effect of the COVID-19 pandemic on the rural health workforce has been border 
closures and travel restrictions. As noted earlier, many rural communities rely on locums or fly-in fly-
out health workforces. Many locum doctors and nurses are unable to travel to rural towns due to 
travel restrictions and border closures, creating a workforce shortage crisis. Further, there are 
ramifications for quarantine requirements associated with border closures, both in terms of time and 
expense. Health workers are unlikely to cross borders if they must quarantine for two weeks at their 
own expense, particularly if they cannot earn an income during this time. 

This has meant that, for some rural communities, health workers have not been able to travel to 
provide services. Alternatively, for health professionals living and working in rural communities, they 
have not been able to access locums so they can take leave, or in cases of illness or other 
unavailability. Therefore, many rural health professionals are experiencing exhaustion and burnout 
as they have been unable to take a break.  

This stress has been increased by the additional requirement of working longer hours to provide 
access to vaccination for their patients and communities. For those professionals operating in 
communities which have now seen significant outbreaks of COVID-19, this has meant additional 
pressure to service communities which are already significantly disadvantaged and often largely 
unvaccinated, in a context of pre-existing staff shortages and burnout. 

There have also been implications for border towns where hospital staff, GPs, allied health and other 
staff are working or living across borders. Border restrictions have caused significant disruption to 
the provision of health services in these regions and there have frequently been significant delays in 
resolving local issues. Border restrictions have also affected access to health services for local 
residents who may need to access health services on the other side of the border. 

Overseas trained doctors 

A critical element of the rural doctor workforce are overseas trained doctors. A Report by Medical 
Deans Australia and New Zealand (MDANZ)94 released in July 2021, found that while domestic 
medical graduates had increased by 86 per cent since 2007, Australia still relied heavily on 
international medical graduates in rural areas. As noted earlier, international graduates make up a 
significant proportion of the medical workforce in rural Australia. 

Overseas trained doctors are a key policy response to increase the number of doctors working 
rurally, with newly arrived overseas trained doctors required to work for up to 10 years in 
underserved, mostly rural, communities to access reimbursement for clinical services through 
Medicare. 
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Despite increases in the number of Australian-trained doctors, more than doubling since the late 
1990s, recent locally trained graduates are less likely to work either as GPs or in rural communities, 
particularly compared to local graduates of the 1970s–80s.95 

The border closures associated with COVID-19 have exacerbated the shortage of doctors in rural 
Australia, and the effect on international medical graduates as a mainstay of the rural doctor 
workforce. The supply of overseas trained GPs has decreased during COVID-19 due to border 
closures and other travel restrictions, along with changes in visa requirements. 

The pandemic has highlighted Australia’s reliance on overseas trained doctors to address shortages 
or maldistribution, and the resultant vulnerability of the health system. As noted in the MDANZ 
report, the closing of national borders due to COVID-19 exposed the fragility of this model and the 
need for Australia to build a more self-sufficient national medical workforce, less exposed to global 
shocks, particularly in areas of workforce need.  

The MDANZ report notes that selection, education, support and enablement of our future doctors 
must align with this need for greater self-sufficiency. Clinical exposure and experiences should 
positively reinforce the learning achieved through medical school, encouraging students and 
graduates to pursue career opportunities aligned to population health needs, whether in certain 
geographical areas or in medical specialties in short supply (such as general practice and psychiatry). 
We must also address the ‘hidden curriculum’ where systems preference and promote city-based 
and sub-specialty careers.94 

Students and training 

Another impact of the pandemic on the rural health workforce has been on health workforce training 
and students. The pandemic has affected training placements and examinations which influence the 
future supply of workforce. Recent research96 has highlighted this issue in a recent article, noting that 
junior doctors face uncertain career progression as a consequence of the pandemic. Key concerns for 
junior doctors are redeployment resulting in missed rotations and training opportunities, anxiety 
regarding cancelled examinations and learning activities, and a bottleneck in the workforce, with 
delayed progression and reduced opportunity to progress in 2021. 

Colleges are approaching the challenge of the pandemic by deferring, rescheduling, redesigning or 
cancelling exams. Despite all efforts to proceed, the unprecedented disruption to examination and 
assessment procedures in the pandemic leads to great uncertainty for progression of candidates to 
fellowship and ongoing career development. 

International medical graduates are also affected. Postponement of examinations will delay 
completion of training pathways throughout 2021 and possibly beyond. As a result, international 
medical graduates may experience delay in progression to general medical registration with AHPRA. 
These delays may impede progression to the next stage of a medical career in Australia, including 
specialist training programs. 

Telehealth 

The changes to MBS telehealth rebates introduced to support continuity of care during the pandemic 
were significant for the rural health workforce. Telehealth is often raised as an option for improving 
access to health professionals for people living in rural Australia. While telehealth can never replace 
essential face-to-face services, it can supplement and facilitate access to specialist and other 
services, not only in the context of the pandemic.  

Across Australia, maintenance of visits to GPs was supported by uptake of new telemedicine 
provisions. By April 2020, 36 per cent of GP consultations were delivered by phone or video. This 
level continued until August, followed by some reductions towards the end of 2020. In all, telehealth 

https://www1.racgp.org.au/newsgp/professional/racgp-welcomes-fast-tracked-img-visas-to-tackle-ru
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services accounted for nearly 33 per cent of Medicare-subsidised mental health services between 
mid-March and the end of December 2020.92 

d. any other related matters impacting outer metropolitan, rural and regional 
access to quality health services 

Models of care in rural Australia 

As outlined in this submission, there are many barriers to attracting and retaining a rural health 
workforce, and a diversity of programs and policies in place at the national and state or territory 
level. Despite the recognition of the issue of maldistribution of the health workforce across Australia, 
and the policy interventions over time, trend data discussed earlier in this submission reveal that 
these interventions are having limited success.  

The Alliance considers there are three key barriers to attracting and retaining a rural health 
workforce: 

• Professional – limited networking opportunities, clinical experiences, supervision and contacts; 
professional isolation and lack of support from peers; and work–life balance issues. 

• Financial – lack of financial viability for rural practices; the need to work across multiple settings; 
complex and multiple sources of both government and private funding; administrative burden; 
and business acumen requirements. 

• Social – lack of family and friendship network; social isolation; cultural and recreational 
limitations; and partner concerns including their career and children’s education.  

The Alliance is proposing a locally based RACCHO model of health delivery aimed at addressing the 
key barriers to attracting and retaining a rural health workforce. 

Models of care that work for metropolitan areas do not work in rural Australia. Developing a model 
of care for rural Australia requires all levels of government to commit to proactive, innovative and 
whole-of-system change rather than reactive, ad hoc and piecemeal approaches. RACCHOs are a new 
model of care specifically designed to address the challenges of delivering primary health care in 
rural settings. 

Rural Area Community Controlled Health Organisations 

As the Committee has seen, there are myriad government programs and initiatives seeking to 
address the maldistribution of the health workforce across Australia. However, these initiatives are 
fragmented and, overall, there has been little evidence of significant improvement to health 
outcomes or workforce challenges in rural Australia, over many decades. 

It is now time for governments to commit to initiatives that will produce real change in access to 
primary health care for people living in rural Australia.  

The conceptual basis of RACCHOs is informed by the ACCHO model which provides holistic, 
comprehensive and culturally appropriate health services for First Nations people. RACCHOs are 
organisations that will employ a range of health professionals including GPs, nurses and midwives, 
and allied health professionals such as physiotherapists, podiatrists and psychologists and, where 
required, pharmacists, paramedics and dentists. RACCHOs would also have close links with 
community pharmacies, infant health centres, dentists, paramedics, multipurpose services and local 
hospitals, and scope for supporting visiting specialists and other visiting health or social support 
professionals.  
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RACCHOs would offer secure, ongoing employment in a multidisciplinary team environment. This 
would provide health professionals with peer support and ready access to a wider network of social 
contacts across the local community. 

RACCHOs would provide community-based primary health services and, where required, in-reach 
services for residential aged care facilities, support for recipients of the NDIS, chronic disease 
management plans, and DVA health care. RACCHOs would also work as training hubs for the full 
range of health professionals and would link to universities and colleges to facilitate rural placement 
and training opportunities.  

RACCHOs are placed-based models of care, with no two RACCHOs the same, as no two rural 
communities are the same, and the circumstances and needs of each community are unique. Each 
jurisdiction needs their own model of rural health delivery, so the RACCHO model is not prescriptive. 
It will need to be adaptable to suit the needs and circumstances of each community, the current 
model for rural health delivery in each state or territory, and the needs and requirements of any 
existing health providers in the community. Noting the need for organisational governance flexibility, 
a critical element for RACCHOs is the need for strong local governance, management and leadership, 
with service planning based on local needs.  

In order to overcome the barriers to attracting and retaining staff, RACCHOs would provide secure, 
ongoing employment with a single or primary employer to maximise the attractiveness of positions, 
including the provision of leave entitlements, maternity leave, superannuation and other employee 
benefits. RACCHOs would not rely on practitioners establishing their own practices, therefore 
overcoming the problems attendant with operating a financially viable, stand-alone business 
including managing staff, and administration and compliance. Critically, RACCHOs represent a flexible 
employment model, adaptable to professional and community needs, which works with existing 
services (hospital, multipurpose service, GP or other health professional practices) and with scope for 
conjoint appointment. 

In major cities and large regional centres, health services are primarily supported through activity-
based funding in hospitals, and fee-for-service funding through Medicare. However, moving away 
from the large metropolitan centres, there is a greater reliance on block funding. This is because rural 
health services require certainty of funding to allow core services to be maintained. Variations in 
service levels will lead to variations in funding under ‘per service’ funding models, and this will not 
allow a stable service base to be maintained. In reality, block funding is the primary, sustainable 
funding mechanism to support small rural hospitals, community health services and Aboriginal health 
services. Therefore, we recommend block funding for RACCHOs. 

This block-funded model will require additional and specific funding from governments to ensure 
viability and in recognition of the existing deficit in rural health expenditure. It is not enough to base 
funding on the cost of existing access to services – it needs to reflect the legitimate level of demand 
for services. Funding levels must acknowledge that additional funding is necessary to ensure that 
RACCHOs are financially viable and can provide a comprehensive range of services in thin markets. 
Funding should recognise the increased costs of delivering health services in rural areas, and be 
indexed annually to reflect movement in costs to provide funding certainty and consistent income 
streams covering salaries, overheads and infrastructure. 

Need for open data 

The Alliance utilises publicly available data on the primary care workforce from a range of sources, 
including the Department of Health, AIHW, the Australian Bureau of Statistics, RACGP, MDANZ, and a 
wide range of other organisations. However, there is little data available to assess the effectiveness 
of government policies and programs, including those under the Stronger Rural Health Strategy. For 
example, no information is currently available about the utilisation of the Workforce Incentive 
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Program and its effectiveness in meeting policy goals, despite $513.6 million being invested in the 
program for the single financial year of 2020–21.97 It is unclear how much is spent on the Practice 
Stream which incentivises multidisciplinary practice, and the Doctor Stream, which reimburses 
doctors in rural areas. It is also unclear whether uptake of this program is increasing, decreasing or 
plateauing, and whether it is influencing rural GP retention or practice employment decisions.  

It is also unclear from the most recent health98 and disease expenditure99 reports by AIHW how 
spending by the Australian Government, state and territory governments, individuals and others 
differs by remoteness. This type of data would be very valuable in supporting more-targeted 
advocacy efforts and more dialogue around policy targets. 

The Alliance has emphasised the annual $4 billion gap in government expenditure on health services 
in rural areas compared to major cities. However, we are constrained by the limited available data 
and the information we collect from our stakeholders to determine where there are gaps in the 
provision of rural health services. Access to data is critical for the Alliance in planning and 
recommending policies that will best support the rural workforce to advance the health and 
wellbeing of their communities. Often, acquiring this information from government involves a cost 
recovery process, putting more pressure on the Alliance’s limited resources.100 The Alliance 
encourages governments to be more transparent in releasing this data at no cost to the public or 
other stakeholders, to support a better-informed policy discussion about access to GP and related 
primary health services.  

Extending the section 19(2) Exemptions Initiative 

Section 19(2) of the Health Insurance Act 1973 prohibits payment of Medicare benefits where other 
government funding is provided for that service, unless the Australian Government Minister for 
Health provides an exemption. Under the 2006–07 Budget, the Council of Australian Governments 
introduced the section 19(2) Exemptions Initiative (the Initiative) to improve access to primary health 
care in rural areas. 

Many rural patients have limited access to primary healthcare services due to the lack of private 
practices. To address this, many rural public hospitals have employed medical officers, practice 
nurses and allied health professionals to deliver non-admitted, non-referred services. The Initiative 
allows exempted sites to claim Medicare benefits for these services, which would otherwise be 
funded through another mechanism (such as the National Health Funding Pool). 

As of 25 November 2020, 118 active sites across New South Wales, Queensland, Western Australia 
and the Northern Territory have been approved under the Initiative. These states, as well as South 
Australia, participate in the Initiative through a bilateral Memorandum of Understanding (MOU) with 
the Australian Government. At present, these MOUs are active until 31 December 2021. 

Hospitals, health services, community health centres and multipurpose services across rural Australia 
often face difficulty providing adequate primary healthcare services in their community. In 
recognition of the funding challenges for primary healthcare services in rural areas, the longevity of 
funding under their MOUs should be extended. The Alliance recommends that the active period for 
public health sites under this Initiative be extended indefinitely to provide ongoing funding certainty. 
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https://www.aihw.gov.au/reports/health-welfare-expenditure/disease-expenditure-australia
https://onlinelibrary.wiley.com/doi/full/10.1111/ajr.12790


31 

 

National Rural Health Alliance Members 

Allied Health Professions Australia  
(Rural and Remote Committee) 

Federation of Rural Australian Medical Educators 

Australasian College for Emergency Medicine 
(Rural, Regional and Remote Committee) 

Isolated Children's Parents' Association 

Australasian College of Health Service Management 
(Regional, Rural and Remote Special Interest Group) 

National Aboriginal Community Controlled Health 
Organisation 

Australasian College of Paramedicine 
National Association of Aboriginal and Torres Strait 
Islander Health Workers and Practitioners 

Australian and New Zealand College of Anaesthetists 
and Faculty of Pain Medicine 

National Rural Health Student Network 

Australian Chiropractors Association  
(Aboriginal and Torres Strait Islander Rural and 
Remote Practitioner Network) 

Optometry Australia  
(Rural Optometry Group) 

Australian College of Midwives  
(Rural and Remote Advisory Committee) 

Pharmaceutical Society of Australia  
(Rural Special Interest Group) 

Australian College of Nursing  
(Rural Nursing and Midwifery Community of Interest) 

Regional Medical Specialists Association 

Australian College of Rural and Remote Medicine Royal Australasian College of Medical Administrators 

Australian Dental Association  
(Rural Dentists' Network) 

Royal Australasian College of Surgeons  
(Rural Surgery Section) 

Australian General Practice Accreditation Limited 
Royal Australian and New Zealand College of 
Obstetricians and Gynaecologists 

Australian Healthcare and Hospitals Association 
Royal Australian and New Zealand College of 
Psychiatrists 

Australian Indigenous Doctors' Association 
Royal Australian College of General Practitioners 
(Rural Faculty) 

Australian Nursing and Midwifery Federation 
(rural members) 

Royal Far West 

Australian Paediatric Society Royal Flying Doctor Service 

Australian Physiotherapy Association  
(Rural Advisory Council) 

Rural Doctors Association of Australia 

Australian Psychological Society  
(Rural and Remote Psychology Interest Group) 

Rural Health Workforce Australia 

Australian Rural Health Education Network Rural Pharmacists Australia 

Congress of Aboriginal and Torres Strait Islander 
Nurses and Midwives 

Services for Australian Rural and Remote Allied 
Health 

Council of Ambulance Authorities Society of Hospital Pharmacists of Australia 

CRANAplus 
Speech Pathology Australia  
(Rural and Remote Member Community) 

Exercise and Sports Science Australia  

 


