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I ntroduction

Health Workforce Queensland is a rural workforcerary, established in 1998 and funded by
the Australian Government Department of Health Agding. Our purpose is:

- To facilitate the recruitment, retention and quyadit general medical practitioners and
primary health care teams in rural and remote Qglard communities.

Our primary objectives are:

« Toincrease the number of GP services and incle@asss to GP services in rural and
remote Queensland

« Retain GPs in rural and remote Queensland

«  Support up skilling of GPs and other supportingthgarofessionals in rural and remote
Queensland

- Develop sustainable models for general practiceral and remote Queensland

«  Establish benchmark workforce data and researcifaon and direct policy.

Health Workforce Queensland has extensive knowlagigeexperience in the recruitment
and retention of general practitioners to rural eerdote locations and would like to take this
opportunity to provide comments and observationglation to Senate Committees terms of
reference.

Factorslimiting the supply of health services and medical, nursing and allied health
professional to small regional communities as compar ed with major regional and
metropolitan centres

The factors limiting the supply of medical practters and other health professionals in
smaller rural and regional communities have begansively documented over the years and
are well summarized by Lousie Bibby in her BalaotRetention diagram in McDonald et

al. 2002 ‘Recruiting and Retaining General Pramtigrs in Rural Areas. Evidence Based
Review: Final Report [1]. Professional factors thegatively impact on recruitment and
retention in smaller communities include:

» Heavy workload with excessive after hours and direguirements.

» Lack of locum relief.

» Professional isolation (including lack of peersgaplist support, geographical
distance from peers and professional events).

» Difficulty in accessing Continuing Profession Dey@inent activities.

* Low remuneration especially for after hours anccalhwork.

Family and personal factors include:

» Lack of quality schooling.

* Spouse/partner unhappiness — lack of opporturfirespouses (employment and
other areas).

» Isolation from family, friends and cultural oppantties.
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Community factors include:

» Lack of facilities — including schools, hospitatsdamedical technology, housing,
social and cultural facilities.

* Loss of privacy and anonymity.

» Conflict with other health professions in the conmity

An additional factor that has become increasinggvalent in mining and resource based
communities is the high costs of housing and readabmmodation in many of these areas.
These costs make it increasingly difficult to attmaew or replacement health professionals.

The effect of theintroduction of Medicare L ocal on the provision of medical servicesin
rural areas

We believe that it is too early to assess the efieMedicare Locals on the provision of
medical services in rural areas as many have rnatoyemenced. Our major concern would
be that the MLOs will not be adequately resouraetifanded to develop local solutions
based on identified needs.

MLOs are designed to operate on a regional basgetify needs and provide primary

health care solutions within Government policy pties to match these regional needs. The
ability of these newly established organisationsrtbance medical services within rural areas
IS uncertain as the stated objectives for MLOg@&ber than medical services so we are
concerned that attention will drawn away from matigervices to broader primary health
care services.

There are opportunities for greater collaboratietwieen MLOs and Rural Workforce
Agencies (RWA) to assist in the improvement of mmabland primary health care services by
leveraging the RWA's expertise in workforce reameint and retention, workforce
development and health service planning.

Current incentive programsfor recruitment and retention of doctors and dentists,
particularly in smaller rural communities.

A 2006 review of the Rural Retention Program codetlithat RRP as it currently operates
contributes to the retention of rural and remotes @#Rh the program’s key impact being on
GP morale [2]. It also notes that the RRP is maitecal in more remote locations where the
financial support provided by the program is catito the continuation of many practices.
The report also suggests that withdrawal of the RREId have a significant impact on
morale among all rural and regional practitioners.

While we tend to agree with these conclusionsrépéacement of GPARIA (upon which the
retention payments were based) by ASGC-RA has pemtlanomalies in that smaller
communities such a Charters Towers, Malanda, Bilaet classified the same as large
provincial cities such as Townsville and Cairnd theve populations over 150,000.

This makes it more difficult to recruit and retaoctors in smaller communities as they can
receive identical incentives in large cities. Sarlif, we have smaller locations such as
Dalby, Oakey, Kingaroy having to compete with Toowtba (population over 100,000) to
recruit and retain doctors.
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While we understand that the objective of the Galneractice Rural Incentive program is to
increase the number of rural medical practition&i3,and Specialists through the provision
of incentive grants, we note that overseas tratdtuediors are not eligible for relocation grants
available through the Rural Relocation Incentivar@i(RRIG). As overseas trained doctors
are generally required to work in a District of Wimrce Shortage, we would suggest that the
criteria that excludes them from the RRIG indirgcliscriminates against overseas trained
doctors compared to their Australian counterp&excent GP workforce statistics produced
by the Medicare Financing and Analysis Branch (D98} indicate that overseas trained
doctors comprise 38.4% of Queensland general peaatorkforce and undertake 44.3% of
the workload (see Figure 1).

Figure 1: Workload - Australian trained and Overseastrained (Queensiand)
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In rural and remote areas in Queensland, the pexgermf overseas trained doctors is even
higher with data maintained by Health Workforce €nstand indicating that as at"30
November 2011, overseas trained doctors compri8edeof the rural and remote general
practice workforce [5].

While it is possible that return of service obligas under the Bonded Medical Places

(BMP) and Medical Rural Bonded Scholarship (MRBsghemes will, over time lead to an
increase in Australian trained medical graduatesking in rural and remote locations,
evidence to date is not encouraging. Health Wodd@ueensland has been actively tracking
the number of Queensland trained doctors who arermily working in rural and remote
locations [5]. Data indicates that of the 5,618dgites from the University of Queensland,
James Cook, Griffith and Bond Universities betw&880 and 2010 only 294 (5.2%) are
currently working in ASGC 2 to 5 locations. Fig@relisplays the number of Queensland
medical graduates by year from 1990 to 2010 anadineber currently working in ASGC 2

to 5 locations as at November 2011.
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In summary, it would appear that polices basedampuilsion such as provider number

legislation or return of service obligations arel/an will be more effective in increasing the

number of GPs working in rural and remote locatioopared with current relocation

incentives.

Figure 2: Number of Queensland medical graduates currently workingin rural and
remote locations as at November 2011 for years 1990 to 2010
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Maldistribution

Maldistribution of the general practice workforantinues to impact on access to medical

services in rural, regional and remote communit@&mneral Practice services data as
compiled by Medicare Financing and Analysis Braimeticate that populations in rural,
regional and remote areas tend to use Medicaressness compared with populations in

Major Cities [3, 6].
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Figure 3: Percentage of services provided by ASGC-RA and population percentage by
ASGC-RA (National) [3, 6]
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ASCG-RA classification system

The major problem that Health Workforce Queenshkamiwith ARIA/ASGC is that it gives
a large weighting to physical road distance frooapital city and relatively small weighting
to population size.

As GISCA itself acknowledges; it is a purely gequinia measure of remoteness, which
excludes any consideration of socio-economic statuality and populations size factors
(other than the use of natural breaks in the pdijpulaistribution of Urban Centres to define
the service centre categories)[4].

This means that doctors working in large regiont@ g receive the same or higher incentives
compared to doctors working in small rural locasio@iven the higher level of facilities and
options available in larger cities, it makes theruément and retention of doctors in smaller
towns more difficult and challenging.

We believe that the current ASGC-RA classificatsgstem penalizes smaller towns and
communities and makes it more difficult for thesenmunities to attract and retain health
professionals. We do not believe that the ASGC-Rgification system can be made more
equitable with minor adjustments and that a neviesyghat takes into account level of
services available, rurality and population sizeepuired.

An additional anomaly with ASGC-RA is the way itegsdistance from a state capital as one
of its major weightings. For example, we have Bgadpopulation approx 104,195) and 152
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kilometres from Melbourne having the same ASGG-RAtihg as Mackay (population
approx 118,842) and 968 kilometres from Brisbammil&rly, we have Swan Hill
approximately 338 kilometres from Melbourne having same ASGC-RA 3 rating as Sarina
approximately 932 kilometres from Brisbane.

Other related issues

An additional area of concern is the closure ofematy services in rural and remote
communities. Since 1995, over 40 maternity unitgehaeen closed in Queensland and
centralized in larger provincial and urban citiEsese closures have led to additional costs
for rural and remote families who have to relodataccess birthing services. It has also led
to a steady decline in the number of GPs provigiragedural services such as obstetrics,
anesthetics and surgery. Figure 4 displays thditotaf maternity services closed since
1995.

Summary

The factors affecting the supply and distributidmealth professionals are well known. We
do not believe that current relocation incentivéls lve effective in increasing the supply and
distribution and note that many of the current moees are not available to nursing and
allied health professionals.

It would appear that polices based on compulsi@h sis provider number legislation or
return of service obligations are and/or will bereeffective in increasing the number of
GPs working in rural and remote locations.

We believe that the current ASGC-RA classificatsgstem penalizes smaller towns and
communities and makes it more difficult for thesenmunities to attract and retain health
professionals. The fact that many smaller commesitiave the same classification as large
provincial cities makes it more difficult to recraind retain doctors as they can receive
identical incentives’ in large cities. We do notibee that the ASGC-RA classification
system can be made more equitable with minor adgsts and that a new system that takes
into account level of services available, rurasitd population size is required.

The increasing centralization of health services&por provincial cities makes it more
difficult and expensive for smaller communitiesaticess basic health services and to attract
health professionals.
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Figure 4: Closed Mater nity Service since 1995
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Appendix 1: The Balance of Retention

The Balance of Retention
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