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1. Preamble





Jonathan Curtis, Secretary 


Australian Senate Select Committee on Medicare


Parliament House


CANBERRA   ACT   2600





RE:  SUBMISSION TO AUSTRALIAN SENATE SELECT COMMITTEE ON MEDICARE





Dear Jonathan,





thankyou for your invitation of 27th November 2003, via Ms Helen Colbourne, for the Nimbin Needs Doctors Rural Action Group to make a written submission to the Senate Select Committee on Medicare. The Action Group is pleased to take up your invitation, and our submission and accompanying documents are attached. The Select committee will note that there has been a small name change to our group. The significance of this will become apparent from our submission.








Our submission deals with aspects of the crisis in Rural General Practice, a crisis which has been analysed in detail in the recent Rural Doctors Association of Australia/ Monash University report Viable Models of Rural and Remote Practice.








In particular we show how anomalies in the existing Rural, Remote and Metropolitan Areas (RRMA) system, used to allot incentives to rural medical practices, can severely penalise some rural communities. The resultant problems - experienced by Nimbin’s previous private practice and the newly-set-up “contract practice” - serve as a case study.








Our Action Group was formed in April 2003, at the request of the Nimbin community, following a public meeting about the forthcoming (May 2003) closure of Nimbin’s private medical practice. Our brief includes: liaising with the Nimbin community; lobbying politicians and the Federal Minister for Health and Ageing; encouraging community participation in lobbying; liaising with Northern Rivers Division of General Practice, Northern Rivers Area Health Service, Lismore City Council, and The Rural Doctors Network. 





Subsequently, with the aid of a grant of some $50,000 from the NSW state government, these four bodies set up an Entity to run a new practice, one which contracts doctors to provide medical services. It opened in August 2003. It is heavily subsidised, in that entity members are providing salaries for a practice manager and practice nurse, rent-free practice chambers and the lease of a house to accommodate doctors from out of town. We understand that the intention is for the practice to pay its way and cover the aforementioned expenses within 12 months. Our action group is represented on the Entity’s advisory committee. In our submission we refer to the new practice as a “Contract Practice”.





We have lobbied the Federal Minister(s) for Health and Ageing, by letter and email, to no avail, as well as various Senators and the Shadow Minister for Health. We have encouraged the Nimbin community to write letters, and have organised a petition to the Senate, presented by Senator Forshaw, and a demonstration by Nimbin’s Elders. We researched the RRMA system, and kept note of the arbitrary decisions made by the then Federal Minister for Health and Ageing, Senator Patterson, under the More Doctors for Outer Metropolitan Areas Scheme - decisions we believe further compromise the viability of rural medical practices.





The Nimbin Still Needs Doctors Rural Action Group comprises: 





Helen Colbourne JP, Director Northern Rivers Area Health Board


Marian Forwood Grad Cert Man Com JP, Nimbin Community Economic Development Officer


Mandy Hale BSocSc, Community Welfare Worker, Nimbin Neighbourhood Centre


Jill Harrison Manager, Nimbin Village Pharmacy


Margaret McLaren BSc PGDip [Action Group Representative on the GP Employment Entity Advisory Committee]


Kay Martin [Action Group Minutes Secretary]


Len Martin BSc PhD, Honorary Research Consultant, School of Biomedical Sciences, University of Queensland


Alva Sandor Volunteer driver, Northern Rivers Community Transport


Nuala Scannell CertEd, Coordinator, Nimbin Family Centre


Faye Scherf President, Nimbin Hospital Auxiliary, Vice-president, Nimbin Health and Welfare Assoc. Inc.





We meet regularly and all meetings are minuted, with minutes circulated to the bodies associated with the new practice. Progress, and lack thereof, are regularly reported to the community.





All documents, minutes, reports and letters quoted in our submission are available as text (Microsoft Word) documents or, where appropriate, facsimiles. We emphasise that our submission is intended to raise issues of general concern regarding Medicare. 





However, in the course of our lobbying for Nimbin we prepared a series of briefing documents to back up our case for reform. These are referred to in our submission and attached to it, together with an Appendix. The latter includes:  a covering letter sent out to politicians with the documents in August 2003, which summarised our case to that stage; further letters from the Department of Health and Ageing which epitomise their style, and a progress report on the new Contract Practice. This document is a useful introduction to Nimbin’s specific problems. The attached documents circulated previously are:








(A) The catchment area of Nimbin: the geographic basis for Nimbin’s “moral” right to RRMA5 status;





(B) What RRMA3 excludes us from: how RRMA3 compromises survival of a medical practice in Nimbin;





(C) Basis of RRMA classification: how the ABS 2001 national updating gives Nimbin RRMA5 status;





(D) Letters to the Minister from Dr Oxlee and others;





(E) Letters from the Ministry - a disgrace to the public service;





(F) Ministerial responses in June 2003 Senate Estimates Hearings to questions from Senator Forshaw; 





(G) Documents obtained under the Freedom of Information Act.








If the Senate Select Committee requires further information, our Action Group will be only to pleased to provide it. Please feel free to contact me by email or phone as detailed above.








With best wishes, sincerely,














Len Martin on behalf of Nimbin Still Needs Doctors Rural Action Group


2. Summary of Major Points





Our Rural Action Group recognises that there is an Australia-wide crisis in rural medical services. We believe that this crisis is exacerbated by:





(a) the extra demands of rural medical practice (see section 2 below);





(b) an overall shortage of vocationally registered doctors (see section 3 below);





(c) a failure to provide appropriate incentives to attract doctors to rural practice because -





	the Rural, Remote & Metropolitan Areas (RRMA) classification, used to allot incentives 	to rural practices, is based on out-of-date statistics and statistical classifications;





	basic flaws in the RRMA classification can prevent medical practices in bona fide rural 	communities like Nimbin from accessing the full range of rural incentives, thus 	compromising local health services and equity of access to them by local communities.





Using Nimbin as a case study, we demonstrate that successive Federal Ministers for Health and Ageing and their bureaucrats have repeatedly ignored the concerns expressed by Nimbin’s previous GP, members of the Nimbin community and this Rural Action Group. Refusal, on their part, to even consider remedying the problems was largely responsible for closure of Nimbin’s previous general practice, and now compromises the viability of the new “Contract Practice”.





Rural practices in general, but those like Nimbin’s in particular, are now even more severely compromised by the incentive system instituted by the previous Federal Minister for Health and Ageing, to attract doctors to Outer Metropolitan Areas. We have drawn this to the attention of the Federal Minister - but to no avail! The issues raised under (c) are dealt with in detail below, in section 5.





(d) Our Action Group is aware that ARIA (Accessibility Remoteness Index of Australia) may soon replace RRMA as the basis for determining accessibility to incentives for rural practices. But no system is perfect. 





ON THE BASIS OF OUR EXPERIENCE WITH SUCCESSIVE FEDERAL MINISTERS FOR HEALTH AND AGEING AND THEIR BUREAUCRATS, WE BELIEVE THAT IS IS ESSENTIAL THAT AN INDEPENDENT AUTHORITY BE SET UP - ONE THAT IS RESPONSIBLE TO AND REPORTS TO THE PARLIAMENT OF AUSTRALIA. AN AUTHORITY TO ARBITRATE ON SUCH PROBLEMS OF EQUITY OF ACCESS TO HEALTH CARE AS AFFECT THE NIMBIN COMMUNITY.








3. In relation to the extra demands of rural medical practice





Subsequent to the closure of Nimbin’s private medical practice in May 2003 (see section 5 below), Northern Rivers Division of General Practice, Northern Rivers Area Health Service, Lismore City Council, and The Rural Doctors Network, set up an Entity to run a new practice, one which contracts doctors to provide medical services, as described in section 1.





Our Action Group believes that “Contract Practices” like this will go a long way towards alleviating many of the serious and adverse pressures experienced by GPs in conventional rural practice. However, we emphasise that, in order to be viable, such practices must have full access to rural incentives. With continuing inappropriate RRMA3 status, the Nimbin practice does not have this access and its viability is in doubt! (see attached Appendix and document B).








4. In relation to the shortage of vocationally registered medical practitioners 





Our Action Group maintains that it is morally wrong to bring in more doctors from overseas to solve our problems. Nevertheless we support any scheme to attract already-resident overseas-trained, non-vocationally registered doctors (NVRs) into rural practice. The Nimbin “contract practice” is now largely dependent on NVRs - though they do not attract a full Medicare rebate because of Nimbin’s inappropriate RRMA3 status, detailed in section 4 below.





We believe that there should be increased University funding to support an overall increase in University places for doctors, but further that there should be a significant increase in the number of places available under University Rural Student Entry Schemes, whereby rural students with University Admission Indices of less than the ridiculously high standard cut-off index of 99.4 can gain entry to medicine.





The scheme of incentive and retention payments for doctors currently in practice does not go far enough. There is an urgent need to encourage doctors to return to practice by offering refresher courses and greater access to Medicare Numbers - which could be tied to areas of need. Such schemes could work in well with “Contract Practices” of the sort currently set up in Nimbin.








5. In relation to the failure to provide appropriate incentives to attract doctors to rural practice Attached document (C) goes into further detail on the statistical basis of RRMA.





The existing system of incentives to encourage doctors to move to and remain in rural practice, is based on the 1994 publication (RRMA, 1994) Rural Remote and Metropolitan Areas Classification 1991 Census Edition; Department of Primary Industries and Energy/ Department of Human Services and Health; Australian Government Publishing Service Canberra (ISBN o 644 42752 3; A51543 Cat. no. 94 3091X).





Under “Purpose and Application” (p.2), it is stated that, “the classification is a public tool to enlarge the knowledge and information base about rural and remote areas. It aims to assist decision makers concerned with a range of social justice and economic issues,,, the classification is relevant to: analysis of social needs... equitable locational distribution of public resources... assessment of the impact of program responses aimed at overcoming the difficulties of service provision in rural and remote areas... the classification is a general purpose one and is not designed to meet the needs of any specific program”. We quote this at length, in the light of the Federal Ministers’ complete intransigence regarding Nimbin’s inappropriate RRMA3 status, as exemplified in attached documents (E) & (F).





The RRMA status of a community is based on an index of remoteness and the population size of the largest urban centre of the Statistical Local Area (SLA) in which the community is located. 





[We ask here that the committee carefully examines attached document (A) The catchment area of Nimbin which demonstrates how isolated Nimbin is from its nearest urban centre, Lismore, and emphasises the size of rural population (over 5,000) that is denied equity of access to Medicare]





RRMA3, 4 and 5 status correspond respectively to SLAs with “large urban centres” (25,000-99,999), “small urban centres” (10,000-24,999) and “other rural areas” (less than 10,000).





Nevertheless, when the Federal Health Department utilised RRMA as the basis for distributing incentives to improve medical services in rural and remote areas, Nimbin was located in the SLA of Lismore (C), remoteness index 9.68; total population 40,619. Since it included the urban centre of Lismore (population > 25,000) the whole SLA, including Nimbin, was classed as large rural centre RRMA3.





While the Lismore LGA remained undivided, Tweed LGA was divided into Tweed (A) - Pt A classed Other Metropolitan and Tweed (A) - Pt B (1996 total population, 22,465; remoteness index 9.6) classed other rural area RRMA5, because the largest urban centre, Murwillumbah, had a 1996 population of 7,657. Meanwhile, Byron (A) SLA (1996 total population, 28,175), largest urban centre, Byron Bay (population <10,000) is classed as other rural area RRMA5 and Ballina (A) (1996 total population, 36,625), largest urban centre, Ballina, (1996 population, 16,056) is small rural centre RRMA 4. 





Thus, the small rural village of Nimbin, with a Hospital, denied access to the large financial and other incentives designed to attract and retain doctors in rural practice, is largely surrounded by much larger towns, all with full access - including Wollongbar & Alstonville, both closer to Lismore than Nimbin. 





Is it any wonder that Nimbin’s previous 4,000 patient practice could not replace doctors as they left for “kinder climes” (see attached documents: (B) What RRMA3 excludes us from how RRMA3 compromises survival of a medical practice in Nimbin; (D) Letters to the Minister from Dr Oxlee and others) or that the new contract practice has attracted no more than 3 doctors part-time, (the original practitioner, plus two NVRs) for a total of only 13 practice sessions - the equivalent of little more than one full time GP - when the practice and Hospital require at least 3 and preferably 4! (see Appendix).





The exact boundaries of SLAs currently used as the basis of RRMA (1994) were defined by the Australian Bureau of Statistics [ABS] in Australian Standard Geographic Classification [ASGC] (1994). It is not at all clear why some Local Government Areas (LGAs) were subdivided into two SLAs, like Tweed, while others, like Lismore, remained undivided. Inspection of RRMA (1994) reveals no obvious systematic basis for dividing LGAs. They appear to be arbitrary. Thus Appendix H (RRMA, 1994, pp. 87-95) lists: 





8 LGAs divided into two SLAs - “Capital/ other rural; 


2 divided into two SLAs - Other Metropolitan/ small rural; 


5 (including Tweed) divided into two SLAs - Other Metropolitan/ other rural; 


16 (but not Lismore!) divided into two SLAs - Large rural/ other rural; 


6 divided into two SLAs - small rural/ other rural; 


1 divided into two SLAs - Small rural/ other remote. 





Given the serious implications that such division, or lack thereof, can have on RRMA status, we believe that the ABS should be questioned about the basis on which it made such decisions.





We note here that of the “Large Rural Centres” listed in RRMA (1994), four  were each divided into two SLAs in the 2001 census (Dubbo-C, Lismore-C, Hastings-M and Wagga Wagga -C), as were two listed in RRMA (1994) as “Small Rural Centres” (Armidale-C, Shoalhaven-C). 





This 2001 revision had huge implications for Nimbin, as it effectively meant that we were now in an SLA which should entitle us to RRMA5. Dr Oxlee, our Action Group and others repeatedly brought this to the attention of the Federal Minister (see attached documents C & D), all to no avail. In response, a remarkable variety of reasons were given as to why no changes could be made, together with assertions (both demonstrably untrue) that “RRMA was not the problem” and that “the problem had been solved” (see various passages in attached documents E & F).





Meanwhile, the basis for the ABS 2001 changes remain unclear. On the face of it they appear arbitrary. We emphasise “arbitrary” because one of the many different reasons that the Department of Health & Ageing (DOH&A) gives for not changing Nimbin’s status is that the DOH&A cannot make an “arbitrary decision” (see attached Appendix and documents E & F).





Nevertheless, in May 2003, in what again appeared to be an arbitrary decision, the then Federal Minister, Senator Patterson, instituted a generous scheme of incentives to attract GPs to the outer metropolitan suburbs of Australian capital cities. We wrote to her on this issue (see attached document D, p.8 line 15). Needless to say, the reply did not address the issues raised by us - a pattern common to all ministerial replies! (see attached document E, p.8, line 31, and elsewhere).





How many other communities are disadvantaged by arbitrary decisions made on Medicare? We believe that rural communities as a whole are disadvantaged by Senator Patterson’s More Doctors for Outer Metropolitan Areas Scheme, because it reduces the incentive differential between rural and metropolitan areas.





It is on the basis of our experience that the Action Committee reiterates that for all Australians to enjoy full equity of access to Medicare it is essential that there be AN INDEPENDENT AUTHORITY TO ARBITRATE ON SUCH PROBLEMS OF EQUITY OF ACCESS TO HEALTH-CARE AS AFFECT THE NIMBIN COMMUNITY - AN AUTHORITY RESPONSIBLE TO, AND REPORTING TO THE PARLIAMENT OF AUSTRALIA. We believe that this authority is needed whether ARIA replaces RRMA or not, and irrespective of whether the ABS classifications/ reclassifications follow the ABS system rules or not. 





Any system of classification dealing with a continuum (and operationally, population numbers form a continuum) must, by definition, break the continuum into classes by arbitrary cut-off points. This is quite evident in the definitions of RRMA (1994). So here we have the situation where one arbitrary system (RRMA) is imposed upon another - the ABS Geographic Classification. That there are major anomalies does not surprise. That there is such resistance to correcting the anomalies offends.





The DOH&A repeatedly states that RRMA has not been an issue - an assertion we strongly dispute (see attached document X, pp.5-6). Another assertion which also first surfaced at the June 2003 Senate Estimates Hearing (see attached document F) was that Nimbin’s problem had been “solved” by the setting up of the new practice. This features in the latest DOH&A rebuff - from the Director Coordination, Information and Analysis Section (see attached document X, p.6). This letter was a response to the September send-out of briefing documents, which, among other things, detailed how Nimbin’s RRMA3 status was compromising the viability of the new contract practice.





Once again the bureaucrat ignored all representations/ arguments made by us, repeating many of the old chestnuts, plus: “I understand that Dr Ian Cameron of the NSW Rural Doctors Network... working with the... the local Division of General Practice and the Northern Rivers Areas Health Service and has come up with a local solution”. Such a solution! The new practice has so far attracted only three doctors for only 13 sessions per week - equivalent to little more than one full-time GP. Four years ago the practice, with a catchment population of 5-6,000, and 4000 patients on the books, employed 4, full-time. Furthermore, because GPs are on-call to Nimbin Hospital, actual practice sessions are often cut short.





Of 4 part-time doctors currently in Nimbin (3 plus a locum), 3 are NVRs not entitled to the full Medicare rebate of $25 per consultation, but only $17.85 - because Nimbin is rated RRMA 3. It is not surprising that the practice does not yet meet costs. Yet, as a result of an arbitrary decision by Senator Patterson, NVRs in outer suburbs of Sydney attract the full Medicare rebate. The Nimbin catchment, separated from Lismore by over 30 km of bad roads, is worse off than the outer suburbs of Sydney and “MOST OF CANBERRA” (see advert on final page of attached Appendix).





Failure of the new contract practice to attract more doctors must in part arise because doctors are not eligible for the generous relocation allowances that practices in surrounding RRMA4-5 areas are entitled to, and which are now payable for practices in outer suburbs of Sydney - and “MOST OF CANBERRA”. The inability of the Nimbin practice to access rural-stream doctors, because of its RRMA 3 status must also compromise its ability to attract doctors. It is worth reiterating that these are precisely the issues that Dr Oxlee repeatedly raised with DOH&A, to no avail, before he was forced to close his practice. 








We regard the contract practice now on trial in Nimbin as an excellent model for the future - one that may well provide a general solution to many of the problems common to rural practices throughout Australia, and lead to increasingly successful provision of GP services to rural communities. It is of great concern, therefore that the viability of this innovative pioneering project is significantly compromised by the intransigence of the Commonwealth Department of Health and Ageing!
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