Central Australian

Aboriginal Congress
ABORIGINAL CORPORATION | I1cN 7823

Central Australian Aboriginal Congress

Submission to the Working Better for Medicare Review
11 March 2024

1. Congress is a large Aboriginal Community Controlled Health Service (ACCHS) based
here in Mparntwe (Alice Springs). Established 50 years ago, Congress is one of the
most experienced organisations in the country in Aboriginal health, a national leader
in primary health care, and a strong advocate for the health of our people. Congress
delivers comprehensive primary health care services to more than 17,000 Aboriginal
people living in Mparntwe and 8 remote communities across Central Australia. Our
comprehensive approach is based on three interlinked strategies which includes:

e Multidisciplinary clinical care
e Health promotion and disease prevention; and
e Action on the social, cultural, economic and political determinants of health.

Access to primary care, GPs and/or medical specialists, and
their distribution across Australia

2. Congress currently has 10 FTE GP vacancies out of a total workforce of 28 FTE GPs.
We only have 3 GP registrars compared to a period for many years when we had more
than ten. The combined impact of this is that Aboriginal people in Central Australia are
not getting the level of care that they need and in particular preventive care has
declined in terms of access to Adult Health Checks and care plans. Urgent Care is being
provided but the planned, preventive care is less available than it should be. It is
unacceptable that once again we are in a GP workforce crisis and all of the solutions
that have been put in place up to now have not been sufficient.

3. There has been a persistent and systematic policy failure of the Australian Government
to regulate the distribution of the medical workforce, with an over-reliance on market
forces to provide equitable access to primary health care in particular. This has meant
that Aboriginal people living in remote areas, the sickest people in the country, have
been not had access to primary health care relative to need.

4. In 1947, Australia came close the implementing a national health service. If this had
happened, salaried GP positions in all regions of the country would have delivered a
greater focus on equity of access. However, the conservative side of politics supported
by organized medicine ensured that this did not eventuate, and Aboriginal people in
remote areas in particular suffered another for nearly 30 more years before there was
to be a substantial policy shift toward a universal health care system. There should be
no doubt that in this period many Aboriginal people died of readily avoidable deaths
due to lack of access to basic primary health care.
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5.

10.

Medibank, introduced by the Whitlam Labor Government government in 1975, was
Australia’s first attempt at a universal health care system albeit within the constraints
of the failure to establish a national health service. Importantly, Medibank did not rely
on market forces alone to ensure that disadvantaged communities had equitable access
to primary health care. The architects of the original Medibank scheme, John Deeble
and Richard Scotton, were in fact explicitly clear that market forces alone would only
lead to good access to general practitioners in the wealthier areas of the country,
largely capital cities. They recognised that a different approach was needed to ensure
equitable access to GPs in disadvantaged communities and recommended a specific
grant program to fund the establishment of community controlled health services in
disadvantaged communities, including many Aboriginal communities. Thus Medibank
was a combination of Fee for Service private medicine in wealthy areas and the
Community Health Program funding community controlled health services in
disadvantaged areas.

When Congress began it health service in 1975 it was with a program grant from the
Medibank community health program. Congress then employed the first two general
practitioners to ever work in Alice Springs. This demonstrated very clearly that salaried
positions in community controlled health services could attract GPs to a town where
the market had failed to deliver.

The Community Health Program met with opposition from both State and Territory
governments and organized medicine, and a subsequent conservative government
handed back responsibility for community health to the States and Territories. As a
result of this political compromise, when Medicare was established in 1984 it only
include Fee for Service Medicine and the Community Health Program was discontinued.
This dramatically undermined equity of access to primary health care as now market
forces would primarily determine where GPs chose to work. This has led to increasing
maldistribution and inequity over time.

Aboriginal community controlled health services were able to withstand the assault on
the former Community Health Program and, funded through Aboriginal specific
funding, were able to continue with the delivery of primary health care to the
communities they served.

This worked for a while to ensure reasonable access to GPs for Aboriginal people in
Alice Springs but over time the level of funding that Aboriginal community controlled
health services received became inadequate and they were not able to offer
competitive salaries. When responsibility for Aboriginal health became part of ATSIC
(1990) there were nowhere near enough funds to address the unmet needs in
Aboriginal communities and Aboriginal health services could not compete with
mainstream general practice and other employment opportunities for GPs in the private
sector.

In this era, Congress had an annual budget of less than $5 million per year as ATSIC
had to try to fund everything in Aboriginal communities, from health services to houses
to community development. As a result, by 1995 Congress was reduced to 3 full time
equivalent GPs while provide a 24/7 on call primary medical care service as well as the
medical service to the Alice Springs jail. This was at a time where the demand for
complex, coordinated primary health care for Aboriginal people was dramatically
increasing as the chronic disease epidemic first became evident with diabetes, renal,
heart and lung disease.
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11.

12.

13.

14.

15.

After much advocacy from Congress and other services some effective policy solutions
were put in place by the Commonwealth which we will outline under the “solutions”
section of this submission.

Congress emerged from the workforce crisis in the mid- nineties through two successful
pathways.

a. The first was due to an expansion in the Northern Territory GP training program
which led to the establishment of NTGPE. This meant that Congress began to
benefit from more Australian medical graduates who came to Alice Springs as part
of their GP training. A significant number of these GPs stayed on in permanent
employment after they attained their fellowship, and some are still working at
Congress today.

b. The second major pathway was International Medical Graduates (IMGs). Congress
was able to employ IMGs with full access to Medicare under supervision
arrangements approved by the NT Medical Board. This took a great leap forward
when Minister Wooldridge introduced in 1999 the new Overseas Trained Doctor
(OTD) scheme which required IMGs to train to fellowship level with the RACGP but
critically also gave access to full citizenship and unrestricted medical practice after
5 years in an MM7 location and ten years in MM6. Congress has 4 GPs still with us
today who commenced under this scheme and many more who stayed more than
5 years along the way. It is a tragedy that this scheme was removed, and it needs
to be re-established.

The COVID era highlighted just how much Australia had come to rely on IMGs as a
solution to our workforce needs in areas of need: once the borders closed, access to
IMGs ceased for a few years. Prof Brendan Murphy on one of his visits to Congress
explained that Australia has a total medical workforce of more than 100,000 doctors
and each year we need to replace about 7.000 of these. We only train about 3,500 per
year which means we are reliant on this number again coming from overseas. Within
2 years of border closure Australia was about 7,000 doctors short and when the borders
re-opened the IMGs were allowed into MM1 and MM2 locations to the great
disadvantage of remote areas.

It is unacceptable for a wealthy nation like Australia to rely so much on IMGs. We need
to train enough doctors every year to at least meet our own needs and not rely on
other countries to provide our medical workforce, especially when so many of those
are developing nations with significant health care needs of their own.

During this period competition for the remaining GPs in Australia became much greater
and Congress and other Aboriginal community controlled health services did not have
the funding base to be able to compete with the remuneration packages being offered
by State and Territory governments and at times by local government. In Central
Australia for example, the remuneration packages being offered to Rural Medical
Practitioners (GPs) became well over $400,000 p.a. and they almost all live in Alice
Springs and fly in and out to remote communities on some days of the week. There is
a lot of non-patient contact time in these arrangements and these positions are largely
protected from the constant demand from the Aboriginal community for medical care
as they are not based in the community.
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Part 2 Solutions

Recommendation 1. The Australian Government should take sole
responsibility for funding the primary health care system with a core guiding
principle of achieving equity of access

16.

17.

18.

19.

20.

Congress has argued for many years that Australia needs one tier of government to
be fully responsible for funding the primary health care system, at least in Aboriginal
health (Congress-response-to-Primary-Health-Reform-Discussion-Paper-FINAL-July-
2021.pdf (caac.org.au)). Given the reality that Medicare is already the primary funder

of primary health care in Australia, it makes sense for the Australian Government to
be fully responsible for funding (but not providing) primary health care. This would
stop the buck passing that has occurred over many years in Aboriginal primary health
care and enable the Commonwealth to properly fund the transition to Aboriginal
community controlled health services as the best practice, providers of choice in
accordance with the Closing the Gap Agreement.

It would also enable the Australian Government to re-establish community controlled
health services more generally as the major way that disadvantaged regions would get
better access to primary health care. The model of community control primary health
care could once again become mainstream rather than isolated to some Aboriginal
communities. Finally, the Australian government could implement the vision of the
1989 National Aboriginal Health Strategy that every Aboriginal community should have
its own community controlled health service.

Key to the success of the single primary health care funder model would be the
establishment of national benchmarks for salaries for GPs across Australia working in
different levels of remoteness. This would be possible for a single funder of General
Practice and would stop the internal competition between states and territories that
leads to GPs going to areas that can afford to offer the highest price. Salary levels for
GPs working in community controlled health services would need to be comparable to
GPs working in private practice or perhaps even a little higher as community controlled
health services would be in disadvantaged communities.

If Aboriginal community controlled health services had sufficient funding to be able to
pay GPs in accordance with national benchmarks based on remoteness then there
would not need to be additional payments over and above the total remuneration
packages. This would mean retention payments could be internalised into the agreed
salary benchmarks for GPs.

Any change to the Modified Monash Model would need to be very carefully considered
so that remote and very remote areas do not get downgraded in any way as it is these
areas that are having the most difficulty in recruiting and retaining GPs.

Recommendation 2. Re-establish a national institution that collect reliable data
on the distribution of the medical workforce

21.

If there is a policy goal to achieve equity of access to General Practitioners throughout
Australia there needs to be a national data collection system that enables accurate
reporting on where GPs are working in Australia. This needs to include GP population
ratios by postcode. At present, the different data collection system give very different
assessments of the distribution of GPs.
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Recommendation 3. Train enough doctors to meet our own medical workforce
requirements

22.

23.

Australia needs to train enough doctors to meet out medical workforce needs. This
should primarily be achieved by ensuring that medical schools are created or expanded
in rural and remote areas as we know that doctors trained in this areas are more likely
to continue to work in these areas. Charles Darwin University needs to be supported
to provide at least 60 graduates per year which will meet the needs in the Northern
Territory for internships each year. A medical school within CDU will also enhance the
operations of the entire university which will also be of benefit to the NT.

In terms of ensuring that the sickest people in remote areas get access to the best
quality GPs there needs to be competition for places. We need to be able to choose the
best GP from a group of candidates and this will only happen if more GPs are being
trained in Australia or International Medical Graduate are given all the necessary
supports to meet Australian quality standards.

Recommendation 4. Improve post graduate medical training for General
Practitioners

24,

General Practice needs to be a more attractive speciality within the medicine. This will
require a number of strategies to attract more medical graduates to the GP training
program, many of whom are now women. This includes:

e portability of entitlements in the GP training program so doctors who leave hospital
employment can still access maternity and other leave

e action on the pay gap between general practice and other medical specialties either
through putting upper limits on what any specialist doctor can earn or increasing
the remuneration of General Practitioners

e expanded financial incentives to access the rural and remote pathways in the GP
training program need to also be. The new Rural Generalist Pathway that offers
much higher levels of remuneration for GPs in post graduate training needs to be
expanded into Aboriginal primary health care.

Recommendation 5. Re-establish the original 1999 overseas Trained Doctors
Scheme

25.

When this scheme was established the Northern Territory through NTGPE, a key
decision was made to allow OTDs to access the resources of the GP training program
to support them to attain their fellowship in the same way that Australian graduates
were supported. This was an important part of the success we had in getting so many
OTDs to fellowship level. Over time the requirement to do a certain amount of time in
MM7 and MM6 communities was relaxed as the demand for GPs in other areas
increased and this led to many OTDs who had already attained their fellowship leaving
remote areas early. We attach a paper that we have developed with the Aboriginal
Medical Services Alliance Northern Territory (AMSANT) outlining how this scheme
should be re-established (Attachment 1)

Recommendation 6. Implement regulatory systems to address the
maldistribution of the medical workforce in Australia
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26.

27.

28.

29

30.

31.

Geographical Restriction of provider numbers

There was a period in the late 1990s when Australia came very close to implementing
a system of geographically restricted provider numbers for the medical workforce. We
understand that Federal Health Minister Michael Wooldridge had legal advice at the
time that made it clear that although civil conscription was constitutionally illegal, )
meaning Australia could not establish a national health service), it was legal to advise
doctors where they could not work. Under his leadership, the Australian Government
restricted provided numbers for GP registrars and was poised to do this for all General
Practitioners.

However, this did not eventuate, and one the arguments against this regulatory
approach was that other strategies would work and this approach was therefore not
needed. These other strategies included the establishment of Rural Workforce Agencies
with locum support program; relocation and training grants and significant retention
payments; the establishment of University Departments of Rural health; the
outsourcing of the GP training program; and the Overseas Trained Doctors Scheme.

The GP recruitment crisis that Congress and other Aboriginal community controlled
health services are now in makes it clear that these measures have not been sufficient.
It is time for a stricter regulatory approach to address the maldistribution of the
medical workforce.

.It is time to stop GPs from working where they are not needed. This would mean

getting agreement that there is a maximum GP workforce ratio beyond which no
postcode can go (this might be 1 GP to 600 to 800 people). Once this ratio is reached
no more provider numbers would be allowed for that postcode. GPs are then free to
choose to work in all postcodes in Australia where this ratio has not been achieved but
not to set up practice in a postcode that is already supplied at an equitable level. The
key principle is equity in distribution and not absolute need for GPs. If there is a need
for more GPs in Australia so wealthy areas can access more than these areas can
advocate for this but not continue to get inequitable access to the available GP
workforce.

If provider numbers were to be restricted in this way then then access to provider
numbers in the most popular postcodes would become sought after and could be used
as a non-financial incentive to get GPs to do time in remote areas. When a provider
number was to become available in a sought after postcode first preference could be
given to GPs who have worked the longest in areas of need in remote areas. This same
system could be applied to non-GP specialty areas as well based on an equitable
distribution of the total number of specialists registered in a particular specialty. It
would be important that such a system did not only apply to General Practice but
included all specialties.

Bonded scholarships

Another effective strategy is bonded scholarships into medicine. This policy was
abandoned before it was given a chance to prove its effectiveness but in a country
where a medical degree has become very expensive and out of reach of many poorer
citizens an opportunity to get a free medical degree based on a return of service
commitment in an area of need is very attractive. Although there are complexities
around the potential to allows someone to break their bond, overall this could also be
a very effective way to get more Australian trained GPs into areas of need.
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ATTACHMENT a:
More GPs in MM7 & MM6 (and Aboriginal community
controlled health services in MM5 to MM3?)

Recruiting International Medical Graduates Requiring Supervision and Support to
Attain Fellowship of the Royal Australian College of General Practitioners or the
Australian College of Rural and Remote Medicine in Rural and Remote Australia.

Executive summary

The purpose of this paper is to provide more detail on the AMSANT strategy to enable
International Medical Graduates (IMGs) to access GP training in the NT and then in other
rural and remote areas across Australia.

The paper makes clear that there needs to be a policy change at the Commonwealth level
to enable suitably qualified IMGs to take up infilled, funded positions in the NT GP training
program. This should be for IMGs who need to complete the full 3 years of training prior
to sitting their fellowship exams as well as those who are suitable to access the rapid
pathway.

In all cases, IMGs need to be able to access the full resources and support of the GP
training program as if they were Australian graduates to give them the greatest chance of
success and to ensure they are trained to the required standard as quickly as possible.
They would be placed in Aboriginal community controlled health services and remote area
private GP practices that are already teaching practises recognised by the Colleges and
therefore have GP supervisors and other resources to support GP training.

In addition to this, we need to re-establish the pathway from temporary visas to
permanent citizenship after IMGs have both passed their fellowship and also completed
the required amount of time in rural and remote areas. This provides a large, non-financial
incentive to take up positions in rural and remote areas that historically has proved very
successful.

Introduction

There has been a shortage of General Practitioners in Australia for some time and it
appears likely to grow over the coming years due to retirement of the aging workforce?.
As few as 5% of medical students are expressing a preference to work in primary care.
There is a realisation that Australia will once again have to seek doctors who wish to
immigrate to Australia to provide primary care. Fifty-three percent of Australian GPs are
currently international medical graduates (IMGs).

It is often not appreciated how much Australia has come to rely on IMGs to try to provide
the required medical primary care workforce that is needed. In 2022 Prof Brendan Murphy,
former Secretary of the Commonwealth Department of Health, explained that Australia
needs 7000 new doctors every year to meet our needs and yet we only graduate 3500 per
year. The over-reliance on IMGs for such a wealthy country went unnoticed for many years
until COVID. For two years our borders were closed and suddenly Australia was 7000
doctors short in a total workforce of just over 100 000 doctors. When the borders re-
opened, in a major policy shift by the Commonwealth government, access to new IMGs
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coming to Australia was extended to the cities and especially outer urban areas. This has
worked against the needs of rural and remote areas and has had a major negative impact
on access to GPs in Aboriginal communities in the NT.

The people with the highest need for health care in Australia are remote Aboriginal people,
followed by remote non-Aboriginal people. The need for GP led primary health care has
increased over time as Aboriginal people in particular are living longer but with more
complex, chronic conditions. The effort to recruit international medical graduates in the
1990s and early 2000s did lead to some longer term GPs remaining in rural and remote
areas including in Aboriginal communities. The more recent recruiting drive from 2005 to
2015 did attract a lot of doctors, but despite a moratorium on working in the city, virtually
all IMGs have drifted to the capital cities after fulfilling their time in rural and remote areas.

We need to consider the difference in strategies used, as well as how we minimise the
barriers for doctors seeking to work in remote areas, especially time delays.

Background

The RACGP is concerned about the growing demand for general practice services despite
the increased numbers of medical graduates. It appears that general practice is not an
attractive profession within medicine at the present time. It has been more attractive to
certain groups; specifically to women, and to doctors seeking to work part time without
after-hours demands.

The Current Shortage of GPs in the NT

After contacting all clinics in the NT in late 2022, the RACGP NT Faculty estimated there
were 70 general practitioners required to fill all places in Aboriginal Community Controlled
Health Services, private practices and government clinics. This is a substantial shortfall.

AMSANT did its own analysis of vacant GP positions in our sector and found that about a
third of funded GP positions were vacant across the NT, nearly all in remote and very
remote areas.

The NT Government estimate that there are 1400 doctors in the NT while only 140 of these
are working outside Alice Springs and Darwin. As many as half these doctors work in the
3 remote hospitals in Tennant Creek, Katherine and Nhulunbuy.

AMSANT has long advocated for radical change to the regulatory framework and incentives
to attract and retain workforce in the NT. This has included a range of policy options such
as geographic provider numbers for GPs, retention payments, training support for IMGs,
bonded scholarships and other regulatory policies. AMSANT produced a paper of possible
policy solution to the workforce crisis in 2023 and the NT Faculty of the RACGP also wrote
a paper addressing the shortage of general practitioners with suggestions as what could
be done to address this. As a result of significant advocacy, the Commonwealth
Department of health in partnership with AMSANT convened a NT workforce summit in
Alice Springs in August 2023 involving national stakeholders to develop an agreed action
plan.

There have been some changes which have been a positive for workforce and conditions
in the NT:

1) Reduced restrictions for doctors in MM6 and 7 as well as inclusion of one year
working in Aboriginal Health for general practitioners to receive incentives as
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rural generalists in remote areas (10K per year) and emergency services for 20
sessions per year (10 K per year).

2) The NT PHN has committed to continue the primary care nurse graduate program
established at Congress and extend this to other services in the NT - an essential
element to sustaining the multidisciplinary practice so important in primary care

However, there remain serious factors depressing the retention of general practitioners
which include pay and conditions and pressure of work due to the under-supply. Further,
the supply of teachers, police and other essential and important services is severely
challenged, threatening lifestyle and living conditions.

There are considerably more pressures depressing supply in remote regional towns and
very remote communities in the NT. Over the past decade general practices have ceased
to operate in Nhulunbuy, Katherine and Tennant Creek and have been replaced by doctors
working from the hospitals with considerable subsidy. The government primary care
services offer terms and conditions that cannot be offered by the non-government sector
and the FIFO service model is not popular with many community members. Transfer of
care from government to an ACCHO, and an increase service from 1 to 3 days per week,
has been a factor in the return of the resident population of a Central Australian remote
community. The population has increased from 48 to 138 people over a 6 month period.

Shortages in the NT GP Training Program

At the same time as the NT is experiencing a severe shortage of GPs, the GP training
program has also been severely undersubscribed. The NT had got used to a system where
just over fifty new GP registrars per year would commence a 2-3 year GP training program.
Total GP registrar numbers across the NT were well over 250. In 2023 only 10 registrars
joined the NT program and all remained in Darwin. This year 24 registrars are commencing
working in the NT, including 8 transferring from interstate with support from the NT faculty
and NT PHN. There are therefore many funded, vacant positions in the NT GP training
program which are not accepted by Australian medical graduates. These need to be offered
to suitable IMGs.

Role Substitution

Some believe that things will get better if nurses and allied health professionals provide
most of the health care in remote and rural areas. While this is superficially an attractive
proposition to funders, nursing and allied health professionals are just as rare and training
them to operate in remote areas adds a large overhead. In addition, the complexity of the
chronic conditions affecting Aboriginal people in remote and very remote areas requires
health professionals at the highest level of training in clinical diagnosis and management
of patients with complex co-morbidities and life threatening acute presentations. In the
Australian health system this means General Practitioners. Less than 30 Podiatrists
qualified in Australia last year which will exacerbate shortages already having an impact
where foot care is an essential service. Nurses and general practitioners, already under
pressure, will have to fill the service gap that will inevitably arise in this important area of
rural and remote practice. Ensuring that there is adequate access to GP support is also
likely to be an important factor in retaining other health professionals particularly remote
area nurses and Aboriginal Health practitioners who may feel professionally at risk without
access to GP clinical input and advice
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Becoming a Specialist General Practitioner (GP)

Australia has many barriers to becoming a general practitioner for IMGs. There are
essentially two major steps; the first involves the Australian Health Practitioner
Registration Authority (AHPRA) and the second involves the two primary care colleges -
the RACGP and ACRRM. These steps are summarised below.

1. Apply for Medical Registration:

International Medical Graduates (IMGs) must apply for registration with the Medical Board
of Australia (AHPRA).

There are three main pathways for assessment:

Competent Authority Pathway: Available to overseas-trained non-specialists and
specialists, including general practitioners. IMGs who have passed recognized
examinations or completed training through a Board-approved competent authority can
apply for assessment under this pathway. It leads to general registration.

Standard Pathway: For IMGs seeking general registration. Applicants must have a primary
qualification in medicine and surgery from a training institution recognized by both the
Australian Medical Council (AMC) and the World Directory of Medical Schools (WDOMS).
IMGs must pass the AMC CAT MCQ Examination before applying for registration.

Specialist Pathway: For overseas-trained specialists seeking recognition or an area of need
specialist position in Australia. IMGs with a primary qualification recognized by the AMC
and WDOMS, who have met training and examination requirements in their specialty, can
apply under this pathway.

Short-Term Training in a Medical Specialty Pathway: For IMGs wishing to undertake up to
24 months of specialist or advanced training in Australia.

2. Join a Fellowship Program with the RACGP or ACRRM:

After obtaining general registration, IMGs can pursue a Fellowship program with the
RACGP or ACRRM. Fellowship involves further training, assessments, and practical
experience to become a fully qualified GP in Australia3.

The rapid pathway is to enable suitable doctors to be educated and trained by a
“"Competent Authority” in which case your primary medical degree is recognised as well as
your specialist qualification. This leads to either:

o fully equivalent recognition, a 6 month term with assessment activities and
transfer of Fellowship or

e partially equivalent recognition, a 12 month term with assessment and
requirement to sit the Fellowship examination.

If the doctor has not got a qualification from a "Competent Authority” the doctor has to sit
the AMC examinations and undertake a year to gain registration. The doctor may then
apply for training or to be accepted into the Fellowship program directly if deemed to have
the necessary experience.
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A GP Recruitment Strategy for MM7 /| MM6 and Aboriginal
community controlled health services in MMs5 to 3%)

Ideally doctors recruited to Australia from overseas would be chosen on the basis of their
interest and ability to work in remote and rural areas. In the first major recruiting effort
in the 1990s, advertisements and agents were employed for specific positions, or at least
for a small region. This appears to have attracted GPs with an interest in the sort of work
undertaken in MM7 and MM6.

Maintaining Standards

The best way to maintain standards is to have a competitive recruitment based on
excellence in primary care and to offer training in practices that are experienced and
equipped to help doctors adjust to local practice. This should ideally involve training
practices that are under subscribed in remote areas; the practices are equipped and
prepared to take on doctors in training and the supervisors have the skills to determine
the competence and needs of the doctors seeking to work in Australia. Ideally these
practices should be funded to take on these doctors in the same way they do registrars.
The time in training may be as little as 6 months, and if recruited appropriately some of
these doctors will undoubtedly remain working in this setting.

Removing Barriers through policy change by the Commonwealth

Department of Health
To rapidly fill this workforce shortage, priority needs to be given to IMGs with:

1) A medical degree and GP training under a “competent authority”, requiring 6
months supervision and education in the Australian health system. They get
Fellowship at the end of this period but will require a short administrative
transition to full GP specialist practice.

2) A medical degree under a “competent authority” and partially equivalent GP
training, requiring 12 months supervision and education in General Practice and
the Australian health system. They have to pass the Fellowship examination at
the end of this period and may require time to re-sit if they do not pass. On
passing the exam, these doctors will also require a short administrative transition
to full GP specialist practice.

3) IMGs who have gained full registration but have not had sufficient experience in
comprehensive general practice who can access unfilled training places in the
current GP training programs. Like all registrars, they will have to pass the
Fellowship examination at the end of this period and may also require time to re-
sit if they do not pass. On passing the exam, these doctors will also require a
short administrative transition to full GP specialist practice.

By placing these doctors in a training environment at least for the first 6 months or year,
they will not only have the benefit of quality local supervision recognised by the RACGP
and ACRRM. These trained and experienced supervisors will also have the ability to quickly
recognise difficulties and any issues of safety for the doctor or the patients. The doctor
will also be advantaged in passing their Fellowship, having supervisors who understand
the requirements.

The advantage to the training practices that are undersubscribed is the maintenance of
their training orientation and service level with a steady workforce even when there are
not sufficient GP Registrars.
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The terms and conditions for these placements should be set out as it is for registrars.
This means that until these doctors obtain their fellowship they will be able to access
funded training positions under the Aboriginal health training program when they are
working in Aboriginal community controlled health services. This will ensure that these
doctors are not exploited and remove the recruitment advantage gained by practices
taking any doctors desperate to access an Australian visa.

There has been a dramatic rise in the number of IMGs seeking to work in Australia. The
RACGP trained 40 general practitioners last year, and has 400 or so applying for training
this year. It is estimated by experts that this could increase to 1000 next year and be of
the same order of magnitude as the Australian General Practice Training Program.

The costs to the doctors is another concern, particularly as time delays mean living without
an income. The RACGP is expecting to charge $12,000 per term which reflects the cost of
offering the supervision and education required. There is a consequent advantage to
offering better and cheaper options in remote areas; reducing time delays, improving
supervision and support and even removing costs to those who commit to working in the
period for some time.

The Northern Territory as a Priority Region

This approach should commence in the NT for the first 12 months to determine whether it
is possible to attract and train doctors effectively in this setting. As a second step this
“remote advantage” scheme could then be extended in these restricted categories
Australia wide. It should apply to doctors working in Aboriginal community controlled
health services and private GPs but not to NT government GPs who already enjoy salary
and conditions far above the rest of the workforce and are reported to be accessing MM7
retention payments even though they do not live in MM7 communities.

Length of Stay and Long Term Retention

In order to promote the retention of the GPs there should be a reward system based on
the successful “OTD” scheme introduced in 1999 by then health minister Michael
Wooldridge. This is based on accessing permanent citizenship and the freedom to then
practice in Australian unrestricted and differing lengths of stay depending on remoteness.
Up until this point all IMGs will be on some form of temporary visa but with the
commitment that once they have obtained their fellowship they will only need to serve out
their required time and they will then be granted full citizenship.

The length of time required prior to obtaining full citizenship would be:

1. MM7 -5 years
2. MM6 - 10 years
3. MM5to 3 - 15 years

This would mean that GPs could not leave as soon as they become fully qualified to go and
work in the cities.

The existing GP retention payments should also apply once a doctor has completed their
length of stay requirement in each of these remoteness categories. This would provide an
additional financial incentive to stay beyond the time when they receive citizenship and
could leave which in some cases would then lead to even longer retention.
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Appendix 1

The Kruk Report

Barriers for OTDs and IMGs in Rural and Remote Australia: A Comprehensive Analysis*
1. Regulatory Hurdles:

Kruk Report Findings: The Independent Review of Australia’s Regulatory Settings Relating
to Overseas Health Practitioners, led by Ms. Robyn Kruk AO, highlights the need for reform
in the current regulatory system for OTDs and IMGs. The existing process can be complex,
time-consuming, and costly.

Recommendations: The report recommends streamlining regulatory settings to simplify
the process, making it quicker and more affordable for international health practitioners
to work in Australia. These reforms aim to balance safety standards while facilitating timely
access to healthcarel.

2. Recognition of Qualifications:

Challenges: OTDs and IMGs often face difficulties in having their qualifications recognized
in Australia. The process involves assessments by the Australian Medical Council (AMC)
and the Medical Board of Australia (MBA).

Kruk Report Insights: The report emphasizes the need for a more efficient and transparent
recognition process.

Proposed Solutions: Implementing clearer guidelines, reducing assessment time, and
providing better support for candidates during the qualification recognition process.

3. Cultural Adaptation and Language Proficiency:

Cultural Challenges: Moving to rural and remote areas can be culturally challenging for
OTDs and IMGs. They must adapt to local customs, practices, and patient expectations.

Language Proficiency: Effective communication with patients is crucial. The Kruk report
suggests language proficiency assessments and targeted language support programs.

4. Professional Isolation and Support Networks:

Isolation: Working in rural and remote areas can lead to professional isolation. OTDs and
IMGs may lack peer support and mentorship.

Kruk Report Recommendations: Establishing robust support networks, mentorship
programs, and regular professional development opportunities.

5. Incentives and Retention Strategies:

Attracting and Retaining: Rural and remote areas often struggle to attract and retain
healthcare professionals. The Kruk report advocates for financial incentives, educational
opportunities, and lifestyle benefits.

Community Engagement: Building strong community ties and involving OTDs and IMGs in
community activities can enhance retention.

6. Infrastructure and Resources:
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Resource Disparities: Rural and remote areas may lack adequate healthcare infrastructure,
technology, and resources.

Kruk Report Insights: The report emphasizes the need for targeted investments in
healthcare facilities, telehealth services, and professional development opportunities.

7. Bridging the Gap:

Collaboration: Stakeholders, including government bodies, medical colleges, and local
communities, must collaborate to address these barriers.

Kruk Report’s Call to Action: Implementing the report’s recommendations will require
concerted efforts from all stakeholders.

In conclusion, overcoming barriers for OTDs and IMGs to become GPs in rural and remote
Australia necessitates systemic reforms, cultural sensitivity, and community engagement.
The Kruk report provides a roadmap for achieving these goals, ensuring equitable access
to healthcare across the country.
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Appendix 2

RACGP Steps To Fellowship

Steps to Fellowship as described by the RACGP®. There are many links on this page pointing
out further information.

1. Complete Primary Source Verification

a) Check the instructions from the AMC about having your medical qualifications
verified.

b) Create an Electronic Portfolio of International Credentials (EPIC) account and
confirm your identity. Indicate on the form that you plan to apply to the AMC.

c) Set up an online AMC portfolio.

d) Upload your qualifications to your EPIC account and request that an EPIC report
be sent to the AMC. You and the AMC will be notified when the check has been
completed.

2. Apply for the RACGP’s comparability assessment

a) Read the RACGP Guide to completing the PEP Specialist Stream comparability
assessment.

b) Sign up for an RACGP account.

c) Access the RACGP comparability assessment application platform.

d) Pay your application fee.

e) Complete your comparability assessment application within six months of
payment. Comparability assessments may take up to 10 weeks to process. You
will be advised of your comparability outcome via email. Comparability
assessment outcomes are valid for a year from the date of the outcome letter.

3. Secure an offer of employment in general practice
a) Find employment or contact a Rural Health Workforce Agency or a medical
recruitment agency for assistance

4. Apply to the RACGP for approval of your job offer

a) Obtain letter of offer and employment contract from your employer.

b) Ensure your offer of employment meets the conditions for a 3GA program
provider number.

c) Upload information about your job offer including supervisor details, the scope of
practice and location to the PEP - Specialist Stream application platform.

d) RACGP assessors will review the information.

e) Once your job offer is approved, you can apply for AHPRA medical registration.

5. Apply to AHPRA for the appropriate registration
a) The RACGP uploads Report 1, which is an interim outcome assessment, to the
AMC portal:

e Substantially comparable: Apply to AHPRA for provisional registration
e Partially comparable: Apply to AHPRA for limited registration
e Non-comparable: Apply for the competent authority or standard pathways.

b) Translate all documents into English and certify.

c) Complete English language test (if needed).

d) Complete criminal history check.

e) Ensure you meet the registration standards.

f) Complete AHPRA registration application.
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g) AHPRA will assess your application against the registration standards and decide
if you are eligible for registration. AHPRA says now takes 10 days.

h) If you are eligible, you will receive a notice of in-principle approval from AHPRA.

i) If you are granted registration, your name will be published on the National
Register of Health Practitioners within two weeks.

6. Apply to Department of Home Affairs for appropriate type of visa (if required)

a) Check which visa options would suit your need with Department of Home Affairs
Visa Finder (for example, with pathways to permanent residency for temporary
residents, direct pathways to permanent residency, temporary business
sponsored visas)

b) For enquiries about 3GA programs and visa status, please contact your local Rural
Workforce Agency for assistance

c) The Temporary Skill Shortage Visa (subclass 482) medium-term stream is the
most common pathway for migrating to Australia as a doctor and requires that
you be sponsored by an Australian medical practice or hospital. For this visa,
follow the step-by-step guide here.

7. Apply to enter the PEP - Specialist Stream program
a) Apply to enter the PEP — Specialist Stream within 12 months of receiving your
comparability assessment outcome.
b) Provide evidence of the following:
e AHPRA medical registration, including your name, must be on the National
Register of Health Practitioners.
e An approved job offer.
e Completion of an advanced life support course.
e An agreement with a suitable supervisor and two supervisor training plans
completed by your practice.
c) If all requirements are met, you will be provided with the Fellowship pathway
agreement.
d) Pay the invoice and return a signed program agreement to the RACGP.

8. Apply to RACGP for a Medicare provider number

a) Complete the Medicare provider number application form and submit it to the
RACGP.

b) The RACGP will help you to apply for an approved placement, a Medicare provider
number and to have your approved placement entered into the Register of
Approved Placements.

c) It can take up to 12 weeks for the Medicare provider number application form to
be processed by the RACGP, the Department of Health and Aged Care and
Medicare. Contact approvedplacement@racgp.org.au if you have any questions.

d) You will receive an approved placement outcome letter issued directly from
Services Australia or Medicare that outlines your specific provider number,
placement address, exemption/s, and placement start and end dates.

9. Complete the PEP Specialist Stream program’s six-12-month term and workplace-

based assessment

a) Commence work in the RACGP-approved practice within six calendar months. The
PEP - Specialist Stream 6-12 month term commences from the first day of work.

b) Submit to RACGP and the Medical Board of Australia your AHPRA orientation
report (ORIG-30 form) and AHPRA work performance report (WRIG-30 form).

c) Complete all the workplace-based assessment components within three to six
months of commencing work. These include:
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e online core learning units and reflective activity

e Complete Doctor’s Interpersonal Skills Questionnaire (DISQ), Colleague
Feedback and Evaluation Tool (CFET) and self-appraisal, together known as
"multisource feedback”

e a clinical assessment visit from a medical educator who will observe you in
practice during four consultations (direct observation) and conduct clinical
case analyses

e a clinical case analysis that involves the assessor selecting patients seen by
you in the preceding week and asking you questions about aspects of the
case.

d) Complete other assessment requirements, including RACGP core modules, a self-
reflective activity and workplace-based peer review.
e) More information about the 6-12 month Specialist program can be found in the

Specialist Participant Guide®

10. If you are deemed partially comparable, sit the RACGP Fellowship exams

a) Check the Fellowship Exams Policy to see if you have satisfied the educational,
training, experience and administrative requirements prior to enrolling in the
Fellowship exams, to better ensure exam readiness and success.

b) Enrol in the RACGP Fellowship exams via the RACGP website.

c) Complete and pass the:
e Applied Knowledge Test (AKT)
e Key Feature Problem (KFP) exam
e Clinical Exam

11. Apply for Fellowship
a) Check and ensure you have met the Fellowship requirements.
b) Apply to the RACGP for Fellowship as soon as you’ve met the Fellowship
requirements.
c) Once you have received confirmation of Fellowship, apply for specialist
registration with AHPRA.

Notes

! For the purpose of this paper Darwin is to be considered as an MM3 locality as AMSANT
believes it has been wrongly classified as MM2 and Danila Dilba should be eligible for this
program as if it was in an MM3 locality. Darwin is significantly more isolated than all other
MM2 localities throughout Australia.

2 Health of the Nation Report, Royal Australian College of General Practitioners 2023.

3 IMG Roadmap to RACGP Fellowship

4 Kruk Health Practitioner Regulatory Settings Review | Regulatory Reform. 2024
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