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National Rural Health Alliance Survey Responses to the 
Working better for Medicare Review. 
The following responses were provided by through a survey portal at the Department of Health 
and Aged Care - March 2024 

 

1. Main Issue 
In your view/experience, what are the main issues regarding access to primary care, GPs and/or 

medical specialists, and their distribution across Australia? 

Rural, remote, and regional (rural) Australians and communities make up 30% of the Australian 

population and experience poorer health than their urban counterparts. The maldistribution of the 

health workforce contributes significantly to this situation due to reduced access to health services. 

Moreover, rural Australians have a higher prevalence of health risk factors and rate more poorly 

against the social determinants of health, despite their significant economic contribution to 

Australia’s wealth. The burden of disease in remote areas is 1.4 times greater than in major cities; 

when compared to the rate in major cities, potentially avoidable deaths in very remote Australia are 

2.5 times higher in males and 2.8 times higher in females; and life expectancy (years) is generally 

lower for people living in remote areas and it varies between geographic areas by 14.1 years (males) 

and 12.4 years (females). Sixty percent of Aboriginal and Torres Strait Islander people live in rural 

Australia. They have lower life expectancy and a higher burden of disease than non-Indigenous 

Australians.  

Yet the distribution of the health workforce and training for the future workforce is skewed towards 

metropolitan locations. This is combined with the fact that the costs of service delivery in rural 

Australia are higher and the tyranny of distance large. Patient through-put in small primary health 

care businesses is reduced, due to more complex cases, smaller teams, and population dispersal over 

vast distances. This occurs in the context of populations with lower incomes, on average, and hence a 

reduced ability to pay for care. While Medicare was developed as a public health subsidy to patients 

rather than covering the whole cost of service, consumers are being advised they should be bulk 

billed providing further pressure on rural health practices. Thus, it is difficult to run a sustainable 

small primary health care or multidisciplinary business in rural locations.  

There is a declining number of medical students choosing general practice (from 40% in the mid-

1980s to 15%) as their preferred practice specialty which is an issue for growing our own workforce 

in Australia, and a reflection of levers that have not kept up with economic, societal and above all 

rural needs and trends.  We need to train more GPs in Australia and have them distributed more 

evenly across the country. Australia still relies on international medical graduates (IMGs) to fill 

workforce gaps across Australia, and particularly rely on and value them in rural and remote 

locations, with more than 50% now internationally trained.  There are, however, still ethical issues of 

poaching from other countries that rely heavily on their own health workforce and the fact that a 

vast majority of internally medical graduates do not stay longer than 1 – 2 years with no intention of 
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staying in rural areas, despite claiming this was the case, again flooding an oversupplied urban 

market. 

The pressure from metropolitan and outer metropolitan areas to fill their workforce shortages and 

access to distribution levers to support this means there is increased difficulty for rural areas to 

attract the health professionals they need. 

The distribution levers review importantly has a medical practitioner focus, yet workforce 

maldistribution occurs across the majority of health professions.  Further work is required to 

determine how levers can be used to support nurses, midwives, dentists, pharmacists, Aboriginal 

health service providers and allied health professionals to practice and be supported in rural 

locations. Levers need to be placed in the context of the whole of clinician journey (from secondary 

school to university, to post graduate training and along the career journey) and the broader policy 

environment. Hence, it is essential that the Australian health and education sectors are focussed on 

improving recruitment of rural origin students into rural medicine, general practice, and rural 

generalist training programs to generate a larger pool of medical practitioners for the whole country 

to draw on. Accordingly, recruitment of rural students into medical and healthcare degrees and the 

provision of end-to-end training in rural Australia, is just as vital to workforce planning and 

management, as the distribution levers. On their own the levers tweak around the edges, but as part 

of a broader suite of policies, can make an enormous difference to the likelihood that a person will 

stay rural. 

Unlike the police force, defence force, the resources sector and other sectors, the support of rural 

medical and health practitioners is not strategic, nor generous. Considering we rely on these 

clinicians on the front line, it is uncanny, that this is the case. 

 

2. Positive impacts on access 
How do the specific workforce distribution levers being reviewed help or support access to primary 

care, GPs and/or medical specialists? 

General comment 
Access to health care services would be even worse if Australia did not have the professional 

expertise of overseas trained health professionals. Rural Australia relies heavily on, and benefits 

from, the services and care provided by health professionals who have studied and trained in other 

countries. In many cases, if it were not for overseas trained and qualified health professionals, rural 

communities would not have access to essential care at all. However, international medical and 

health graduates, whether generalists or specialists, were never meant to fill the long-term gap to 

the scale they are currently filling in rural Australia. More than 30 years later, they are still not the 

long-term solution to “growing our own” for rural Australia, as we know from research that rural 

students are more than seven times more likely to stay or go back to rural areas, as are Aboriginal 

and Torres Strait Islander practitioners.  

The distribution levers are a tool to enable improved geographic distribution and quality of medical 

professionals who choose or are required to practice in rural Australia. They do not however, ensure 

they stay for the period they have been allocated, and the system allows for the drift towards the city 

again within a brief period. This has also allowed for playing of the system - for example, going to NZ 

first, and then coming into Australia via fast track. These distribution levers were developed to 

support rural Australia to have access to medical and health professionals. While it is acknowledged 

https://www.health.gov.au/our-work/working-better-for-medicare-review#distribution-levers
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that some outer metropolitan areas also face workforce shortages, the use of distribution levers 

should prioritise and incentivise clinicians to practice in rural and remote locations and to stay there 

for an adequate length of time 

Comments specific to section 19AA 

No additional comments here 

Comments specific to section 19AB 

No additional comments here 

Comments specific to the District of Workforce Shortage (DWS) classification 

Use of the District of Workforce Shortage (DWS) does help and support the rural workforce in as 

much as the intention is to so support specialists to move to locations classified as Remoteness Area 

(RA) 3 or greater.  

 

Comments specific to the Distribution Priority Area (DPA) classification 

In 2021 the Department of Health and Aged Care commissioned the NOUS group to review the DPA 

classification and system with major recommendations for reform and improvement. The 

Department also responded to this report. We need to go back to this NOUS report, address the 

MMM2 change which has impacted rural communities and provides a workforce to outer suburban 

regions, and review the recently published National Medical Workforce Strategy for solutions. This 

will allow for appropriate short, medium, and long-term changes to ensuring a future rural 

workforce. 

The intention of the DPA was to provide medical practices in rural and remote areas with access to a 

broader recruitment pool of General Practitioner (GP) doctors, including both IMG and Bonded 

Medical Program participants. As far as the DPA is used to support, encourage, and require more 

health professionals to practice rurally, it is a positive measure.  

Comments specific to the Modified Monash Model (MMM) classification 

MMM is a more nuanced and sophisticated geographic classification system which, while always 

open to improvement, provides a mechanism to align the variances in Australian geography moving 

from metropolitan centres to remote locations. It combines population size other factors critical to 

workforce planning. It is a useful tool and well understood, with health the workers, the health 

system, local governments, and jurisdictions understanding the classification and intent.  

The fact for rural is that there is a major discrepancy in healthcare access, expenditure, and health 

outcome in MMM5-7, and the distribution levers must have the ability to measure and support the 

rectification of this reality. Making significant changes to this classification system now, would make it 

difficult to monitor the impact of policy implementation over time.  

 

3. Negative impacts on access 

How do the specific workforce distribution levers being reviewed hinder or limit access to primary 
care, GPs and/or medical specialists? 
General comments in response to this question 

https://www.health.gov.au/our-work/working-better-for-medicare-review#distribution-levers
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IMGs have made important contributions to rural Australian healthcare. They make up a substantial 

proportion of the rural workforce. This is especially so because rural training programs have a long-

time lag and have been underfunded in the past and require support to recruit rural students, as 

they are more likely to stay or come back to rural areas. This includes Aboriginal and Torres Strait 

Islander students who wish to train in rural areas. 

However, it is important to recognise Australia’s wider international obligations to not construct a 

national workforce strategy that disproportionately harms the health services of other nations and  is 

an ethical dilemma (as we have been recruiting from lower income countries that require this 

workforce for more than 30 years and it has become worse).  

The distribution levers are the instruments to entice or require health professionals (mainly doctors) 

to move rurally and to support them through incentive payments that increase with rurality. 

However, more attention needs to be given to ensuring that health professionals stay, rather than 

receiving an exemption after a year or so. This continuous revolving door sends the wrong message 

to future doctors, and above all the local community. It also disrupts continuity of care and burdens 

rural primary healthcare business owners who repeatedly go through the process of recruiting, 

supporting and supervision IMGs. 

IMGs practicing rurally need to be supported via mentoring, training, family support and onboarding 

so that they “choose” to stay rural, and they feel welcome and at home with their families to be part 

of local communities. The Defence force does this well. Further support needs to be dedicated to 

resourcing the health professionals that supervise and mentor IMGs and other health professionals 

coming from overseas to work in rural locations. Non healthcare professions would not carry this sort 

of supervision and mentoring responsibility without real financial and administrative support. 

Another factor is that private medical and other health practices cannot afford the costs and risks 

associated with sponsoring IMGs and other health professionals when there is a high likelihood that 

a person will not meet the overly rigorous and lengthy immigration and qualification and skills 

recognition requirements. Practices cannot afford this out-of-pocket expense when there is no 

guarantee that the practitioner will make it through the process or stay for an appropriate length of 

time at the practice, because many just leave for the city through exemptions.  

Further, IMGs and other health professionals can deskill when they are going through the lengthy 

application process. Colleges, interview panels and jurisdictions need to be supported financially so 

that applications are processed in a reasonable timeframe. The current system does not recognise 

this, nor does it put supports and measures in place to mitigate the risks of this deskilling. 

The distribution levers have been principally used to attract and support retention of medical 

practitioners. They have an opportunity to be utilised more broadly to attract and retain other health 

professionals which are part of the multidisciplinary team and make up essential primary health care 

and Aboriginal and Torres Strait Islander health services in rural areas. 

Comments specific to section 19AA 

Section 19AA applies to every doctor who registered to practise medicine in Australia on or after 1 

November 1996. The Australian public expect a certain standard for health practitioners. Not 

achieving the equivalent or the FRACGP or FACRRM, means we are willing to have doctors who do 

not meet the standards expected of our current trainees. 

Rural populations should not have a clinician of lesser standard and if anything, we need to support 

our rural doctors further to take on trainees in their rural practices, but also reward them 
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appropriately for training the future workforce by offering administration and reimbursement for 

their time. 

 

Comments specific to section 19AB 

Overseas trained doctors and foreign graduates of an accredited medical school can access Medicare 

benefits if they work in certain locations and meet eligibility requirements under section 19AB. 

However, the number of people who receive exemptions seems to be growing, allowing them to 

move to urban centres. This goes against the reason for the policy in the first place. It is 

understandable if the person requires some training in an urban teaching hospital, however the 

contract is for rural, not urban. 

This also sends a negative message to rural communities, who feel they are at the behest of revolving 

medical practitioners, impacting on their access to continuity of care. All doctors, whether IMGs or 

locally trained clinicians, need to meet the same standard, and rural Australia should have doctors 

with the same skills, if not greater than urban populations, due to their small workforce, population 

health need and rural settings. 

Comments specific to the District of Workforce Shortage (DWS) classification 

While the intention of DWS is to encourage specialists to work in regions with workforce shortages, 

anecdotally, we hear that some IMGs do not fulfil their agreed 10-year moratorium and return to an 

urban centre earlier. This results in further shortages and strain on the remaining healthcare 

workforce. 

Comments specific to the Distribution Priority Area (DPA) classification 

Originally designed to facilitate the employment of IMG doctors in the most challenging-to-recruit 
areas (MMM3-7), the DPA program granted exemptions to these doctors, allowing them to provide 
Medicare Benefits Schedule (MBS) billable services. However, to address minor workforce shortages 
in MMM2 and outer urban regions, the scheme was extended in 2022 to support employment in 
these areas. Unfortunately, this decision led to a significant migration of IMG doctors from MMM3-7 
to MMM2 and outer metropolitan areas, exacerbating recruitment challenges in the former. 
Consequently, recruiting for MMM3-7 vacancies has become substantially more difficult. The 
sustainability of existing rural practices and the establishment of new practices is becoming 
increasingly unviable in many situations. 

Comments specific to the Modified Monash Model (MMM) classification  

Generally, the MMM as a policy and funding lever is positive and while it can always be refined and 

improved with updated data, it is the most accurate tool available to distinguish between 

metropolitan, large regional, rural, remote, and very remote areas.  

The Alliance has observed that MMM5 regions have unique challenges. Small rural towns (MMM5) 

have 60% fewer healthcare professionals compared to major cities (classification MMM1) and as a 

result, there is a critical shortage of health services in the MMM5 classification.   

Locum doctors receive higher pay rates for working in MMM3-7 regions compared to permanent 

staff. While some locums play a vital role and remain committed to returning to rural areas, others 

are less dedicated to maintaining ongoing relationships and care within the region. This perspective 

may influence junior doctors to opt for locum positions rather than committing to permanent 

positions in MMM3-7 when there is a need for additional doctors. 
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4. Impacts on availability of training. 
How do the specific workforce distribution levers being reviewed impact the availability of training 

opportunities for primary care, GPs and/or medical specialists? 

 

Some IMGs encounter difficulties in adhering to the 10-year moratorium if they struggle with 

support for training, isolation, discrimination, lack of family support, or find it difficult to develop 

attachment to the region. Jurisdictions often do not provide the support that they should with 

learning and upskilling of IMGs. The supervisory requirements of existing rural general practitioners, 

which are often substantial, are not adequately remunerated, making it challenging for a small rural 

practice to sustain. 

Similarly, supervising doctors are required to maintain their knowledge and skills to supervise junior 

doctors and IMGs. Supervising doctors may also be transitioning to a rural area and require similar 

support for their families as IMGs. 

The current levers do not acknowledge the necessary support and training for both IMGs and 

supervising doctors as they transition into rural areas.  

5. Impacts on quality of practice. 
How do the specific workforce distribution levers being reviewed impact the quality of practice for 

primary care, GPs and/or medical specialists? 

 

The Alliance supports measures which add a rurality component to General Practice and Workforce 

Incentive Payments and other programs which support more health professionals to work, educate, 

or supervise in rural and remote locations. Increased costs associated with distance from 

metropolitan locations is a major issue for rural practitioners and incrementally increasing incentives 

based on rurality goes some way to meeting these differential costs. This has an impact on the 

quality of practice that is offered and delivered. 

 

6.Solutions 
Support must be given, where practitioners currently work and serve communities, as well as train 

and supervise our future workforce, whether they are internationally or Australian trained. It is much 

easier to keep a practitioner, than to recruit a new one. 

In relation to the distribution levers being reviewed, the Alliance asserts that the following should be 

considered: 

• ensure the process for IMGs to come and work in Australia is streamlined and that 

appropriate support is provided to IMGs and recruiting practices 

• ensure that appropriate mechanisms exist to support all practitioners transitioning to rural 

practice, in a holistic manner, to make it more likely they will stay 

• review the length of the moratorium on access to MBS funding for IMGs to ensure it is 

appropriate, with a concurrent focus on being stricter about the exemptions which enable 

medical practitioners to withdraw from their rural obligations 

https://www.health.gov.au/our-work/working-better-for-medicare-review#distribution-levers
https://www.health.gov.au/our-work/working-better-for-medicare-review#distribution-levers
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• review the policy intent of the distribution levers to ensure they are, in fact, focused on 

improving workforce distribution in rural and remote areas and ensure their functioning 

aligns with this intent 

• similarly review the MMM classification system to ensure it is providing an accurate 

representation of the areas experiencing the greatest need. 

The government needs to make clearer the policy intent of distribution levers. Are they measures to 

support rural and remote or are they not? The Alliance considers there has been a policy drift which 

has left rural health stakeholders uncertain about the government’s objectives, indeed angry that 

urban and outer urban Australian’s are again receiving more access than they are, despite their 

health needs and the lack of health expenditure in rural areas. Most of the distribution levers were 

designed specifically as part of a clear policy to attract and retain a rural workforce. With the 2022 

change to include MMM2 and outer metropolitan areas as part of the DPA, this priority for 

supporting rural Australia has been diminished.  

Several policy initiatives are needed to target the shortfall of primary healthcare professionals, 

including GPs, in rural and remote Australia, more broadly. These policy initiatives will need to: 

• address the shortfall in medical students choosing general practice;  

• increase the opportunities for extended rural training and placements;  

• increase incentives to attract and support a rural health workforce, ensuring the viability of 

rural practices (especially via adequately funding the provision of supervision); and  

• support the introduction and funding of rural-specific models of care such as the Alliance’s 

Primary care Rural Integrated Multidisciplinary Health Service (PRIM-HS) model of care and 

funding.  In addition, a rural MBS item number for rural generalists may be part of the 

solution. 

Evidence shows that students from rural backgrounds are exponentially more likely (7X) to return to 

a rural region to pursue a medical career. Expanding more (and longer) placements for rural students 

with financial support, will contribute to positive rural workforce outcomes.  

Additionally, universities and medical colleges should allocate and quarantine a larger proportion of 

training placements for rural origin students i.e. primary and secondary school, and students and 

trainees who aspire to pursue the rural generalist training pathway. 

Rural clinical schools that wish to collaborate, such as the AIDA, ACRRM, RFDS and University Rural 

Clinical School ARMA models, where rural and Indigenous students are taken into the rural university 

pathway for medicine and later if interested rural generalist training via ACRRM, would be a good 

start. Indigenous Elder and student feedback to this consortium has indicated that they would like to 

study on country close to their families. This is a long-term strategy, but innovative solutions cannot 

compete with the “usual” programs which are often very much metropolitan and privilege focused. 

Further work is required to prioritise using effective distribution levers to help train, attract and 
retain a broader range of health professionals in rural areas to support primary healthcare and 
other health care. The maldistribution of the workforce extends beyond medical practitioners. This 
review provides an opportunity to leverage the role of the multidisciplinary health workforce outside 
of consultant medical specialists and general practitioners/rural generalists as critically important to 
addressing workforce maldistribution issues and hence issues of access to primary healthcare in a 
holistic manner. This is particularly relevant given the current departmental policy focus on looking at 
health professional scope of practice (as per the Scope of Practice review), and consideration of 
options to better enable and embed multidisciplinary and collaborative models of care.   
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Levers need to be placed in the context of the whole of clinician journey (from secondary school to 

university, to post graduate training and along the career journey) and the broader policy 

environment. On their own, the levers tweak around the edges, but as part of a broader suite of 

policies, can make an enormous difference to the likelihood that a person will stay rural and in 

supporting better health outcomes for rural communities. 

Unlike the police force, defence force, the resources sector and other sectors, the support of rural 

medical and health practitioners is not strategic, nor generous. Considering we rely on these 

clinicians on the front line, it is uncanny, that this is the case. 
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