\V , Nationadl
7§ ° Rurql Heqlth The equitable, healthy and sustainable

access for rural, regional and remote

A"Idnce communities across Australia

17 July 2026

Senator Elle Whiteaker, Chair and Senator Penny Allman-Payne, Deputy Chair
Senate Standing Committees on Community Affairs

PO Box 6100

Parliament House

Canberra ACT 2600

community.affairs.sen@aph.gov.au

Dear Senators,

Re: NRHA Submission - Health Insurance Amendment (Incentive Payments and Other Measures)
Bill 2026

Thank you for your letter of 29 June 2026 inviting the National Rural Health Alliance (the Alliance) to
make a submission on the Health Insurance Amendment (Incentive Payments and Other Measures)
Bill.

The Alliance notes that the Bill has been developed to formalise the Commonwealth’s long-standing
use of incentive payments to support quality improvement, affordability, access, digital health
uptake, rural and remote service delivery, Aboriginal and Torres Strait Islander health outcomes,
after-hours care, health workforce distribution and education and training.

We note that the Bill is intended to provide a consistent legislative basis for those programs,
including existing programs such as the Bulk Billing Practice Incentive Program, General Practice Aged
Care Incentive, the suite of payments under the Practice Incentives Program and the Workforce
Incentive Program, while allowing program settings to be updated over time through subordinate
legislation.

The Alliance notes that many of the incentive payments covered in this legislation do support rural
regional, rural and remote (hereafter rural) practices. However, while these incentives have their
place and are important for viability and support of the rural health workforce, the incentives alone
are not providing the support needed for rural Australia. In fact, in some ways these measures are a
blunt instrument to making impactful changes which have been needed for many years, as seen in
the workforce situation becoming worse, not better.

In 2025, the Alliance commissioned Nous Group to analyse data to produce the report The Forgotten
Health Spend: A Report on the Expenditure Deficit in Rural Australia to provide updated estimates
and analysis of government-funded healthcare, pharmaceuticals, aged care and NDIS expenditure
and access across Australia and to compare spending between metropolitan and rural Australia. The
2025 report found that the annual gap in government spending on people living in rural areas
compared to people living in metropolitan cities (or the rural health spending deficit) was $8.35
billion, or an average of $1,090.47 and up to $4,701.89 per person, per year (age standardised).’

These findings highlight the intrinsic and systemic disadvantage and underfunding due to structural
challenges, shaping rural health service provision in Australia.

Addressing this disadvantage and inequity requires explicit flexible policy and infrastructure
recognition, funding allocation alongside coordinated, measured, flexible action across all levels of
government.
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General commentary

The Bill will improve transparency, legal certainty and accountability for Commonwealth incentive
payment programs. It strengthens safeguards around the use of public funds and provides a stable
legislative basis for existing programs. We note that an intention of some of the incentive payment
programs are to improve affordability, access and health outcomes, particularly in rural and remote
locations and encourage healthcare providers in rural and remote areas to deliver quality primary
care services and support local access to specialist health services.

However, we also note that the change will largely be symbolic and focuses on administration rather
than requiring Government to demonstrate improved patient outcomes or reduced inequity in
funding allocation and flexible policy.

There is no funding attached to these changes to address access, red tape reduction which will
improve productivity, flexibility and address inequity. Further, there needs to be safeguards so that
the rules cannot be changed to further incentivise metropolitan practices when the incentives should
be guaranteed to offer additional and targeted support for rural practices.

Delegated Powers and Rural Safeguards

The Alliance acknowledges the value of flexibility in administering incentive payment programs,
particularly during emergencies and disaster responses. However, we are concerned that the Bill
grants substantial discretion to the Secretary of the Department of Health, Disability and Ageing and
the Chief Executive of Services Australia regarding eligibility requirements, approvals, compliance
arrangements and exemptions.

While administrative flexibility may be appropriate in some circumstances, additional safeguards are
required to ensure that rural and remote communities do not continue to experience unintended
adverse consequences due to the lack of transparency. Many rural communities and the clinicians
who work there have been dealing with these consequences and this has resulted in chronic
haemorrhaging of clinicians. The Alliance recommends that changes to eligibility criteria and
exemptions be subject to transparent democratic decision making, discussions, reporting, monitoring
and demonstrate how the impact on rural, remote and underserved communities has been assessed.

Compliance and Administrative Burden

The Alliance recognises the importance of accountability and appropriate oversight of publicly
funded incentive programs. However, additional record-keeping, reporting and audit requirements
may place a disproportionate burden on smaller rural practices that often operate with limited
administrative capacity. This is especially important when it is publicly known we are already
underfunding rural communities and individuals compared to urban Australians, that are not jumping
through the same hoops purely because the system is built for them, but not rural Australia. This is,
an equity issue, which we can no longer pretend is not occurring.

Where compliance measures are introduced, every effort should be made to minimise unnecessary
administrative burden through automation, streamlined reporting processes and alignment with
existing data collections. Compliance systems should be designed to support rural providers rather
than diverting scarce clinical resources away from patient care. At the same time, accountability
arrangements must be consistently applied.
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The Alliance therefore supports a balanced equity approach that combines effective compliance
monitoring with streamlined administration. We do not want to see rural services and individuals
experiencing additional burdens that are not placed on people in the city when accessing basic
services.

Policy settings should firstly ensure the funding and services are distributed equitably, and reward
genuine service delivery while ensuring that compliance obligations remain proportionate and
achievable for rural and remote providers.

Rural primary care needs more than incentive funding

Incentive payments are linked to the MBS which fundamentally is an activity-based funding model
which may be viewed as encouraging shorter consultations (as is in urban areas with the luxury to
refer to specialists and other health and medical workforce) with higher throughput of patients.
People living rurally already have lower life expectancy (between 12-16 years lower) and higher
disease burden and access to primary care can already be limitedii as per $8.35 billion per annum
underfunding compared to city population.

Longer consultations are often needed to manage a range of issues together, noting the ability to get
access an appointment due to workforce shortages and systemic challenges can be a problem. While
not the subject of this legislation, the Alliance has called for flexible and rurally targeted healthcare
funding reforms. The Alliance believes that the most appropriate way to deliver such reforms would
be through a National Rural Health Fund. This would include blended funding models, with block
funding to supplement fee for service in small and remote communities where the fee for service
only model is not viable. Indeed, seeing that there is a massive underspend part of this funding can
be allocated to this National Rural Health Fund. In addition, there needs to be an introduction of
Rural Health Infrastructure funding for primary care where funds can be allocated to expansion of
multidisciplinary clinics, hub and spoke services to nearby towns or communities, housing for
trainees and health/medical students and training facilities.

The Alliance continues to call for such funding to be made available under the auspices of a much-
needed National Rural Health Strategy. There are existing programs which the Government has
invested in, which can be placed under this funding, in addition to the Medical Workforce Strategy,
the National Health and Medical Research Strategy, and so on. The Alliance welcomes the
commitment from the Australian and State/Territory governments through Schedule F (Better Health
Equity for Rural and Remote Communities) to the new and current National Health Reform
Agreement (2026-2031). This Committee must hold these governments to account, implementing
the commitments made through the National Rural Health Reform Agreement to rural communities,
and in particular the commitments outlined in Schedule F.

Specialist Workforce and Rural Access

The Alliance notes that the Bill is overwhelmingly focused on general practice, with only limited
reference to specialist care through incentives designed to encourage general practitioners to
improve local access to specialist services.
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While support for general practice, especially Rural Generalism is essential and appreciated, this
approach does little to address the “Health workforce infrastructure problem” which ensures the
underlying shortage and maldistribution of specialist medical practitioners in rural, remote and
regional Australia, is improved.

Many rural communities are experiencing declining access to specialist services, with shortages
worsening across numerous specialties. Incentive payments may support service delivery at the
margin, but experience over several decades demonstrates that financial incentives alone are
insufficient to address entrenched workforce maldistribution. Despite longstanding incentive
programs, rural Australians continue to experience poorer access to specialist care than their
metropolitan counterparts.

This burden is then borne by patients and the 30% of population (7.4 million people) who live in rural
Australia, seen via earlier death, burden of disease and despite the underfunding and under service,
having to subsidise the Government by paying for travel and accommodation (only partly funded via
another administrative burden - the patient assistance transport schemes), including time away from
family and work.

The Alliance submits that rural workforce policy must move beyond incentive payments as a primary
mechanism and address the broader structural factors influencing workforce distribution. In
particular, greater investment is required in rural training pathways, local training capacity, and the
infrastructure needed to support specialist education and professional development in regional
settings.

Evidence from programs such as the Rural Generalist Pathway demonstrates that rural origin
students in particular, and training clinicians in rural locations significantly improves the likelihood
that they will remain in rural practice. Similar approaches are needed across specialist medicine. This
includes:

e Expanding specialist training positions based in rural and regional communities.

Supporting rural-origin, rural-trained and Aboriginal and Torres Strait Islander trainees.
e Providing adequate funding for supervisors, educators and training practices.

e Supporting trainees and their families through accommodation, relocation assistance,
childcare access and other practical measures.

e Investing in digital connectivity, teaching facilities and accommodation infrastructure
required to sustain rural training programs.

e Starting with the most needed specialist professions e.g. Anaesthetics, Ophthalmology,
Orthopaedic Surgery, General Surgery and Psychiatry.

The Alliance particularly supports the development of rural "flipped" training models, whereby
trainees are mainly rural origin and primarily based in rural communities and undertake only those
limited periods of training that require access to and experience in major tertiary facilities.

Such models reverse the traditional metropolitan-centric approach to specialist training and better
support long-term rural workforce retention.
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This type of training program can be run with Rural Clinical Schools, in Hubs and run aside the
College/Association Urban only training OR Urban/Rural training pathways, so not to reduce the
opportunities, but grow the training.

Alongside this, greater investment is needed in locally coordinated multidisciplinary training hubs and
communities of practice which includes rural clinical schools and health and nursing clinical schools,
possibly the RFDS, Local Governments (which often invest and run primary care).

Rural health professionals learn and work as members of integrated teams, and training systems
should reflect this reality.

Well-supported regional education and training hubs can foster professional development,
collaboration, mentoring, research and collegiate multidisciplinary support across disciplines,
creating learning environments that attract and retain clinicians in rural areas.

The Alliance believes that incentive payments should be recognised as only one component of a
broader workforce strategy. Without flexibility, complementary investment in rural education,
training, supervision, infrastructure and professional support, incentive programs alone will not
achieve the workforce distribution outcomes that rural communities require. There are positive
solutions which work.

Finally, the Alliance has heard from primary care clinics that they are concerned that the Government
will not commit to ongoing indexation that reflects CPl and practice growth costs. Indeed, while we
applaud the Government in the recent increase of Medicare patient payments, historically since 1984
Medicare has only paid patients an average of 1% indexing. The Alliance recommends the legislation
could be improved by a commitment to transparency and an ongoing commitment to appropriate
indexation of MBS payment for patients, as well as medical and health workforce and practice
incentives funding.

Thank you for the opportunity to provide these views to the Committee. | would welcome the
opportunity to provide further information should any aspect need to be clarified and look forward
to our continued and productive work with the Committee and Department of Health, Disability and
Ageing.

Yours sincerely,

Susi Tegen

MBA, BA, FAICD, FGIA, GCCM, DipEd, GCRL, FARLF
Chief Executive

National Rural Health Alliance

i NRHA (National Rural Health Alliance) (2025), The Forgotten Health Spend: A Report on the Expenditure Deficit in Rural Australia.
it NRHA (National Rural Health Alliance) (2025), Rural Health in Australia Snapshot 2025
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