
What (on earth) is a Medicare Local? 
Medicare Locals (MLs) are new regional primary health care 
organisations being set up by the Commonwealth Government as 
part of its health and hospitals reform agenda. Their main purpose 
will be to coordinate primary care delivery to address local health 
care needs and service gaps.1

Medicare Locals will not act as Medicare offices, nor will they be 
involved only with services funded by Medicare. They will have 
responsibility for the integration of all primary care in the region 
and, it is to be hoped, will also be involved with true primary 
health care. Primary care is care delivered in the community 
(ie not in hospitals) by general practitioners, practice nurses, 
psychologists, physiotherapists, community health workers 
and pharmacists. Primary health care, on the other hand, 
concerns the broad range of activity within the social, economic, 
environmental and health systems – and including primary care. 

To be truly effective MLs will become involved with such things as 
health education in schools, local health-related infrastructure like 
cycle paths and sports fields, and special need groups such as 
people with a disability, prisoners and the unemployed. 

Australia’s health system is one of the best in the world but 
services are currently fragmented. As a result patients can 
experience uncoordinated and poorly integrated care. People 
may miss out on services they need, or receive treatment in 
inappropriate settings. Examples include:

•	 people in aged care residences missing out on regular care by 
a general practitioner; 

•	 patients leaving hospital without receiving appropriate step down 
care, community rehabilitation or follow up care by their GP; 

•	 chronic diseases (such as diabetes) being poorly managed, 
resulting in potentially avoidable hospitalisation; and 

•	 people not receiving appropriate care when and where they 

need it.

1  For the Alliance’s use of these distinct terms, see Fact Sheet 30.

What are Medicare Locals (MLs) 
being asked to do?
The following points (in italics) are from the Guidelines for the 

establishment and initial operation of Medicare Locals, 2011 with 

explanation provided below each point.

Improving the patient journey through developing 
integrated and coordinated services

•	 Well integrated and coordinated primary care services enable 

people to get the health care they need when and where they 

need it, preferably within the local community. 

•	 The MLs will try to ensure closer collaboration between primary 

care services and those in the acute (hospital), aged care and 

rehabilitation systems – for a seamless service for patients.

Provide support to clinicians and service providers to 
improve patient care

•	 MLs will be expected to work closely with all health professions 

and service providers involved in primary care, not just GPs. 

This will help practitioners achieve best practice through 

the use of preventive health measures and the latest clinical 

guidelines and technologies. 

The establishment of Medicare Locals (MLs) is a key part of health reform. They will identify local health 
needs, develop responsive services and support health professionals. They will need strong governance and 
effective management and will face major challenges in rural and remote areas where there are major gaps 
in services and worse health overall. It is to be hoped they will work on true ‘primary health care’.
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•	 MLs will receive funding to plan and organise after hours GP 

services to meet local needs and circumstances. In addition a 

national call centre will be established to support after hours 

services.

•	 ML activities will also assist health care providers to meet safety 

and quality standards.

Identification of the health needs of local areas and 
development of locally focused and responsive services

•	 MLs will gather and analyse information and data about the 
health and wellbeing of the population and about health 
services in the region. The ML will need to fill gaps through 
commissioning or direct service delivery, including for 
disadvantaged or under-serviced population groups. 

•	 MLs will have a major role in monitoring the quality of services 
in the region. 

Facilitation of the implementation and successful 
performance of primary (health) care initiatives and 
programs

•	 By 1 July 2012 MLs will take over the management of all 

Commonwealth programs and initiatives that are currently 
delivered by Divisions of General Practice. 

•	 Initially, MLs are not expected to actually deliver the services. 
The ML may contract service providers to set up and deliver 
the service locally; to provide visiting or telehealth services; or 
use other models of health service delivery to meet the needs 

of the local community.

Be efficient and accountable with strong governance 
and effective management

•	 Each ML is to be established as a company limited by 
guarantee and managed by a skills-based board of seven to 
nine people. 

•	 To achieve the objectives specified, MLs will need access to 
a wide range of skills and knowledge either through its staff/

board or by buying in appropriate expertise as required.

Challenges for MLs in rural and 
remote Australia

Stakeholders and collaboration: 

•	 In rural and remote Australia excellent examples of innovative 

and flexible service delivery already exist. The boundaries 

between primary care and hospitals are blurred because 

many health professionals work in both sectors. It will be up 

to MLs and Local Hospital Networks (LHNs) to collaborate 

closely to build on these services and ensure that their 

activities are complementary. 

•	 Rural MLs will need to work closely with organisations such 

as the Royal Flying Doctor Service, patient assistance travel 

schemes and Multi-Purpose Services.

•	 MLs will also need to work closely and cooperatively with the 

Aboriginal Community Controlled Health Services (ACCHS) 

sector in their area.

Resourcing:

•	 Resourcing of rural and remote MLs will need to reflect the 

serious deficiencies in health workforce, Medicare funding, 

public transport and health infrastructure.

•	 Rural populations have higher health needs and the cost 

associated with delivery of services in these locations is 

higher.

•	 There will be the need to provide incentives to attract and 

retain the required health workforce and to link with services 

in major centres.

•	 MLs will face challenges in ensuring the sustainability of local 

health services, including small rural hospitals and multi-

purpose services which are an integral part of primary, aged 

and subacute care.

Services and workforce: 

•	 MLs will need to be aware of needs on a wide range of 

fronts, such as in mental health, birthing services, oral health, 

palliative care and rehabilitation.

•	 Where services are not available locally, MLs will need to set 

up arrangements for distant health professionals to provide 

either visiting or e-health services - or alternatively facilitate 

patient travel to access services elsewhere.

•	 MLs will need to be involved in workforce recruitment, 

retention and planning.

The first tranche of Medicare Locals is to be announced very 

soon. So ‘watch this space’ for updates on this important issue. 
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