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Comment on the Regionally Tailored Primary Health Care Initiatives through 
Medicare Locals Fund (the Fund) 

Overview  

The Alliance is comprised of 33 Member Bodies, each a national body in its own right, 

representing rural and remote health professionals, service providers, consumers, educators, 

researchers and Indigenous health organisations (see attachment).  The vision of the National 

Rural Health Alliance is good health and wellbeing in rural and remote Australia and it has 

the particular goal of equal health for all Australians by 2020.  Underlying the Alliance‘s 

work is a belief in the importance of person-centred care. 

 

The Alliance welcomes the focus in the Discussion Paper (at 3.3) on consumer centred care. 

 

We also note with interest (at 5.1) that "The allocation of ‗core‘ funding to Medicare Locals 

is based on a funding formula that takes into account the characteristics of each Medicare 

Local community, such as rurality, socio-economic status, population age profiles, Aboriginal 

and Torres Strait Islander populations, and low English-speaking proficiency". This principle 

provides the basis for the differential spending for rural Medicare Locals we are proposing in 

this paper.  However, we believe that additional weighting needs to be included for the 

physical size of the area covered, the number of branch offices to be established and 

measures of local workforce shortage. 

 

The Alliance is also encouraged by the statement that: "From time to time, the Australian 

Government may direct additional or supplementary funding to services under the fund. For 

example, providing targeted services to areas where evidence shows that there is a need."  

The overall purpose of this paper is to emphasise the particular need for appropriate support 

for rural Medicare Locals. Without such special support, they will not be able to meet 

Objective 3: ―Identification of the health needs of local areas and development of locally 

focused and responsive services‖. 

The challenge for rural Medicare Locals 

The National Health and Hospitals Reform Commission identified unacceptable inequities in 

health outcomes and access to services as a major challenge in Australia‘s health care system.  

These inequities are most evident in the health outcomes and access to services for people 

who live in rural and remote parts of Australia, including especially the Aboriginal and 

Torres Strait Islander people who live in those areas. 

 

All Australians have the right to equal health, including the seven million Australians who live 

in rural and remote areas.  Such equity requires the allocation of health resources to be made 

on the basis of health need and, as is well known, the general health of people of rural and 

remote areas is worse than that of people in the major cities.  For this reason there needs to be 

a rebalancing of priorities and funding within the system, including where the provision of 

primary care is concerned.  

 

The general situation in which Medicare Locals in rural, regional and remote areas will do 

their work is characterised by relative disadvantage and deficits.  They will be confronted by 

relatively poor health infrastructure (as well as telecommunications and other technical 

challenges), a narrower range of health services, an older, less affluent population subject to 

greater health risk factors, and shortages of professionals in most disciplines.  Such pervasive 
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and fundamental deficits as these mean that Medicare Locals in these areas will have to be 

involved with local, State and national authorities in community building activities such as 

school education and the development of local health-related infrastructure like cycle paths 

and sports fields.  They will also want to cater for the special needs of particular population 

groups such as those with chronic illness, people who are socially and economically 

disadvantaged, those with a disability, prisoners and the unemployed.  

 

Medicare Locals will become one of the lead agencies on all of these fronts and, to be 

effective, those of them that cover rural and remote communities will need to be adequately 

funded to address these challenges.  

Inequities 

No measure of human existence is more important than life expectancy.  It has been 

estimated that overall life expectancy is around four years less in rural, regional and remote 

areas than in Australia‘s major cities.  Put another way, this results in 4,600 premature deaths 

per year in rural and remote Australia.   

 

These differences are not due entirely to the higher proportion of Indigenous people in remote 

areas.  Living in more remote areas in Australia is itself a risk factor.  The Royal Australian 

College of Physicians estimated that a white man born in the Central Darling Shire in Far 

West New South Wales could expect 11 years less life than one born in Mosman in Sydney. 

 

Inequities in access to and use of health-related services are clearly illustrated by the table 

below which shows services received by rurality (2006-07) as a proportion of services 

received in Major cities. 

 

SERVICE TYPE Inner 

regional 

Outer 

regional 

Remote Very 

remote 

MBS GP services 84% 79% 71% 54% 

MBS Specialist services  74% 59% 38% 30% 

MBS allied health services 75% 45% 24% 9% 
Note: This table relates to the place of residence of those receiving service, so it overstates the number of MBS 

services actually received in rural and remote areas.  There are many other services under-provided in rural 

areas, offset to some extent by basic hospital services and specially-targeted investments eg the Regional Health 

Services package. 

 

Overall, there is an estimated Medicare deficit each year of about $1 billion, and growing, 

between major cities and rural, regional and remote areas. Mental health and dental services 

are also very poor, with access to psychological services 25 per cent less than in major cities, 

while the ratio of dentists to people in rural areas is less than half the rate it is in the major 

cities.  

 

Other inequities which contribute to poorer health outcomes in rural and remote areas 

include: 

 deficiencies in health workforce and health infrastructure; 

 poor public transport; 

 poorer (but less expensive) housing; 

 less secure and costlier access to fresh food and water; and  
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 greater exposure to inherently dangerous occupations. 

 

In addition, people in rural and remote areas have a higher prevalence of common risk factors 

for health, such as higher rates of smoking, greater rates of disability and lower rates of 

physical activity.  

Funding for Medicare Locals covering rural and remote areas 

Core funding 

To be truly ‗local‘, Medicare Locals must have a presence and fulfil all of their obligations 

for each community in the region they cover.  For an urban Medicare Local, the distances to 

be covered will be relatively small; liaison for integration and coordination of health services 

will involve local services; the organisation may operate from a single office; staff would be 

able to visit all parts of the region in less than a day; and computer and telecommunications 

systems can be relatively straightforward.   

 

However, a Medicare Local that covers a significant proportion of a State will need to: 

 liaise with numerous towns and communities each with its own distinct characteristics 

and issues, to undertake planning, identify gaps, understand the unique service delivery 

issues and develop solutions to suit each place;  

 develop and rely on relationships outside their own region to plan for and develop responsive 

local services and to coordinate and integrate the patient journey to and from tertiary services 

located in regional or capital cities (which may be in a different State);  

 develop and implement new models of service delivery that are effective in rural and 

remote areas where fee-for-service and market based models have patently failed to 

deliver equity; 

 travel hundreds of kilometres to meet and collaborate with consumers and service 

providers and provide support to clinicians and other service providers, often 

necessitating overnight stays and allowances for travel and time away from home and work; 

 establish branch offices and communications and IT infrastructure (including high speed 

broadband and training and support for its uptake) across the region to enable regular 

liaison with distant stakeholders including Local Hospital Networks and Local Lead 

Clinicians Groups; 

 ensure the sustainability of local health services, including small rural hospitals and 

multipurpose services which are an integral part of primary, aged and subacute care; 

 develop innovative and often expensive solutions to longstanding workforce (both clinical 

and administrative) issues such as: 

o recruitment and retention;  

o professional development and education;  

o provision of high quality, well supervised training posts and student placements;  

o availability and  affordability of appropriate accommodation for students and 
visiting health professionals (eg for consulting rooms or overnight stays); 

o subsidising high transport costs for students to participate in rural placements; and 

 where services are not available locally, set up arrangements for distant health 

professionals to provide either visiting or e-health services – or, alternatively, facilitate 

patient travel to access services elsewhere. 

 

The Alliance acknowledges that the current formula for core funding for Medicare Locals 

takes into account rurality, socio-economic, health and Aboriginal and Torres Strait Islander 
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status of the community.  In addition to these, the funding formula should take account of 

distance from major population centres; the total area of the Medicare Local region and the 

resultant additional travel and accommodation costs; the high cost of services and supplies; 

the difficulties of setting up, servicing and maintaining computer and telecommunications 

systems; and the incentives that are essential to recruit, develop and retain management and 

administration staff as well as members of the health and clinical workforce. 

 

An additional weighting needs to be added to the core funding formula based on total area of 

the region covered by a Medicare Local, the number of branch offices to be established and 

measures of workforce shortage.  Rural and remote Medicare Locals must also be funded and 

developed in such a way as to contribute to Closing the Gap in health for Aboriginal people, 

including through the new agencies‘ relationships with Aboriginal Community Controlled 

Health Organisations. 

Non-core funding 

As an overarching principle, the Alliance believes that 30 per cent of the funding available 

should be available to the 30 per cent who live in rural and remote areas. 

 

The Alliance also supports the principle that funding should be applied to address the worst 

problems first.  To date, resources have usually been allocated through competitive grants 

and tenders, but frequently the areas of greatest need have the least ability to develop and 

submit competitive applications.  A two-stage and more supported approach to competitive 

funds would ensure a stronger relationship between money allocated and real health need. 

 

At least three of the eight programs consolidated into the Regionally Tailored Primary health 

Care Initiatives through Medicare Locals Fund were specifically aimed at addressing rural 

inequity related to primary care services and general practitioners.  The consolidation of these 

programs should not reduce the focus of these funding streams; instead, it should be the basis 

on which funding through Medicare Locals brings the proportion spent in rural and remote 

areas to at least 30 per cent. 

 

All program funding for Medicare Locals which have rural or remote areas in their region 

should be weighted in the same way that core funding is weighted, in order to compensate for 

the higher health needs of people in these areas and the higher cost of operating and 

delivering services in these locations. 

Monitoring and adjustment of funding over time  

Health outcomes and access to services in rural and remote areas are starting from a relatively 

low base and will need to be monitored closely to determine whether the inequities are being 

reduced.  Healthy Community Reports will cover local demography, access to services and 

health outcomes by remoteness category so that a clear picture of on-the-ground progress can 

be monitored for small rural and remote communities as well as for the larger centre in which 

the Medicare Local is based.   

 

The $1 billion annual deficit in MBS funding for people in rural and remote areas must be 

addressed.  The National Health and Hospitals Reform Commission recommended that 

‗equivalence funding‘, appropriately adjusted for remoteness and health status, be made 

available for local service provision where populations are otherwise underserved.  Action 
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should be taken along these lines, including through the differential funding of rural and 

remote Medicare Locals proposed in this paper. 

 

The flexibility built in to the Regionally Tailored Primary health Care Initiatives through 

Medicare Locals Fund will enable funding to be adjusted based on the evidence of the Health 

Community Reports showing the effectiveness, efficiency and appropriateness of fund 

activities.  It is essential that funding is targeted to address areas of greatest need.  
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Attachment 

 
Member Bodies of the National Rural Health Alliance 

ACHSM Australasian College of Health Service Management 

ACRRM Australian College of Rural and Remote Medicine 

AGPN Australian General Practice Network 

AHHA Australian Healthcare & Hospitals Association 

AHPARR Allied Health Professions Australia Rural and Remote 

AIDA Australian Indigenous Doctors‘ Association 

ANF Australian Nursing Federation (rural members) 

APA (RMN) Australian Physiotherapy Association Rural Member Network 

APS Australian Paediatric Society 

APS (RRIG) Australian Psychological Society (Rural and Remote Interest Group)   

ARHEN Australian Rural Health Education Network Limited 

CAA (RRG) Council of Ambulance Authorities (Rural and Remote Group) 

CHA Catholic Health Australia (rural members) 

CRANAplus CRANAplus – the professional body for all remote health  

CWAA Country Women‘s Association of Australia 

FS Frontier Services of the Uniting Church in Australia 

HCRRA Health Consumers of Rural and Remote Australia 

ICPA Isolated Children‘s Parents‘ Association  

NACCHO  National Aboriginal Community Controlled Health Organisation  

NRHSN National Rural Health Students‘ Network 

PA (RRSIG) Paramedics Australasia (Rural and Remote Special Interest Group 

PSA (RSIG) Rural Special Interest Group of the Pharmaceutical Society of Australia  

RACGP (NRF) National Rural Faculty of the Royal Australian College of General Practitioners  

RDAA Rural Doctors Association of Australia 

RDN of ADA Rural Dentists‘ Network of the Australian Dental Association 

RHW Rural Health Workforce  

RFDS Royal Flying Doctor Service 

RHEF Rural Health Education Foundation 

RIHG of CAA Rural Indigenous and Health-interest Group of the Chiropractors‘ Association of 

Australia 

RNMF of RCNA Rural Nursing and Midwifery Faculty of the Royal College of Nursing Australia  

ROG of OAA Rural Optometry Group of the Australian Optometrists Association 

RPA Rural Pharmacists Australia—Rural Interest Group of the Pharmacy Guild of 

Australia and the Society of Hospital Pharmacists of Australia 

SARRAH Services for Australian Rural and Remote Allied Health 

 


