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Recommendations 

1. That the Australian Government recognises the importance of improving health 

outcomes of First Nations communities in remote, rural and regional areas as an 

essential strategy to reducing the disparity between health of Australians in the cities 

and in regional and remote areas. 

2. That the Australian Government supports the essential role of Aboriginal community 

controlled health services in providing access to Medicare for residents in remote, 

rural and regional areas where for-profit private practise models of primary health 

care are not sustainable, recognising that ACCHS provide care to non-Indigenous 

people in these regions as well as First Nations communities; that they provide a 

stable platform for the delivery of a range of non-Aboriginal-specific services; and that 

they are important to the economy of remote, rural and regional centres. 

3. That the Australian Government commits to continuing to support the blended 

funding model under which ACCHSs in remote, rural and regional areas operate,  

combining the stability of grant funding with the flexibility offered by MBS fee for 

service funds. 

4. That the Australian Government recognise the additional protections that ACCHS have 

in place which strongly mitigate the risk of inappropriate Medicare claiming and/or 

pathology ordering and formally confirm that these measures provide a stronger level 

of protection than the proposed individual patient signatures on MBS bulk billing and 

pathology ordering. As long as these measures are in place there is a very low risk of 

inappropriate claiming in these contexts and requiring patient signatures does not add 

any significant additional protection but will reduce access to high quality, essential 

primary health care. 

5. That the Australian Government acts to address the maldistribution of the medical    

workforce in Australia, to improve access to doctors and hence to Medicare, in 

remote, rural and regional areas through a range of policy initiatives such as: 

• taking sole responsibility for funding the primary health care system with a core 

guiding principle of achieving equity of access 

• re-establish a national institution that collects reliable data on the distribution of 

the medical workforce 

• ensuring enough doctors are trained within Australia to meet our own medical 

workforce requirements 

• improving post graduate medical training for General Practitioners 

• re-establishing the Overseas Trained Doctors Scheme 
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• implementing regulatory systems to address the maldistribution of the medical 

workforce in Australia (including geographical restriction of Medicare provider 

numbers) 

• bonded scholarships  



Central Australian Aboriginal Congress 

Submission to the Inquiry into rural, regional and remote Medicare access and funding  Page 5 of 17 

About Central Australian Aboriginal Congress 

1. Central Australian Aboriginal Congress (Congress) is a large Aboriginal Community 

Controlled Health Service (ACCHS) based in Mparntwe (Alice Springs). Established more 

than 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.  

2. Congress is the largest primary health care provider in the region, delivering services to 

more than 17,000 people living in Mparntwe and remote communities across Central 

Australia including Ltyentye Apurte (Santa Teresa), Ntaria (Hermannsburg), Wallace 

Rockhole, Utju (Areyonga), Mutitjulu, Amoonguna, Imanpa, Kaltukatjara (Docker River), 

and Yulara.  

The relationship between rural / remote health and Aboriginal1 

health 

3. Australia is a wealthy country with one of the best health systems in the world. 

Underpinned by universal access to primary care through Medicare, the Australian 

population as a whole enjoys high levels of health with life expectancy of 80.6 years for 

men and 83.8 years for women. Nevertheless, significant inequalities exist. In particular 

there is the large gap in health outcomes between Aboriginal and Torres Strait Islander 

and non-Indigenous people where despite regional successes (see paragraph 11) the life 

expectancy for men is 71.9 (a gap of 8.8 years) and 75.6 years for women (a gap of 8.1 

years) [1]. 

4. There is also a gap between those who live in the cities and those in regional and remote 

areas. Rates of preventable diseases and avoidable hospitalisations increase significantly 

with geographical remoteness and mortality rates are significantly higher in remote areas 

compared with urban areas [2].  

5. It is important to recognise that a large part of the ‘city-country gap’ in health status is 

actually a First Nations / Non-Indigenous health gap, because while First Nations make up 

2.2% of the population in major cities, the proportion increases with remoteness such that 

half (47.1%) of people living in very remote areas are First Nations [1]. 

6. Preventable hospitalisations, for example, show a gradient between cities and remote 

communities, but the gradient is much more marked and severe for First Nations than for 

non-Indigenous people (see Figure 1). In major cities, only a small fraction (3%) of 

preventable hospitalisation are for First Nations people; in very remote communities First 

Nations people account for over three quarters (76%) of such hospitalisations. 

 

1 Congress uses the term ‘Aboriginal’ as the most appropriate term for the Central Australian region. 
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Figure 1: Potentially preventable hospitalisations, by First Nations status and remoteness, 
July 2019 to June 2021 

 

7. The evidence is clear that in order to address the gap in health outcomes rural, regional 

and remote, the gap in health outcomes for First Nations communities must primarily be 

closed. We advocate three interlinked strategies to address both the health of First 

Nations communities and the health of rural and remote health residents more broadly: 

1. Supporting Aboriginal community controlled health services as a successful 

model of primary health care delivery in rural and remote Australia (Terms of 

Reference a, c, and d) 

2. Extending universal access to primary care through mixed-mode funding (Term 

of Reference f) 

3. Addressing workforce maldistribution (Terms of Reference b and e) 

Recommendation 1. That the Australian Government recognises the importance of 

improving health outcomes of First Nations communities in remote, rural and regional 

areas as an essential strategy to reducing the disparity between health of Australians in 

the cities and in regional and remote areas. 

Supporting Aboriginal community controlled health services (Terms 
of Reference a, c, and d) 

ACCHSs: a successful model of comprehensive PHC 

8. ACCHSs were first established by Aboriginal communities in the 1970s. ACCHSs promote 

a comprehensive model of primary health care that goes beyond the treatment of 

individual clients for discrete medical conditions to include: 
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• a focus on cultural responsiveness; 

• assistance with access to health care (e.g. patient transport to the ACCHS and support 

and advocacy to access care elsewhere in the health system); 

• population health programs including health promotion and disease prevention; 

• public health advocacy and intersectoral collaboration for health gain; 

• participation in local, regional and system-wide health planning processes; 

• use of data and research to build the evidence base for what works;   

• structures for community empowerment, engagement and control; and 

• significant employment of Aboriginal and Torres Strait Islander people. 

9. The key role of ACCHSs in PHC delivery was confirmed by one major study [3] which 

concluded that: 

up to fifty percent more health gain or benefit can be achieved if health programs are 

delivered to the Aboriginal population via ACCHSs, compared to if the same programs 

are delivered via mainstream primary care services. 

10. Congress has just completed an important piece of research [4] that seeks to unpack the 

effect on health outcomes of Aboriginal community-controlled health care in Central 

Australia from the 1970s onwards. 

11. With the collaboration of the Menzies School of Health Research and the Northern 

Territory Health Department, the research shows considerable improvements in key 

health indicators for the Aboriginal people of Central Australia including in life expectancy, 

infant mortality, premature mortality, low birthweight and alcohol-related harm.  In 

particular, life expectancy for Aboriginal men in Central Australia has improved by 18.3 

years and by 8.5 years for women. Since 1999, the gap in life expectancy to non-

Indigenous Territorians has narrowed by 8.9 years for Central Australian Aboriginal men 

and 3.4 years for women. 

12. There has been no major improvement in the determinants of health beyond the health 

system, such as housing, education, income and inequality, food security and culture. 

These have therefore not contributed substantially to the improved health outcomes.  

13. Instead, the improvements in health are consistent with what can be achieved through 

primary health care, and the research concludes that Congress and other ACCHSs have 

contributed significantly to the improvements in health through playing a leading role in 

four key reforms: 

• increased primary health care funding directed through Aboriginal community 

controlled health services from the mid 1990s, including both improved grant funding 

and better access to the MBS and PBS 

• addressing institutional racism, lack of cultural safety and underinvestment in 

hospitals 

• supply reduction approaches to alcohol and petrol sniffing, and 
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• sustainable and collaborative needs-based planning 

How ACCHS benefit the whole remote, regional and rural community 

14. Congress was set up and remains focused on reducing the disparity in health between 

Aboriginal and non-Indigenous Australians that result from the process of colonisation. 

However Congress and other ACCHSs benefit not just the Aboriginal community but the 

broader community in remote regional and rural Australia in the following ways: 

• ACCHSs provide medical care and access to Medicare for non-Indigenous people in 

locations where private practise models of care are not sustainable. Many small 

remote towns find it impossible to attract and retain private GPs and in these cases 

many ACCHSs, under the direction of their Aboriginal Boards, also provide care to non-

Indigenous people in recognition of their common humanity. For example, Congress 

provides almost 20,000 episodes of care to non-Indigenous people annually, with a 

third of clients (32%) in very remote areas and a sixth (17%) of episodes of care are for 

non-Indigenous residents and across the region. 

• ACCHSs provide a stable platform for the delivery of a range of non-Aboriginal-

specific services. In Congress’ case this includes youth mental health services 

(Headspace); and the Mparntwe Urgent Care Clinic providing bulk-billed immediate 

care and reducing the pressure on the Alice Springs Hospital Emergency Department; 

and a forthcoming Medicare Mental Health Centre in partnership with Neami. 

• ACCHSs are vital to the economy of remote, rural and regional centres. ACCHSs bring 

over $300M of Australian government funding per year into the Northern Territory, 

alongside a further $50M from the Northern Territory Government [5]. This drives 

substantial employment Aboriginal community controlled health services in the 

Northern Territory employing over 1,300 FTE staff, making the sector one of the 

biggest employers in the Northern Territory [6]. 

The importance of blended funding models  

15. Critical to the success of ACCHS in delivering care in remote, rural and regional Australia 

is their blended funding model.  

16. The foundation for this model is grant funding based on the client population, often called 

capitation funding, which provides a stable base for the core service delivery of 

multidisciplinary cross-cultural care in contexts of high levels of health care demand 

(especially for chronic disease). 

17. In the 1990s, it was shown that Aboriginal people were receiving persistently low rates of 

primary care funding through Medicare relative to the level of funding that much healthier 

non-Aboriginal people were then receiving. This funding gap was not corrected by the 

small amount of Aboriginal specific grant funding that was then being received through 

ATSIC at the time. Following the transfer of responsibility for funding to the 

Commonwealth Dept of Health, ACCHSs were allowed to supplement their grant funding 

with fee-for-service funding through Medicare claiming on 1 July 1996. This was followed 
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on July 1 1998 with the introduction of the PBS Section 100 scheme which allowed remote 

area clinics to be reimbursed for the costs of medicines. These reforms have been 

significant in providing additional, flexible funding for Aboriginal community controlled 

health services, including for the first time, uncapped access to essential, life-saving 

medicines [7]. 

18. This “mixed mode” funding model provides an essential balance between stability and 

flexibility, with a number of essential benefits in the rural, regional and remote context 

where fee-for-service private general practice models fail, including: 

• multidisciplinary care provided by salaried primary health care professionals including 

doctors, nurses, Aboriginal Health Practitioners, allied health professionals etc  

• a focus on the provision of ongoing care in regions marked by high burdens of chronic 

disease 

• care provided at no cost to the client in regions marked by economic disadvantage  

• a focus on illness prevention and health promotion fully integrated with sick care 

• provision of appropriate care in cross-cultural environments  

Recommendation 2. That the Australian Government supports the essential role of 

Aboriginal community controlled health services in providing access to Medicare for 

residents in remote, rural and regional areas where for-profit private practise models of 

primary health care are not sustainable, recognising that ACCHS provide care to non-

Indigenous people in these regions as well as First Nations communities; that they provide 

a stable platform for the delivery of a range of non-Aboriginal-specific services; and that 

they are important to the economy of remote, rural and regional centres. 

Recommendation 3. That the Australian Government commits to continuing to support 

the mixed mode or blended funding model under which ACCHSs in remote, rural and 

regional areas operate,  combining the stability of grant funding based on service 

population with the flexibility offered by MBS fee for service funds. 

Ensuring Medicare systems are appropriate for the remote context 
(Term of Reference f) 

19. Since the late 1990s, Aboriginal community controlled health services (ACCHSs) operating 

in remote (MM6) and very remote (MM7) areas have operated under an Australian 

Government exemption from the requirement for individual patient signatures on MBS 

bulk billing claims. A parallel exemption has applied to pathology ordering. 

20. These exemptions were established in recognition of the realities of remote Aboriginal 

primary health care: lack of on-site medical practitioners, high client mobility, low English 

literacy, the use of multiple names and the clinical and logistical impracticality of obtaining 

individual signatures in high-volume, multidisciplinary care environments. They have 
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underpinned the day-to-day operation of remote ACCHSs for over two decades and have 

played a significant role in providing the ability for non-medical clinical practitioners to 

order essential blood tests in accordance with “standing orders” in the CARPA Standard 

Treatment Manual as well as the flexible income stream these services need to drive 

health outcomes. Blood tests are therefore always ordered under a doctor’s provider 

number and are reviewed by a doctor but the doctor does not have to be on site at the 

time to sign the form. This system ensures high quality care that is accessible in remote 

communities. 

21. The Australian government plans to commence a new MBS compliance system on 1 July 

2026 which puts this at risk. The new compliance system aims to protect against 

inappropriate Medicare claiming and sometimes even fraud by ensuring patients have to 

always sign in order to assign their right for government to pay their GP the appropriate 

level of MBS billing. The same will apply for pathology tests. However, for the reasons 

outlined above, individual patient signature requirements would significantly undermine 

care in the remote and very remote ACCHS context. There is in fact a strong case for the 

current exemption to continue to apply to all ACCHS wherever they are located. 

22. Congress strongly supports robust measures to protect against Medicare overclaiming.   

However, there are good reasons why the requirement for a patient signature in the 

specific context of ACCHSs does not add any significant protection against overclaiming 

compared with the reality of mainstream General Practices. This is because ACCHSs have 

a range of additional structures and systems in place which significantly mitigate the risk 

of inappropriate MBS or pathology claiming. These structures do not exist in mainstream 

General Practice.  Best practice examples of these in place at Congress include: 

• ACCHS are incorporated, not for profit organisations governed by elected community 

boards who ensure the protection of their communities Medicare income on behalf 

of the individuals who use our services  

• internal financial accountability and management systems such as  

o real time Medicare auditing by dedicated MBS staff to detect inappropriate 

billing,  

o a Medicare working group to review billing practises and consider 

opportunities for improvements,  

o sophisticated Medicare billing dashboards that update daily   

o anti-fraud policies and procedures, and  

o whistleblower protections; 

• regular external independent financial audits; 
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• ACCHS are not for profit organisations who employ their GPs on salaries. As such, only 

a small proportion of Medicare income billed by the salaried GPs returns to the GP 

themselves, the rest going to organisational income. This lack of the profit motif 

significantly reduces the incentive for over-claiming;  

• the usual government audits of GP billing to identify unusual patterns that may 

indicate over-claiming or inappropriate pathology oredering. This includes the ability 

of the Department of Health and Ageing to directly notify ACCHSs management if 

there are any concerns about any GPs in our employment, not only the individual GP 

themselves which is the case in private General Practice. 

Recommendation 4. That the Australian Government recognise the additional 

protections that ACCHS have in place which strongly mitigate the risk of inappropriate 

Medicare claiming and/or pathology ordering and formally confirm that these measures 

provide a stronger level of protection than the proposed individual patient signatures on 

MBS bulk billing and pathology ordering. As long as these measures are in place there is a 

very low risk of inappropriate claiming in these contexts and requiring patient signatures 

does not add any significant additional protection but will reduce access to high quality, 

essential primary health care. 

Addressing workforce maldistribution (Terms of Reference b and e) 

A short history of medical workforce policy as it affects remote, rural and regional 

Aboriginal community controlled health services 

23. Aboriginal community controlled health services – especially in remote and very remote 

areas – continue to face significant clinical workforce shortages, including of General 

Practitioners who are essential for providing access to Medicare for residents of these 

regions. These shortages place a critical limit on the provision of primary health care in 

these areas. 

24. There has been a persistent and systematic policy failure of successive Australian 

Governments to regulate the distribution of the medical workforce, with an over-reliance 

on market forces to provide equitable access to primary health care. 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.  

25. Medibank, introduced by the Whitlam Labor Government in 1975, ensured that 

disadvantaged communities had equitable access to GPs through the Community Health 

Program, a grant program to fund the establishment of community health services in 

disadvantaged communities, including many Aboriginal communities. Thus Medibank was 

a combination of fee for service private medicine in well-off areas where GPs would 

choose to work and funding community health services in disadvantaged areas or where 

there were specific needs so they could attract doctors on salaries. 
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26. When Congress began its health service in 1975 it was with a program grant from the 

Community Health Program. Congress was then able to employ some of the first general 

practitioners to work in Alice Springs, demonstrating that salaried positions in community 

controlled health services could attract GPs to a town where the market had failed to 

deliver. 

27. Unfortunately, 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 

and abandoned the Medibank social insurance scheme completely reverting the country 

to a private health insurance system only. As a result of this political compromise, when 

Medicare was established in 1984 it only included one component of the original 

Medibank - Fee for service medicine and the Community Health Program was not 

reinstated. This 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 the last 40 years. 

28. Aboriginal community controlled health services were able to survive the removal of the 

former Community Health Program as they were funded through Aboriginal-specific 

grants. They were able to continue with the delivery of primary health care to the 

communities they served.  

29. However, the level of funding that Aboriginal community controlled health services 

received was very low relative to need and they were not able to offer competitive salaries 

for doctors. When responsibility for Aboriginal health became part of the former 

Aboriginal and Torres Strait Islander Commission (ATSIC) in 1990s, there were not 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.  

30. 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 providing 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.  

31. After much advocacy from Congress and other services, funding responsibility for 

Aboriginal primary health care was transferred from ATSIC to the Australian Government 

Department of Health in late 1994. This has led to increasing funding available for the 

sector, and has been one of the foundations for improvements in health outcomes in the 

Northern Territory (see paragraph 13). 

32. However, since that time competition for the GPs in Australia has become much greater 

as until last year Australia was only training 3500 doctors per year and yet we need 7000 
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per year to meet our annual medical workforce replacement needs. In addition to this, 

the relative lack of remuneration in General Practice compared to all other specialties 

meant very few doctors were choosing to go into General Practice. Recent policy changes 

to increase the number of medical undergraduate positions, including the establishment 

of the CDU medical school as well as the increase to GP income as a result of the greatly 

expanded Bulk Billing Incentive scheme have helped to address this. However, Congress 

and other Aboriginal community controlled health services do not have the funding base 

to be able to compete with the remuneration packages being offered by State and 

Territory governments. In Central Australia for example, the remuneration packages being 

offered to Rural Medical Practitioners (GPs) are well over $400,000 p.a. Most of these 

positions are based in Alice Springs and fly in and out to remote communities on some 

days of the week, making this an expensive and inefficient way of providing care.  

How to address medical workforce maldistribution and improve access to Medicare 

in remote, rural and regional Australia 

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 

33. 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 health2. 

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 Australian 

Government 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.  

34. It would also enable the Australian Government to re-establish community 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.  

35. 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. There would also need to be 

appropriate weightings for remoteness. 

 

2 See for example Congress-response-to-Primary-Health-Reform-Discussion-Paper-FINAL-July-2021.pdf 
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36. 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. 

2. Re-establish a national institution that collects reliable data on the distribution of the 

medical workforce 

37. 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. If maldistribution is not accurately measured in a 

transparent and public way it becomes easy for some interest groups to argue that the 

problem does not exist and that the issue is an absolute lack of GPs. There are areas of GP 

oversupply in some parts of Australia and this is part of the problem. 

3. Train enough doctors to meet our own medical workforce requirements 

38. Australia needs to train enough doctors to meet out medical workforce needs. This means 

we need to train about 7000 new doctors each year and even with the recent increase of 

2000 new places we are only training about 5500 per year. This increase in places 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 these 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. At present the new medical school at CDU has forty places. 

While this is a great start it needs to expand.  

39. 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. 

4. Improve post graduate medical training for General Practitioners 

40. 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: 

• portability of entitlements in the GP training program so doctors who leave hospital 

employment can still access maternity and other leave 

• 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 further 

increasing the remuneration of General Practitioners  



Central Australian Aboriginal Congress 

Submission to the Inquiry into rural, regional and remote Medicare access and funding  Page 15 of 17 

• 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. 

5. Re-establish the Overseas Trained Doctors Scheme 

41. 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.  

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

Australia 

42. 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.  

43. However, this did not eventuate, and one of 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.  

44. 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. 

45. 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 500 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.  
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46. 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. 

7. Bonded scholarships 

47. 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. 

Recommendation 5. That the Australian Government acts to address the maldistribution 

of the medical  workforce in Australia to improve access to doctors and hence to 

Medicare, in remote, rural and regional areas through a range of policy initiatives such as: 

⚫   taking sole responsibility for funding the primary health care system with a core 

guiding principle of achieving equity of access 

⚫   re-establish a national institution that collects reliable data on the distribution of the 

medical workforce 

⚫   ensuring enough doctors are trained within Australia to meet our own medical 

workforce requirements 

⚫   improving post graduate medical training for General Practitioners 

⚫   re-establishing the Overseas Trained Doctors Scheme 

⚫   implementing regulatory systems to address the maldistribution of the medical 

workforce in Australia (including geographical restriction of Medicare provider numbers) 

⚫   bonded scholarships 
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