
PRINT THIS DOCUMENT

Position Papers 2002-2003
Mental health in rural areas; Nursing in rural and remote areas; A more effective 

Medicare for country Australians



National Rural Health Alliance 1
Position Papers, 2003

The Alliance is the peak non-government rural and remote health
organisation working for good health and well-being in rural, regional and
remote Australia. It is comprised of twenty-four Member Bodies representing
consumer and health provider organisations. Each Member is a national
organisation in its own right and its affiliation to the Alliance is regularly
accredited. A list of the current Member Bodies is at the end of this
document.

These Position Papers represent the agreed views of the National Rural
Health Alliance but not the full or particular views of all 24 Member Bodies.

The Papers in this document reflect the comments and concerns of a large
number of stakeholders. Working drafts were circulated to Member Bodies
and also to over 800 members of the friends of the Alliance, a grassroots
organisation in the Alliance representing a broad range of individuals and
organisations with an interest in rural and remote health.

It is hoped that these Position Papers will inform the decisions of rural health
policy makers, managers, researchers, consumers and professional bodies.
They will also be used in the Alliance’s advocacy work.

Position Papers are dynamic documents that reflect changes in community
values and priorities. These Position Papers will be reviewed in an effort to
reflect the changing environment in which they are used.

If you would like to make comments, we would be pleased to receive them.

These Position Papers and others approved by the Alliance Member Bodies
are available on the NRHA website — http://www.ruralhealth.org.au

We hope that you find the papers useful and informative.
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Mental health in rural areas

The Alliance has a separate Position Paper on suicide prevention1, adopted
on 27 November 2000. This Position Paper on mental health complements
that one and focuses on the broader issues related to the mental health of
people living in rural and remote Australia. While there is some overlap
between the two papers, each provides a different emphasis.

The National Rural Health Alliance, the peak non-government rural and
remote health organisation, notes the following.

1. Mental health problems are experienced at significant levels by all
groups in the Australian community.

According to the Mental Health and Well-Being Profile of Adults,2
one in five Australians aged 18 years and over suffered from a mental
disorder during the 12 months prior to the survey in 1997. Fourteen
percent of children and adolescents in Australia were also found to be
experiencing mental disorders. There is a higher prevalence of child
and adolescent mental health problems among those living in low
income, step/blended and sole parent families.3

The highest levels of mental disorder (27%) were experienced by
young adults between the ages of 18–24 years. This declined steadily
to 6.1% for those over 65 years.

The most common conditions are affective disorders, including
depression and anxiety. In the younger adult age groups (particularly
among males) substance abuse, which is deemed a mental health
disorder, is also common.

Australians experiencing mental health problems also have a higher
risk of experiencing co-morbid physical and mental disorder. The
Mental Health and Well-Being Profile found that just under half
(43%) of those experiencing a diagnosed mental disorder also had a
chronic physical disorder. About one in four persons who had an
anxiety, affective or substance abuse disorder also had at least one
other mental disorder.4

2. The Australian Institute of Health and Welfare estimates that the
burden of mental disorders nationally in the Australian community
represents 30% of the non-fatal disease burden.5 Worldwide, the
World Health Organisation considers mental illness to be the fourth
leading cause of disability and this is predicted to rise to the second
in developed nations by 2020. While not a major cause of death,
accounting for only 1.4% of years of life lost, mental disorders are a
major cause of chronic disability accounting for 27% of years lost
due to disability.

The implications of these epidemiological surveys of mental health
problems for Australians living in rural and remote areas are
significant. This profile equates to over one million people living in
rural and remote Australia experiencing a mental illness. This group
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is also likely to experience corresponding levels of substance abuse,
disability and co-morbidity with other physical and mental illnesses.

3. There are huge economic implications for all Australians from this
high prevalence of mental illness, as well as the direct burden on
individuals and their families. Health care costs alone for mental
disorders accounted for over $2.6 billion dollars in 1993–94 or 8.3%
of total health care costs. In addition there are numerous, but
unquantified, indirect costs such as absenteeism, lost productivity,
burden on families and carers, legal costs and lost quality of life.6

4. There is some evidence that in overall terms people in rural and
remote areas have higher levels of mental illness than those living in
urban areas. A number of small studies undertaken during the early
1990s in rural and remote locations in South Australia (the
Riverland), Western Australia (the Kimberley) and NSW (Broken
Hill) did find higher rates of some mental disorders.7 The ‘relaxed,
laid back lifestyle’ of these regions appears to be a myth, arising
primarily from data that actually represent an under-utilisation of
resources (resources that may already be scarce).

The Mental Health and Well-Being Profile of Adults also found that
women who live outside the capital cities experience a higher rate of
mental illness than city women.8

People with a mental illness are at greater risk of committing suicide.
The literature estimates that the majority of people who commit
suicide have a previous psychiatric diagnosis and up to 80% are also
linked with harmful drug or alcohol use. Young people who have
previously attempted suicide are estimated to be thirty times more at
risk of dying from suicide.9 Overall the suicide rates for young males
have almost tripled over the past 30 years 9 but have stabilised for
teenage males since the 1980s.

There are indicators suggesting that the consequences of mental
illness might be more severe in rural and remote areas. Rates of
suicide are consistently higher in rural towns than in metropolitan
areas. In communities with a population of less than 5000, the suicide
rate of males aged 15–24 is almost twice that of their city
counterparts.10 In the most remote regions of Australia the male
suicide rate is 30% more than the city rate. The overall suicide rate in
Aboriginal and Torres Strait Islander communities is estimated to be
40% higher than the national average.9

Socio-economic factors such as economic disadvantage, low
educational achievement and unemployment are important factors
that contribute in a cumulative way to increased suicide risk. In rural
and remote regions the impact of structural adjustment in agriculture
and the withdrawal of government and other services, such as banks,
has been considerable. 33 of the 37 poorest electorates in Australia
are rural, with average weekly earnings in rural areas considerably
lower than the national average. High youth unemployment is a
feature of many of these communities despite out-migration for
higher education and work. The Mental Health and Well Being
Profile of Adults found that the highest rates of mental disorder for
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both males and females were for the unemployed (35% for men and
32% for women).

5. There is a growing body of literature that is concerned with finding
evidence to substantiate the connection between social factors (on the
one hand) and psychological distress and mental illness (on the
other). There are studies that demonstrate that levels of education,
family income, unemployment, economic hardship, minority status
and undesirable or unexpected events can have a direct effect on
levels of distress experienced. Of all the things that explain social
patterns of distress, a sense of control over one’s life is central.
People living in rural and remote areas face a number of social
factors which may lessen their sense of control over their lives, thus
exacerbating the problems of mental illness. People in rural and
remote areas are poorer, face higher rates of unemployment, and face
additional challenges such as isolation, stigma as a result of less
anonymity, exposure to environmental hazards, lack of appropriate
services and service providers, and the effects of economic
restructuring.

Lowering or losing a sense of control can result in experiencing
depression, anxiety and other mental disorders. Strategies for
preventing distress and psychological ill health can be centred on
improving education levels, having a fulfilling job, having supportive
relationships and a decent living.

These are to mental health what exercise, diet and not
smoking are to physical health.11

Early diagnosis and intervention are keys to effective management of
mental illnesses,12 and the relative lack of services and mental health
education is a major issue in rural and remote Australia. Research has
indicated that a range of rural health workers identified mental health
services as one of the most significant deficiencies in rural and
remote Australia.13 There is a shortage of mental health nurses,
psychiatrists, psychologists and other mental health professionals
(including Aboriginal mental health workers) in rural and remote
communities. Lack of access to training, professional isolation, heavy
workloads and limited resources affect the recruitment and retention
of mental health personnel in rural and remote areas. Access to after-
hours mental health services is especially limited in many rural and
remote areas.

There are very few specialist programs for children and adolescents
in rural Australia. Mental health problems can have a significant
adverse impact on children and adolescents and also on their parents
and family members. It is critical that interventions for this younger
age group provide a broad base of support for parents and families as
well as for the young people themselves. Family doctors, school-
based counsellors and paediatricians provide the services that are
most frequently used by young people with mental health problems.
To function effectively these professionals need to be supported by a
greater number of child and adolescent mental health specialists.
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Only 7.5% of psychiatrists are located in rural or remote locations,
and more than 90% of those in non-metropolitan areas are in major
regional centres like Toowoomba. There are also shortages of clinical
psychologists and social workers in rural and remote areas. The
situation has been exacerbated by the rationalisation of public
services in rural areas that employed these health professionals.14 As
with other professionals, lack of access to training, professional
isolation, heavy workloads and limited resources affect the
recruitment and retention of psychologists and social workers to rural
and remote areas.

Few local hospitals have the resources to deal with people in the
acute phases of mental illness, who often require hospitalisation and
intensive therapy.

6. These shortages of mental health professionals undermine the
development of intervention and prevention strategies for people at
risk. As a consequence of the shortages, non-mental health
professionals in rural areas are more likely to be treating people with
a mental illness.

The Mental Health and Well Being profile found that one third of the
Australians who actually had a mental illness and had used a service
in the past twelve months for this illness had consulted with a GP.
Yet there is still a shortage of doctors and other primary health care
professionals. The current shortfall of GPs in rural and remote areas
was put in the range 500–750 practitioners15 and has been estimated
(13 December 2002) by the RDAA to be around 1000. Further, there
are rural and remote GPs who lack specific training in mental health
or suicide prevention, and lack the time that needs to be spent with a
depressed or mentally ill person. There is also a serious and growing
shortage of nurses in rural and remote areas. Options for referral are
all but non-existent in many rural and remote areas.

7. Despite these limitations, there are some positive developments in
rural and remote mental health services. Some of the best examples
of mental health initiatives have occurred in regional centres and
larger rural environments, though the same research also identified
rural and remote communities as having some of the worst services.16

Information technologies such as telepsychiatry and video-
conferencing provide important adjuncts to the services provided by
health professionals in rural and remote locations. They obviously
reduce the need for rural people to travel to a capital city for
assessment and treatment, and they also improve the support and
training of local health professionals who provide service to this
population.

Specialised services such as the Bush Crisis Line (telephone
counselling) provide much-needed support for the primary health
care workforce in rural and remote Australia.

The Royal Flying Doctor Service (RFDS) plays a vital role in the
assessment and evacuation of people with a mental illness. The
RFDS has released an educational and interactive CD-ROM for
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health professionals, aimed at improving the knowledge and
awareness of the issues of mental health.

8. Changes to mental health treatments and care arrangements have
resulted in a higher proportion of people with mental illness living in
the community. This has placed extra demands on the families and
carers of people with mental illness. It is well established in Australia
that support for families and carers is quite limited. In rural and
remote areas special factors such as isolation, distance and the
relative paucity of services exacerbate the situation of families and
carers.

Despite recent trends in policy developments, the needs and
activities of informal carers are hardly recognised.17

9. Australian Health Ministers are currently developing a proposed 3rd
National Mental Health Plan. Amongst the areas identified as
needing improvement are:

• greater assistance to carers, for example through expanded and
enhanced networks for carers and consumers;

• further measures to reduce stigma associated with mental illness;

• respite care; and

• providing funds for training for consumers, carers and
advocates.18

It is vital for the well-being of rural and remote communities that
relevant and practical measures are developed to assist carers in rural
and remote areas in policy and program responses to these needs.

A particularly vulnerable group of family members and carers is the
children of parents with a mental illness. There is considerable
concern about the impact of mental illness and the associated burden
of caring on this group. A project is currently under way to develop
guidelines and principles and complementary resource materials for
services/workers parents and young people19. The NRHA has been
involved in consultations on this project.

10. The NRHA is a strong supporter of involving consumers in all
aspects of health service provision including assessing needs,
determining priorities, planning and implementing services and
evaluation. Evaluation of the National Mental Health Strategy stated
that “the structural changes made to include consumers and carers
introduced under the Strategy are amongst its most important
achievements.”20

Despite this positive conclusion there is considerable scope for
improvements in the way consumers are involved in mental health
services. For example in 1997, 37% of mental health services had no
mechanism in place for participation by consumers and carers.21
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11. There has been a range of national policies and associated activities
supporting improved access to mental health care and better mental
health outcomes in rural and remote areas. Healthy Horizons (1999–
2003), the strategic framework for rural, remote and regional health,
identifies mental health as a key issue. The Healthy Horizons update
(2002) provides descriptions of some of the programs operating in
Australia’s various health jurisdictions. Mental health is also one of
the six National Health Priority Areas, along with cardiovascular
disease, cancer control, injury prevention and control, asthma and
diabetes mellitus.

The National Mental Health Strategy was adopted by Health
Ministers in 1993 and reinforced in 1998 by their adoption of the
5-year Second National Mental Health Plan. Under this broad policy
framework there have been several initiatives in rural and remote
mental health including:

• National Demonstration Projects in Psychiatry;

• pilots of rooming-in services;

• a project to identify ways to enhance the role of general
practitioners in mental health care; and

• increased numbers of mental health workers and improved
services in some rural areas.

Consultations were undertaken in 2002 as part of developing a 3rd
National Mental Health Plan.

In 2002, the Mental Health Council Australia and beyondblue: the
national depression initiative, conducted a review of the 2nd National
Mental Health Plan. The results clearly showed that while a great
deal of progress has been made, much more remains to be done.
Those consulted felt that more of the same will not suffice. Resource
issues need to be seriously addressed and national leadership and
accountability are top priorities for the community and the sector.
The neglect of the basic human rights of people with mental illness
needs immediate review. The data clearly show that people with
chronic disorders are living institutional lives in the community,
consumers generally only receive care when they are in crisis and the
majority of people with high prevalence disorders are not getting any
care. Stigma is alive and well, consumer and carer participation is
token and it seems that multiple levels of government systems are
wasting the community’s and the profession’s goodwill.

At the Commonwealth level the Office of Aboriginal and Torres
Strait Islander Health (OATSIH) has funded a Social and Emotional
Well Being Program for Aboriginal organisations to provide a range
of mental health support and training activities. Indigenous
Australians have taken a broad holistic concept of mental health
which is addressed through this specialist program. Most states and
territory health departments have also developed specialist
Aboriginal mental health policies and programs.



12 National Rural Health Alliance
Position Papers, 2003

12. There are six priority mental health targets for rural and remote
communities outlined in the National Action Plan for Mental Health
Promotion, Prevention and Early Intervention 1998–2003.22 These
priority targets are:

• promote family and community cohesion;

• promote protective factors that impact on the effects of
unemployment, environmental hazards, geographical isolation,
alienation and loss, building on particular strengths of people in
rural and remote communities;

• reduce the prevalence of risk factors for depression, anxiety,
stress and suicide;

• capacity building of infrastructure and communication
technologies to assist in improving mental health outcomes for
rural and remote communities eg: telehealth/telemedicine;

• develop and support initiatives as determined by the local
community; and

• increase access to mental health promotion and prevention
services.

13. The Mental Health Council of Australia, a peak body for mental
health created through the National Mental Health Strategy, made a
number of recommendations for rural and remote mental health in its
2001 Federal Election Submission23 including:

• additional funding to provide mental health services in rural
Australia comparable with those in metropolitan areas;

• increased incentives and other initiatives to attract and retain
multidisciplinary mental health professionals to rural and remote
areas and to encourage urban mental health specialists to provide
some services in rural and remote areas;

• expanded recruitment of Indigenous mental health practitioners;

• national accreditation of cultural awareness and sensitivity
training for mental health professionals; and

• the provision of professional development opportunities for
mental health professionals in rural and remote areas.

14. The national depression initiative beyondblue, with its emphasis on a
population health approach to mental illness, has a special task force
specifically devoted to rural, remote and Indigenous communities. Its
priorities include reducing the stigma of mental illness and increasing
community awareness of, and knowledge about, mental illness.
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15. The complexities of the factors affecting a community’s mental
health, exacerbated by the ongoing shortages of mental health
professionals, suggest that the development of partnerships between
consumers, schools, general practitioners, Aboriginal health services
and communities, emergency services, police, private mental health
sector, Rural Counsellors, non-government and government services
and the broader community is an important route to improve mental
health of people in rural and remote areas. Such partnerships will also
provide a more supportive network for service providers within the
sector and a targeted and preventative program for rural and remote
clients.

The National Rural Health Alliance affirms the following principles.

16. “Total health cannot be achieved without mental health. It is essential
therefore, that mental health initiatives be fundamental to the primary
care approach.” 24

Member Bodies of the Alliance strongly support the inclusion of
mental health as a national population health priority.

It is important that there be increased inter-agency mental health
co-operation in areas such as community education, improved skills
of key groups, reducing stigma and providing professional and peer
support.

17. Member Bodies of the Alliance support initiatives to provide mental
health information to consumers, including the Commonwealth’s
tele-counselling and Internet information service.

Member Bodies of the Alliance support the extension of successful
models of innovative mental health services to rural and remote areas
which remain underserved by existing mental health services.

The National Rural Health Alliance believes the following action should
be taken.

18. The Commonwealth, State and Territory Governments should
continue to focus some of their mental health funding in rural and
remote areas on building partnerships between health and welfare
providers and local communities. These partnerships would address
locally identified mental health needs, in particular mental health
promotion, illness prevention and suicide intervention.

19. There should be a greater number of incentives to recruit, retain and
support mental health workers and counsellors, including GPs, to and
in small rural communities, and to increase the skills of others, such
as teachers, sports coaches and youth workers involved with young
people at risk.

20. All parties and agencies should support the priority mental health
targets outlined for rural and remote communities in the Mental
Health Promotion, Prevention and Early Intervention National Action
Plan 1998–2003.
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21. Greater attention should be given nationally, and in rural and remote
areas in particular, to the needs of the carers of those with a mental
disorder.

22. The managers of mental health services should ensure they have
mechanisms in place for participation by consumers and carers.

The National Rural Health Alliance resolves to take the following actions
itself.

23. It will support and promote Healthy Horizons Outlook 2003–2007 as
a strategic framework for improved mental health in rural, regional
and remote areas.

24. It will support initiatives to improve mental health training for GPs,
nurses, allied health professionals and Aboriginal Health Workers.

25. It will continue to support the expansion of funded telepsychiatry and
video-conferencing services as an adjunct to, not a replacement for,
face-to-face services in rural and remote communities.

26. The Alliance will seek input to the work of beyondblue’s special
taskforce on rural, remote and Indigenous communities.

27. The Alliance will maintain close links with the Mental Health Branch
of the Department of Health and Ageing and continue to promote its
resolutions on mental health and on suicide.

28. As a Member of the Mental Health Council of Australia, the Alliance
will support the MHCA in its work, particularly as it relates to mental
health in rural, regional and remote Australia, and including in the
context of the recommendations in the MHCA’s 2001 Federal
Election Submission.

29. The Alliance will support a new national inquiry focusing on the
human rights aspects of mental health, including the lack of ready
access to care in the community and the lack of appropriate
accommodation.
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Nursing in Rural and Remote Areas

The National Rural Health Alliance, the peak non-government rural and
remote health organisation, notes the following:

1. Nurses form the largest and most evenly distributed health profession
working in rural, regional and remote Australia.1 Nurses provide a
higher proportion of health care in rural and remote Australia than in
urban and metropolitan zones.2 Having an effective nursing
workforce in place in rural and remote areas is therefore crucial to the
health of people living in such areas.

2. Despite the fundamental importance of nurses to sustaining and
improving the health of people in rural and remote communities,
there has been an emerging crisis in nursing in rural and remote areas
in recent years.3 The major concerns include supply shortages, the
ageing of the existing nursing workforce in rural and remote areas,
changing skills and knowledge requirements, violence and, in some
areas, unacceptably high turnover rates.

The nursing workforce in rural and remote areas appears to be older
on average than the nursing workforce overall. The Commonwealth
Department of Health and Ageing stated in 2002 that the average age
of nurses in rural and remote areas was 38 years, with 35% of this
workforce being older than 45 years.4 Other studies suggest that the
nursing workforce in some sectors in health and aged care in rural
and remote areas may have an older average age.5,6

3. Qualified and experienced nurses are leaving the nursing workforce
and some graduates are not entering the profession or are leaving
shortly after registration. When combined with insufficient numbers
being educated, these are major factors contributing to the very
evident and critical shortages.

These shortages are occurring across the spectrum of nursing roles in
rural and remote areas, with particular concerns about aged care
nurses, midwives and mental health nurses. It is clear that the
problems are many faceted and will only be resolved by a long-term
approach involving all relevant parties. Policies and programs to deal
with nursing issues must take into account the fact that the nursing
workforce in rural and remote areas (as elsewhere in Australia) is
predominantly female.

A complicating factor affecting the supply of practising nurses in
rural and remote areas is the growing shortage of nurses overall in
Australia. Competition between sectors and areas for the services of
this dwindling supply adds to the difficulties in rural and remote
areas, especially for positions which are seen as more difficult or less
attractive, for example in isolated areas or in aged care.
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4. In recent years there have been several inquiries into various aspects
of nursing, including several dealing with nursing in rural and remote
areas7,8,9,10,11 and a range of initiatives to start to tackle the challenges
facing rural and remote area nursing at national, State/Territory and
local levels. A summary of recent nursing initiatives is contained in
the Report of the National Review of Nursing Education 2002.
Nurses and their representative organisations have welcomed such
initiatives. They have especially welcomed new Commonwealth
Government programs as a sign that the Commonwealth Government
is now acknowledging the fact that the rural and remote area nursing
workforce is a considerable national asset that must be nurtured and
expanded. Commonwealth-funded programs for rural and remote
area nursing include:

• the Rural Midwifery Upskilling Program provided in some States
and the University Departments of Rural Health;

• postgraduate scholarships. These scholarships commenced in
June 1997. They provide a total of $600 000 a year to support
Enrolled and Registered Nurses from rural and remote areas to
undertake continuing professional education and training to
enhance their skills;

• a commitment in the 2001–02 Federal Government Budget to
fund:

– 100 scholarships per annum for nursing students from rural
areas;

– 10 scholarships per year for Aboriginal and Torres Strait
Islander nursing students or other health workers who wish
to upgrade their qualifications; and

– $104m over four years to enable doctors to employ more
practice nurses in areas where access to medical services is
limited, including, but not restricted to, rural and remote
areas. These funds also include 400 scholarships each year to
assist former rural nurses wishing to re-enter the nursing
workforce, but there are concerns that re-entry numbers will
be limited if other issues such as violence are not
appropriately addressed; and

• a commitment in the 2002–03 Federal Budget to fund the
Commonwealth Aged Care Nursing Scholarship Schemes which
will provide up to 250 scholarships at up to $10 000 per year for
students from regional areas to do undergraduate nursing courses
and postgraduate, continuing professional development or
re-entry nursing studies at rural and regional universities.12

5. A priority recommendation from the 6th National Rural Health
Conference held in March 2001 was that the National Rural Health
Alliance promote and support a national nursing summit of the peak
nursing bodies, to identify rural and remote nursing workforce issues
and to develop a national framework for action.13
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The three nursing organisations of the NRHA, in conjunction with
the Australian Council of Deans of Nursing, the Australian Nursing
Council, the Congress of Aboriginal and Torres Strait Islander
Nurses, the National Rural Health Network and the Royal College of
Nursing Australia, formed a Project Committee to implement the
recommendation. The Chief Nursing Officers were directly informed
and involved through the Project Committee. This a valuable
collaborative group of national non-specialist nursing bodies for
work to advance nursing in rural and remote areas.

The Project Committee sought financial support and commitment for
the Summit from the Commonwealth, State and Northern Territory
Governments, both directly and through the Australian Health
Ministers’ Advisory Council and its workforce and rural health
committees. Consequently, the Project Committee reconceptualised
the exercise as a medium to long-term project with its first major
event being a workshop Action on Nursing in Rural and Remote
Areas in October 2002. This timing enabled the reports of the
National Review of Nursing Education and the Senate Community
Affairs References Committee’s Inquiry into Nursing to inform the
workshop deliberations.

6. The Project Committee and its working parties prepared three
documents for the workshop: Issues Paper;14 Vision and Required
Conditions,15 and Key Recommendations.16 They consulted widely in
developing and finalising these documents.

7. The Issues Paper outlined a range of challenges facing rural and
remote area communities and health and aged care services in
attracting and retaining a sufficient supply of appropriately skilled
nurses to maintain and improve the health of rural and remote
communities. It describes briefly some recent initiatives at the
national, state/territory and local levels to deal with the problems and
provides an overview of the challenges facing nursing in rural and
remote areas, thus setting the scene for the key recommendations.

Challenges for rural and remote area nursing identified in the paper
include:

• broad roles including the use of a wide range of skills, often
requiring advanced practice skills, flexibility across a range of
different service types, extensive travel, and isolated practice,
both professionally and geographically;

• displacement of longer term individual or population health
initiatives by an overload of routine care for acute and chronic
health problems or crisis management;

• excessive amounts of time on-call and of overtime;

• inadequate arrangements to recognise advanced practice and to
facilitate the necessary education to achieve and retain advanced
practice skills;
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• poor management practices, for example in areas such as
succession planning, change management including failure to
involve nurses in the early development and implementation of
new approaches to health care, lack of career planning and
performance management as tools to develop individualised
career pathways, insufficient allocation of time to nurse
managers for their roles in clinical practice and professional
support for nurses;

• insufficient attention to designing and implementing new service
models to incorporate features which are likely to attract and
retain nurses;

• too limited use of financial and other incentives that will attract
and retain nurses in rural and remote areas;

• poor workplace environments;

• inadequate responses by employers to their duty of care
responsibilities to ensure that nurses are adequately prepared in
terms of the skill and ‘cultural safety’ requirements for a specific
position, and to deal with occupational health and safety threats,
including personal violence;

• poor image of rural and remote area nursing;

• limited recruitment base for rural and remote area nurses;

• insufficient effort to marketing rural and remote area nursing as
an attractive career option to school students;

• major barriers preventing Indigenous young people from entering
careers in rural and remote area nursing;

• limited attention to nurse workforce planning, both nationally
and at the local level;

• the importance of moving forward in the areas of competency
standards, curricula and accreditation for nurses practising in
rural and remote areas;

• improving the provision in undergraduate nursing programs of
appropriate preparation for graduating nurses to work in rural and
remote areas;

• lack of consistency between jurisdictions in their approaches to
advanced nursing practice;

• limited access to programs to enable nurses in rural and remote
areas to upgrade and maintain their practice skills;

• providing effective nursing leadership at all levels;
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• lack of clarity in the roles and responsibilities of the different
levels of Government in relation to rural and remote area
nursing; and

• continuing problems with inconsistencies between the practical
day-to-day requirements of nursing roles in many rural and
remote areas and the provisions of health legislation and
regulation governing nurses’ scope of practice.

8. The challenges facing nursing are similar to those facing other health
professions in rural and remote areas. Considerable effort in recent
years has gone to improving the recruitment and retention rates of
doctors in country Australia and the quality of their practice.17

Lessons learned from programs to assist doctors in these locations
may have application to other health professionals. More recently
there has been an increased focus on programs for community
pharmacists18 and to a lesser degree for nurses and allied health
practitioners.

While there is a growing number of individual nursing initiatives
there is no integrated, cohesive strategy for dealing with these
challenges. Much is already known about what factors can have a
positive impact on the recruitment and retention of health
professionals in rural and remote areas both from Australian and
overseas research and from policy innovation related to nursing or
other health professionals. These factors are known to include the
provision of childcare, locum relief, recruiting locally, regional
co-ordination (for example through Divisions of General Practice and
Rural Workforce Agencies in Australia) and a range of other
measures to minimise negative aspects of isolation. Hence the
emphasis for Action on Nursing in Rural and Remote Areas is on
building on what is already known rather than on more research.

9. The Issues Paper advocates investment in measures to attract and
retain the services of nurses in rural and remote areas and to ensure
their continued professional development. Suggested areas for
investments include:

• effective and innovative service models;

• preparation for practice;

• attracting and retaining the nursing workforce through improved
management practices, financial and other incentives, improved
workplace environments including a more family friendly
workplace and flexible employment strategies relating to many
nurses’ family and farming or other commitments;

• professional support;

• creating and sustaining a positive image for nursing in rural and
remote areas, including devising ways to attract more school
students and Indigenous people into careers in rural and remote
area nursing;
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• support for the recommendations adopted by the Council of
Aboriginal and Torres Strait Islander Nurses to address a range
of barriers preventing a nursing career being attractive to
Aboriginal and Torres Strait Islander People;

• more effective workforce planning, education and professional
development;

• encouraging practice-based research;

• enhancing nursing leadership;

• legislative reforms; and

• more effective consultative structures.

10. The Issues Paper acknowledges that action on nursing alone can only
go part way to providing lasting solutions. What is also needed is an
overall blueprint for rural and regional development which addresses
wider issues facing rural and remote communities and their health
workforces. The paper briefly outlines some of these wider, non-
nursing specific issues in two groups.

Health-Specific Issues such as the overall poor health status in rural
and remote areas compared with that in urban areas; Indigenous
health issues; generally more prevalent health risk factors in rural and
remote areas; lower utilisation of health services; limited inter-
professional support for nurses and other health professionals and
excessive administrative requirements; confusion in roles and
responsibilities between the three levels of government; substantial
issues arising from the way health services are funded; rapidly
changing expectations and health service delivery models, changing
demographic and disease patterns; and a lack of a single and portable
individual health record.

Environmental Factors such as overall lower levels of socio-
economic status in rural and remote areas; economic downturns and
technological changes affecting traditional rural industries and thus
the demand for labour; withdrawal of critical public and private
sector services; poor and in some cases deteriorating infrastructure;
high levels of violence in some areas; low density, highly dispersed,
mobile or itinerant, culturally varied population in many remote
areas; and climatic extremes.

11. The Outcomes and Required Conditions document presents a vision
for rural and remote nursing “…..a sustainable, skilled and stable
nursing workforce in rural and remote areas continuing to provide
quality health care”. This document succinctly describes 10
conditions which, if brought about, would go a long way towards
achieving this vision.

12. The Key Recommendations from the Project are the means by which
the challenges outlined in the Issues Paper can be addressed to
achieve the vision and required outcomes. The workshop considered
these recommendations along with others brought to the workshop by
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participants and relevant ones emerging from the Senate Community
Affairs Reference Committee’s Inquiry into Nursing and the National
Review of Nursing Education.

13. The workshop was held on 18 October 2002 with the following
objectives:

• to provide an opportunity for rural and remote nurses and their
national organisations to respond in a collaborative way to the
findings of:

– Our Duty of Care: the National Review of Nursing
Education; and

– The Patient Profession: Time for Action — Report on the
Senate Inquiry into Nursing;

• to clarify the rural and remote aspects of current national nursing
initiatives; and

• to provide a forum for debate and agreement about the solutions
to some of the current challenges facing the nursing workforce in
rural and remote areas. 19

The Commonwealth Department of Health and Ageing provided
financial support towards the workshop. Many other organisations
have supported the project by paying for appropriate representatives
to attend and to remain involved.

The 100 or so delegates at the workshop came from a wide range of
organisations and locations with the approximately 50 clinical nurses
from rural and remote areas providing a strong element of practicality
and realism to the deliberations of the day. There were delegates
from a range of other health professions as well as health service
providers, nurse regulators and educators and public servants with
responsibilities for nursing and/or rural health policies and programs.
Many of the (then) 21 Member Bodies of the National Rural Health
Alliance were also represented.

14. The day proved to be productive and cooperative, resulting in
consensus on a 7-Point Plan20 as part of the project agenda for the
next two years. Considerable work is required to implement the
priority recommendations of this Plan. A further nine important
recommendations were endorsed and seen as part of the longer-term
agenda.

The 7-Point Plan covers:

• increased incentives, especially locum relief and mentoring;

• improved workplace environments to attract and retain nurses for
rural and remote areas;

• risk management;
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• marketing a positive image of nursing in rural and remote areas;

• a greater emphasis on rural and remote area nursing in nursing
education programs;

• improved access to reliable information technology, with support
and training; and

• funding for appropriate postgraduate education programs for
rural and remote area nursing.

Issues covered in the further nine recommendations include:

• benchmarking nursing management practices;

• additional places in rural and remote areas for new nursing
graduates;

• competency standards;

• nursing scholarships;

• nursing research;

• a Principal Nursing Adviser in the Commonwealth Department
of Health and Ageing; and

• legislative changes to reflect the reality of nursing practice in
rural and remote areas.

15. The NRHA nursing organisations and the Alliance as a whole have
recommitted to the project and are working to implement the action
plan, including by submitting a number of applications for funding
through the Rural Health Support, Education and Training (RHSET)
program.

16. The NRHA has pursued several other initiatives in recent years
designed to improve the situation of nursing in rural and remote
areas. These have included:

• focusing on nursing issues at the biennial National Rural Health
Conferences;

• auspicing work to facilitate developments in advanced nursing
practice in rural and remote areas;21

• assisting the Royal College of Nursing Australia to develop
electronic systems to administer scholarship programs for rural
and remote area nurses; and

• preparing submissions to Senate Reference Committee’s Inquiry
into Nursing and the National Review of Nursing Education.22,23
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17. The NRHA’s submission to the Senate Community Affairs
References Committee’s Inquiry into Nursing was referred to
extensively in the Committee’ s Report The Patient Profession: Time
for Action.24 Many of the Committee’s recommendations reflect
suggestions from the NRHA on ways to deal with issues affecting
nursing in rural and remote areas.

The overall conclusion in The Patient Profession emphasises that
leadership and action are the keys to dealing with the wide range of
issues affecting the availability and effectiveness of nurses in
Australia today.

The way ahead is clear. It has been identified in many
reports and reviews. What is now required is leadership and
action.24

18. Although not specific to rural and remote area nursing, many of the
recommendations of the National Review of Nursing Education are
consonant with directions being pursued by the NRHA for rural and
remote area nursing. For example there is an emphasis on improving
the image of nursing, improved workplace environments,
scholarships for research and continuing professional development,
improved workforce planning, a stronger national emphasis on
nursing issues, financial rewards for postgraduate qualifications,
flexible education programs and national standards for all levels of
nurse education.25

The National Rural Health Alliance affirms the following principles:

19. Nurses play a vital role in the health care of people living in rural and
remote areas of Australia. In some remote areas they are the only
primary health care provider, and in many others they are the most
highly-educated health care provider. The presence of nursing in
those areas is a key determinant of health outcomes.

20. Efforts to strengthen a primary health care approach in rural and
remote areas are jeopardised when nurses are fully-stretched and only
able to respond to the day-to-day needs of managing acute health
problems and regular crises.

21. The increasing shortage and rapid turnover of appropriately skilled
nurses in rural and remote areas present a serious threat to the health
and well-being of country Australians who already have on average
worse health than their urban counterparts.

22. The nursing workforce in rural and remote areas is a national
resource that must be nurtured and expanded if the health of people
in rural and remote areas is to be maintained and improved.
Achieving this requires a co-ordinated approach which includes all
levels of Government and a number of policy and program areas in
health and aged care departments, as well as health and aged care
service providers in the public, private and non-government sectors,
nursing organisations, nursing regulators, nurse education providers,
other health professionals in rural and remote areas and rural and
remote communities.
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The National Rural Health Alliance believes the following action should
be taken:

23. Governments and professional associations should collaborate on
national and regional campaigns to promote nursing as a career to
High School students and to promote to the general public a positive
view of nursing as a profession.

24. There should be increased incentives, especially locum relief and
mentoring, for rural and remote nurses.

25. The Commonwealth Government should gradually enhance its rural
and remote nursing scholarship schemes.

26. Governments should adopt a more cohesive approach to health
workforce issues across all disciplines so that there can be improved
planning and a more co-ordinated approach to meeting the overall
health service needs of rural and remote area communities.

27. To underpin both rural community health and well-being and specific
recruitment and retention initiatives, there should be a nationwide
and long-term policy framework to develop rural and remote regions
and communities.

28. The employers of rural and remote nurses, in all sectors, should give
increased attention to improving workplace environments, including
good risk management practices.

29. There should be a greater emphasis on rural and remote area nursing
in nursing education programs at all training institutions.

30. Nurses should be provided with improved access to reliable
information technology, and with support and training for its use.

31. Funding should be available for appropriate postgraduate education
programs for rural and remote area nursing.

The National Rural Health Alliance resolves to take the following actions
itself.

32. To make nursing issues the primary focus of its health workforce
activity for the next 12–18 months. 26

33. To support the three nursing bodies in the Alliance with the Project
Action on Nursing in Rural and Remote Area 2002–03, working in
conjunction with other national nursing organisations and nursing
groups.

34. To advocate for increased investment in measures to improve
recruitment and retention of the rural and remote areas nursing
workforce and to further develop and support this workforce in
directions indicated in this paper.
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35. To continue to lobby the Federal Government to expand its role and
interest in the future of the nursing workforce in rural and remote
areas and to take a leadership role in measures to overcome the
problems.

36. To lobby the Federal Government and AHMAC to actively support
actions arising from the Workshop Action on Nursing in Rural and
Remote Areas.

37. To encourage its nursing member bodies to report regularly on
progress with Action on Nursing in Rural and Remote Areas, both to
other Member Bodies of the Alliance and to a wider audience, for
example through papers presented at future National Rural Health
Conferences.
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A more effective Medicare for country
Australians

The National Rural Health Alliance, the peak non-government rural and
remote health organisation notes the following.

What is Medicare?

1. Medicare, Australia’s health financing scheme, can be conceptualised
as two interlinked components: underpinning principles; and the
specific components and mechanisms in place to deliver on the
principles.

The underpinning principles include:

• universality;

• access according to health need rather than ability to pay;

• equity (linked particularly to being funded through progressive
taxation, ie the Medicare Levy and income tax);

• efficiency, including cost containment; and

• simplicity.

Specific components have varied over time, but currently the
following features are included.

• Universal access to reimbursement for some/all costs incurred for
private medical and optometrical services. Rebates are based on
government-determined Schedule fees and vary in accordance
with the following rules:

– 85% of the Schedule fee for lower priced out-of-hospital
services;

– Schedule fee less a fixed amount for higher priced out-of-
hospital services; and

– a flat 75% of the Schedule fee for private in-patient services.

These differences in how the rebate is calculated have arisen
from previous policy decisions, the reasons for which are not
well known.



National Rural Health Alliance 33
Position Papers, 2003

• Universal access to bulk billing*, limited only by a doctor’s
charging policies.

– Some doctors bulk bill all services; some none; most fall in
between. Private doctors’ charges reflect a range of factors
including local market factors, practice viability, their patient
mix and their philosophical approach.

• Universal access without charge to public hospital in-patient and
out-patient emergency services,

– but not all public hospitals are required to provide every
possible service.

• A family-based annual safety net, which protects high users of
medical services from excessive out-of-pocket costs for
payments up to, but not above, the Schedule fee.

• Measures to encourage private health insurance, ostensibly to
give consumers choice and to relieve pressure on public
hospitals, that include:

– a non-means tested 30% tax rebate for the cost of private
health contributions;

– the standard Medicare Levy (1.5% of taxable income)
increases to 2.5% for those individuals/families whose
taxable income exceeds $50 000/$100 000; and

– lifetime health cover policy through which private health
insurance contributions increase for people newly taking out
private health insurance for each year the joiner is aged over
30 years.

2. There are many other health programs funded by a variety of means
and with varying entitlements and availability which co-exist with
Medicare. Overall, public hospital funding and Medicare Benefits
accounted for 44.2% of total health expenditure in 1997–98, down
from 51.2% in 1984–85; Medicare Benefits comprised 15.9%, and
public hospitals 28.3% of the total.1

                                                     
* This paper uses the term “bulk billing” for the arrangement where a doctor can

receive payments directly from the Health Insurance Commission for Medicare
services. The conditions for bulk billing are that the doctor’s fee cannot exceed the
benefit so there is no co-payment from the patient and the patient must agree to
assign the benefit to the doctor.
There are now arrangements for electronic claiming by doctors on behalf of patients.
Under these arrangements the patient agrees that the doctor can send the patient’s
claim electronically to the Health Insurance Commission. The Health Insurance
Commission then sends a cheque payable to the doctor for the benefit to the patient,
who should forward it to the doctor. This system permits a co-payment, but can lead
to substantial delays before the doctor receives the cheque. It is similar to the “pay
doctor” cheque arrangements and allows the patient to claim without a visit to a
Medicare Office.
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One major difference between the Benefits component of Medicare
and most other types of health funding is that Medicare Benefits are
open-ended. Most other services operate within a fixed budget.

3. Since the election of the Coalition Government in 1996, the rhetoric
around Medicare has moved somewhat away from universality as the
key theme towards the notion of a safety net and choice. This shift
has centred on in-patient hospital care and is embodied in the policy
that provides generous subsidies for private health insurance.

Groups have been formed to lobby for the preservation and
strengthening of Medicare including the National Medicare Alliance
and the National Healthcare Alliance, arising from concerns that
these new directions threaten the longer-term future for Medicare as a
universal, publicly-funded scheme.

4. Medicare operates like an insurance scheme for services provided by
private doctors in that consumers are reimbursed for some or all of
their doctors’ fees.

The public hospital arrangements are more like the UK National
Health Service in that public hospitals are funded by State
Governments and charges generally do not apply for Medicare in-
patients.

Since Medicare’s introduction there have been a number of changes,
mainly affecting private health insurance and to encourage cost
containment; but from a consumer’s perspective, Medicare remains
essentially as it was when introduced in 1984. Medicare is very
popular. There is bipartisan political support for its retention.

Schedule fees and other aspects of how doctors are
funded

5. Doctors are concerned that cost containment has led to a fall in
Schedule fees relative to the increases in their costs and relative to
net incomes for comparable professionals. They, especially General
Practitioners, are concerned about the impact of this on quality of
care as well as on the economic viability of their practices.

Schedule fees are notional prices set by the Government for each
type of service for which a Medicare Benefit is payable. The current
method used by the Commonwealth Government to update Medicare
Schedule fees uses a general index with wage and non-wage
components. These indices do not directly reflect cost structures or
professional income expectations in medical practice. The ways that
Schedule fees have been adjusted over the years have perpetuated or
worsened historical differences when procedural services were
overvalued compared with consultation services.

Economic viability is determined by the difference between practice
revenues and practice costs. In recent years the Commonwealth has
introduced programs such as the Practice Incentive Program and the
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GP Links Program which have contributed to practice revenues or
reduced practice costs.

The Practice Incentive Program for private medical practices and its
predecessors were initially funded as a substitute for part of expected
increases in Medicare Benefit Schedule fees.1 One benefit of this
scheme is that it enables general practitioners to put more time into
population health activities.

Payments under the Practice Incentives Program include a loading
for practices outside metropolitan areas of between 15% and 50%,
depending on remoteness.2 A consequence of this is to increase
practice incomes in rural and remote areas at the expense of those in
metropolitan areas, all other things being equal.

Some components of these measures directly increase the practice
revenues of General Practices and are designed to provide extra
payments to practices in rural and remote areas, recognising the extra
costs of practice. 40.7% of Practice Incentives Program funding went
to General Practices outside metropolitan areas in 1999.1 Such
payments now represent a substantial proportion of revenues for
General Practices, and could average $20 000 per annum per General
Practitioner.1 Yet this income is not always taken into account when
assessing levels of general practices’ revenue.

There is only one Schedule fee for a specific service regardless of
who performs the service and its complexity. Rural General
Practitioners argue that these arrangements take no account of the
complexity of many services provided by General Practitioners in
rural and remote Australia which can involve complicated diagnosis,
treatment and management without support from medical specialists
or allied health practitioners.

Differences between urban and rural General Practice

6. There is evidence of substantial differences between urban and rural
general practice. For example, judging from research covering
services provided between 1998 and 2000 and considering only their
Medicare Benefits funded work, rural GPs are more involved in
procedural work such as anaesthetics, operations and obstetrics, and
provide a higher proportion of after-hours care for their patients.
They are also more involved in establishing the diagnoses of their
patients and can have a different patient demographic. Urban GPs
have a higher rate of presentations with minor acute illnesses such as
upper respiratory tract infections.3 The RDAA is currently
undertaking a study of rural General Practice to establish more
reliably its costs and complexities. It hopes to use the results to
inform future policies on attracting General Practitioners to country
practice.

The degree of difference between urban and country General
Practitioners increases when the role of country General Practitioners
in public hospitals is taken into account. Including hospital work
increases the amount of procedural work undertaken by rural General
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Practitioners, but has a smaller impact in urban areas where General
Practitioners are less likely to be involved in hospital work.

Private doctors are free to set their own fees, except that if a service
is bulk billed the fee cannot exceed the Medicare Benefit for that
service. The AMA has its own Schedule of fees which are
considerably higher than the Medicare Schedule fees. Many doctors,
especially specialists, use this schedule as a guide for their fees.

Rural General Practitioners have long argued that their costs of
practice are higher than those of General Practitioners in
metropolitan areas and that this difference justifies their higher
charges. Nevertheless a practice costs study conducted in 1999 for
the Relative Value Study of the Medicare Benefits Schedule
concluded that practice costs for General Practitioners outside
metropolitan areas were not substantially higher than those of their
urban colleagues.4

The RDAA, the AMA and other groups contested this. The RDAA
has stated that the costs to General Practitioners of providing care in
rural areas are up to twice those of their urban counterparts.5 The
RDAA believes that the practice costs study for the Relative Values
Study was flawed and inadequately accounted for a wide range of
rural specific factors affecting the costs of general practice. It
provided a detailed critique of the study which raised many issues
about the study design and the quality and quantity of the
consultants’ contacts with rural General Practitioners.6

Does Australia still have a commitment to universality?

7. In theory Medicare is a universal scheme applying equally to all
Australians.

Australians contribute to the costs of Medicare through the Medicare
levy and general taxation. These arrangements are progressive in that
contributions to Medicare increase with taxable income, unlike
regressive private health insurance contributions.

Similarly all Australians are entitled to the same reimbursement for a
specific service in a specific setting.

The reality is that the special characteristics of rural and remote areas
inhibit the effectiveness of aspects of Medicare for residents of these
areas, especially away from the major rural centres. There are
genuine concerns that Medicare’s achievements are limited for
country Australians, especially when measured against the principles
of universality and access.

8. Rural and remote areas are characterised by relatively poor access to
services funded by Medicare and provided by private doctors.

Enrolment is a pre-condition of access to Medicare Benefits. Some
groups within Australian society do not have a high level of
enrolment in Medicare. The main group of concern is Indigenous
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Australians, who form a relatively high proportion of residents in
rural and remote areas. The Health Insurance Commission, the
Medicare payment agency, is piloting several approaches to
increasing the level of enrolment in Medicare by Indigenous
Australians.7

The number of Medicare-funded services per capita falls with
increasing remoteness, leading to a skewing of Medicare Benefits
funding towards metropolitan areas. This situation generally applies
to all types of medical services whether provided by General
Practitioners or specialists.8

This occurs despite substantial evidence that rural and remote
residents have on average poorer health and face a higher level of
some health risk factors than their urban counterparts.9 Thus those
with higher health needs in rural and remote areas have less ready
access to private medical care funded by Medicare than those in more
urban areas with on average better health.

This has generated serious concerns that there has been limited
success in targeting Medicare Benefits funds according to greatest
health need.

Equitable access — uneven distribution of doctors

9. A significant feature of Medicare is that it funds access to services
provided by defined providers (eg private doctors) or at specific
locations (eg public hospitals). It does not fund access to specific
types of care or treatment regimes (eg maternity care) unless the
services are provided by private doctors or in a public hospital.
Arguably families without ready access to private doctors or public
hospitals get little value from Medicare. Yet unless they are on low
incomes or are otherwise exempt from income tax and the Medicare
Levy, they continually contribute to the cost of Medicare and may
have substantial health care needs.

10. The linking of Medicare Benefits to private doctors and open-ended
funding means that the distribution of private doctors is the key
factor influencing access to Medicare-funded services and the
geographic distribution of Medicare benefits.

A characteristic of the Australian medical workforce is its
concentration in metropolitan areas. The ratio of General
Practitioners per 100 000 population decreases steadily with
increasing remoteness. In 2000–01 this ratio ranged from 85 per
100 000 population in capital cities to 44 per 100 000 in other remote
areas.10

Further there is a steep decline in access to specialists as rurality
increases. In 1995 capital cities and large rural centres had a ratio of
specialists per 100 000 population substantially exceeding the overall
ratio in Australia, while other rural and remote areas had a ratio
substantially less.9
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A recent report concluded that, when examined from a demand
perspective, there is an overall shortage of General Practitioners in
Australia.11 The reports states that this is caused by the price for
General Practitioner services being below the cost of providing the
service, fuelling increased demand as the supply of General
Practitioners increases.

Whether there is an overall shortage or surplus of general
Practitioners it remains the case that there is a very skewed
distribution of General Practitioners towards urban areas. Two
features of Medicare may help to sustain the wide range in the ratio
of General Practitioners to population between different areas across
Australia.

First, the Medicare Benefit effectively provides a floor price
preventing competition on price between GPs in oversupplied areas,
thus enabling GPs in such areas to generate sufficient income to
sustain their practices.12 The high levels of bulk billing (ie at the floor
price) in many metropolitan areas can be seen as an indicator of
excess supply. Despite falls in overall levels of bulk billing in recent
years many metropolitan areas still had levels over 90% in 2001–02:
eg the electorates of Barton, Batman, Blaxland, Braddon, Calwell,
Chifley, Fowler, Gellibrand, Grayndler, Greenway, Kingsford Smith,
Lindsay, Lowe, Parramatta, Prospect, Rankin, Reid, Throsby and
Watson.13

Secondly, the funding arrangement can lead to distortions in the way
health services are used. Consumers are reimbursed for costs of a
range of services provided by General Practitioners whereas
Medicare does not cover similar or identical services provided by
non-medical health professionals. For example Medicare reimburses
acupuncture provided by a general practitioner whether or not the
provider has special skills in this type of treatment, yet the consumer
must pay in full for similar services provided by a fully trained
acupuncturist.

Other practitioners who are similarly affected include psychologists,
chiropractors, physiotherapists, midwives and nurses. This gives
general practitioners a market advantage over other private health
professionals providing similar services and helps to determine
consumer choice in urban areas, because they face a much higher
out-of-pocket cost if they choose a provider not supported through
Medicare.

Medicare also enables General Practitioners in well-supplied areas to
create new markets as one response to an oversupply of traditional
primary care medical practitioners. Some of these markets (eg in
travel or sports medicine) may be regarded as relatively low priorities
in terms of national health objectives, but use up scarce health
resources when other higher priority needs remain underfunded —
including in rural areas.

Thus Medicare Benefits funding as it is currently structured may
inhibit market forces from encouraging GPs or other private medical
practitioners to move from relatively over-supplied areas to relatively
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undersupplied ones, such as some rural and remote areas where need
is greater.

Equitable access — bulk billing

11. Bulk billing provides a mechanism to implement Medicare’s
principle that services should be without charge or low cost at the
point of service. Consumer organisations are strong defenders of
retaining the current arrangements for bulk billing and finding ways
to encourage a higher level of bulk billing where rates are relatively
low.

Having access to bulk billing is highly valued by country Australians.
Regrettably bulk billing rates generally decline with increasing
rurality. In 1997–98 bulk billing rates for out of hospital services
ranged from 80% in capital cities to 62% in remote areas.8 Rural
doctors state that their high level of practice costs are a major factor
in the lower rates of bulk billing in rural areas. Other commentators
believe that these lower rates are also related to the stronger market
position of rural GPs arising from the more limited degree of
competition they face.14

It is important to understand the complexities associated with
doctors’ choices about whether or not to bulk bill specific services.
Their choices reflect personal beliefs and values as well as technical
issues about billing arrangements. Examining the factors which
influence doctors’ billing practices would be a useful avenue for
research to inform policy decisions about Medicare.

The table below shows the recent trend to falling rates of bulk billing
across Australia for services provided by General Practitioners, with
the impact greatest in rural, rather than remote, areas.

Proportion of general practitioner attendances bulk billed, by
region

Region 1996–97 1997–98 1998–99 1999–00 2000–01
*June
2002

Capital city 85.9 85.6 85.4 85.2 83.8 79.5

Other metro centre 81.3 80.1 79.5 78.6 76.2 71.0

Large rural centre 65.7 63.7 61.7 60.8 59.8 59.0

Small rural centre 64.8 63.1 61.7 61.7 60.9 59.0

Other rural area 62.1 59.6 59.1 58.6 57.7 56.5

Remote Centre 56.0 56.7 57.6 59.0 60.0 58.9

Other remote area 70.1 69.6 70.1 70.1 69.5 70.8

Unknown 68.8 70.3 71.4 73.4 72.7 NA

Australia 80.6 79.8 79.4 79.1 77.6 NA

Source: Department of Health and Aged Care 10

* Figures for June quarter are from material attached to a media release from the Shadow Minister of
12 February 200315 and are for unreferred attendances.
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In 2002 the trend towards falling bulk billing rates in many rural
areas accelerated. Falling levels of bulk billing may be an indicator
that the real costs of providing services are rising faster than
Schedule fees, for example because of rapidly rising medical
indemnity costs. At the same time as bulk billing levels have fallen
the average out of pocket costs have risen substantially, adding
further to the costs faced by many rural and remote area residents in
accessing medical services.16

The increase in bulk billing in remote centres could be related to the
increased use of Medicare billing by Aboriginal Medical Services.

Because the rate of bulk billing is generally lower in rural and remote
areas, a higher proportion of services is charged at the higher fee
levels in these areas. Hence relatively more people face out-of-pocket
costs than in urban areas. This is an added concern because of the
overall low socio-economic status of many country areas. Average
incomes, both per person and per household, are generally lower in
non-metropolitan areas than in metropolitan areas.17 Thirty-three of
the poorest electorates in Australia are rural electorates, with the
average weekly earnings of families and individuals in these areas
considerably lower than the national average.18

When combined, the higher distances travelled to see a doctor,
possible lost income from having to take time away from work to
travel for a medical service, the lower levels of bulk billing and the
generally higher levels of charging can create substantial cost barriers
for rural and remote area residents with medical needs.

The Australian Medical Association and the Rural Doctors’
Association of Australia both welcomed recent calls to introduce
higher Medicare benefits in areas with low levels of bulk billing,
including many rural and remote areas, but with some reservations.
For example both emphasised their opposition to any proposals
which linked higher benefits to a requirement to bulk bill.19,20

Naturally doctors will resist any measure to increase bulk billing
which adversely affects the economic viability of their practices.
Therefore any measures to increase bulk billing levels must strike a
balance between certainty for the Government and consumers of
lower out-of-pocket costs, and income security for general
practitioners.

12. An issue not often canvassed in the debate about bulk billing is the
total cost to consumers of particular episodes of care. Even if there is
no direct cost for a General Practitioner’s service there are costs for
medications, tests or specialist referrals as well as travel and time
costs. Research which examines the total cost to consumers from
episodes of care or over an extended period, say 12 months, and
whether this is related to GPs’ billing patterns, would usefully inform
future debates on bulk billing or other approaches to containing
health costs for individuals and families.

It is important, for example, to establish if there is any link between
whether a service is bulk billed and a decision to provide a script,
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order tests or refer to a specialist. If this were to be the case, then
higher levels of bulk billing might lead to higher out-of-pocket costs
when the broader picture is examined.

The rural Medicare shortfall

13. The Rural Doctors’ Association of Australia argues that there is a
‘shortfall’ in Medicare funding in 1999–2000 of around $250m for
General Practitioner services or $450m for all private medical
services in rural areas. The RDAA suggests that this represents a less
than equitable share of Medicare funding.5 The ‘shortfall’ is the
notional cost in Medicare Benefits of providing extra private medical
services in the country areas such that the average per capita payment
of Medicare benefits in these areas rose to equal that paid in urban
areas.

Another way to conceptualise the ‘rural shortfall’ in benefits outlays
is to look at the differences in out-of-pocket costs paid by rural and
remote residents compared with their urban counterparts. This
approach suggests a ‘shortfall’ of perhaps $43m per year, being the
amount of funds that would be required to reduce the average out-of-
pocket cost for rural and remote residents to that of urban residents.21

The large subsidies for private health insurance introduced in recent
years can be considered as a Medicare expenditure: one justification
for their introduction is to relieve pressure on public hospital
services. These subsidies further exacerbate the funding ‘shortfall’ in
country Australia because of the relatively low levels of private
health insurance in these areas and the limited number of private
facilities where insured people can access services.8 A recent report
commissioned by State Health Ministers has concluded that “on both
economic and health criteria, the rebate has failed to produce the
results claimed for it. …….a number of changes could and should be
made”22

Medicare funding also includes the costs of public hospitals. Per
capita expenditure on public hospital services, a key component of
Medicare, generally increases with increasing remoteness.8 These
calculated shortfalls in Medicare Benefits do not take into account
the cost to Medicare overall of the extra proportional use of public
hospital services by residents of rural and remote areas.

As an alternative approach to dealing with the shortage of private
medical practitioners in country areas, the Commonwealth
Government has provided funds for targeted, compensatory programs
such as Regional Health Services Program, the Royal Flying Doctor
Service, the Primary Health Care Access Program, Aboriginal Health
Services, and a range of others to increase access for rural
Australians to specialist medical services and programs which use
salaried medical practitioners.8

Obtaining a reliable figure of Medicare’s overall ‘rural and remote
shortfall’, in itself a controversial notion, is thus a complex exercise.



42 National Rural Health Alliance
Position Papers, 2003

Access to public hospitals

14. There is a disturbing trend that weakens Medicare’s performance in
relation to access to public hospital services in rural and remote
areas. Although there has historically been a relatively high use of
public hospitals in rural and remote areas, rural communities and
rural doctors are concerned that for a wide range of reasons there is a
rapid decline in access by rural residents to their local hospital. One
reason for this is the decline in the number of procedural General
Practitioners. Procedural services provided include obstetrics and
gynaecology, quite complex surgery and associated anaesthetic
services.

The reasons for the decline in numbers of procedural General
Practitioners include:

• inadequate income to cover the costs of such services, especially
with the rapid increases in medical indemnity premiums;

• increased fear of litigation;

• stringent requirements for skills maintenance being too
demanding and costly where a Procedural General Practitioner is
involved across a range of specialities;

• adverse impact on family life;

• lack of local facilities due to closures of many public hospitals in
rural areas;

• added pressures on remaining proceduralists as others retire from
the field; and

• lack of professional backup from medical specialists and allied
health practitioners.23

The shortages of allied health practitioners add pressures to rural
General Practitioners not only in relation to their hospital work, but
also in relation to their practice based work. This may be a
substantial factor in causing some General Practitioners to leave rural
practice. The Rural Doctors’ Association of Australia has identified
several major consequences of this decline for rural communities.
These include a substantial negative economic impact; reduced
choice for consumers; family disruption and hardship if the services
are no longer available locally; delayed treatment; and difficulties in
attracting young couples to areas without local obstetric services.23

At the request of Australian Health Ministers’ Advisory Council’s
Rural Health Policy Subcommittee and the Rural and Remote
Australian Health Workforce Advisory Group, the Rural Doctors’
Association of Australia, the Australian College of Rural and Remote
Medicine and Australian Rural and Remote Workforce Agencies
Group have been working to develop concrete solutions to be
implemented within a national strategy framework.
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Access to Medicare rebates

15. A further problem for people in rural and remote areas, especially
those with limited incomes, is limited or no access to Medicare
offices where they can quickly obtain their Medicare Benefits for
patient-billed services. Initiatives such as telephone claiming and
Medicare Booths established in rural Australia help to expedite
claims for people without ready access to Medicare Offices, but the
payment is still by cheque or EFT with time lags between the date of
service, claim and payment.

High up-front costs can be avoided through the mechanism of pay-
doctor cheques: patients pay only the gap between the Medicare
benefit and the doctor’s charge, with the Health Insurance
Commission providing a cheque for the Benefit. Some doctors are
reluctant to use this method as the cheque, payable to the provider, is
posted to the patient and there are often considerable delays before
the cheque is passed on.

16. A range of options has been suggested to overcome the problems
outlined above.

Higher Schedule fees and/or rebates in rural and remote
areas

17. The RDAA argues that equity demands that some or all of the $250m
to $450m in shortfall of Medicare benefits funds should be used to
increase rebates in rural areas as a way of recognising that country
doctors have higher practice costs resulting in higher charges. It and
others have made proposals such as differential rebates and rural
consultation items with higher Schedule fees that recognise the
higher costs and complexities of rural General Practice.5,24

One approach to differential rebates would be to raise benefit levels
for each rural and remote area classification so that the average out-
of-pocket cost equalled that in urban areas (after adjusting for
different service mixes). Another might be to link higher rebates to
patients willing to register with a practice as their primary care
provider.

The RDAA suggests that increasing rebates would shift some of the
out-of-pocket costs currently faced by country residents to Medicare,
potentially increase bulk billing rates and make country practice
more attractive financially, helping to increase recruitment and
retention rates.

It uses the rural retention scheme and the immunisation arrangements
to demonstrate the effectiveness of changing doctors’ behaviour
through financial incentives.

Others believe that such examples of the effectiveness of financial
incentives may have limited transference to attracting doctors to rural
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and remote areas. Research indicates that financial incentives are not
the only driving force for location.

Such a policy initiative would not in itself guarantee that more people
would have increased access to appropriate medical care in their local
area. Further, unless the higher rebates were linked to conditions
about doctors’ charging regimes, there would be no certainty of
reduced out-of-pocket costs or increased levels of bulk billing.25

Other commentators have suggested such schemes would depend for
their success on a cut in Benefit levels for metropolitan services, to
reduce the floor price to an uneconomic level, thereby encouraging
doctors in oversupplied areas to move to less well-supplied areas.26

The recent trend to falling levels of bulk billing in some urban areas
suggests that the benefit may already be close to uneconomic levels
in these areas, so that further reducing the benefit in these areas
would risk accelerating the decline in bulk billing in these areas.

The Commonwealth Government has so far rejected ideas about
alternative Medicare items with higher Schedule fees for services by
country General Practitioners.

Higher practice incentive payments to doctors who
increase their levels of bulk billing

18. An alternative option could be to provide an incentive payment to
practices to increase their overall level of bulk billing up to a
benchmark figure. The benchmark figure could be set at a negotiated
level or an existing figure, for example the average in the state or the
overall national average for General Practitioner services.

Practices would then receive a predetermined bonus for each
percentage point that their bulk billing rates increased towards the
benchmark figure, in order to offset any loss of income. Some
guarantees about fee levels for patient billed services would also be
necessary.

Such an approach would avoid paying bonuses in areas where
competition was sufficient to ensure high bulk billing levels. It would
also avoid complexities associated with identifying patients as
disadvantaged, and boundary issues arising from using geographic
classifications.

This bonus payment could be paid as part of the Practice Incentive
Program. It could be adjusted as levels of bulk billing changed. It
would effectively be a straight transfer of funds from patients to the
Commonwealth Government, and would need extra funding or
offsets elsewhere from other Government programs.
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Increasing measures to attract and retain General
Practitioners to undersupplied areas

19. Another option to improve access and increase competition, in order
to lower overall charges in country Australia, would be to further
reinforce the wide-ranging measures introduced in recent years to
attract and retain General Practitioners in rural and remote areas.
These initiatives include those that encourage rural terms for
specialist trainees.

While doctors and communities have welcomed these initiatives,
their impact on the recruitment and retention of GPs in rural and
remote areas appears to have been limited.10 It is too early to judge
the longer-term impact of more recent initiatives to encourage young
people from country areas to undertake medical education and to
require all medical students to have placements in rural and remote
areas.

Geographic provider numbers

20. An option repeatedly canvassed over the years is that of introducing
geographic provider numbers. Some existing arrangements to
increase the numbers of doctors practising in rural and remote areas
already have an element of geographic provider number. For example
the Rural Locum Relief Program and the Area of Need Scheme
enable doctors who have not yet met the full Australian registration
requirements to practise, conditional on their working in defined rural
and remote areas. A key characteristic of these schemes is that the
practising rights of other doctors are unaffected.

More controversial proposals have involved capping the availability
of provider numbers in relatively over-supplied areas. There have
been several variants of how such a scheme might operate.27 Various
proposals to auction Medicare provider numbers have also been
canvassed.28

Governments and organisations representing General Practice have
either shown little interest in pursuing these ideas or actively opposed
them.25 There are several concerns that suggest such a measure would
not have the desired effect of attracting higher numbers of suitably
trained GPs to relatively undersupplied areas. Coercion is unlikely to
lead to a committed, effective general practice workforce in country
areas. The Rural Doctors Association of Australia is actively opposed
to geographic provider numbers.

21. There appears to be increasing support from some quarters for major
changes to Australia’s health financing system. The most radical
proposal involves shifting responsibility for health and aged care to
one level of government, which would then distribute the available
funds on the basis of need. Options canvassed in this context include
a variety of pooled funding models, including forms of managed
competition.29,30 There has been little serious national political
interest in general application of these approaches.
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A recent report to Australian Health Ministers concluded, inter alia,
that “rural areas are significantly disadvantaged in terms of access to
health resources and that some aspects of current financial
arrangement create barriers to the appropriate use of funding in rural
areas and may inhibit the development and adoption of appropriate
community-led models of care”.31 The report recommended a range
of changes to the health financing arrangements for rural health
services.

22. There have been repeated calls for Medicare to be extended to other
health care providers such as midwives, psychologists and nurses.
Country Australians would not benefit as much as their city cousins
from an extension of Medicare to other health professionals as, by
and large, there are shortages of other health providers in rural and
remote areas.

Access to first point of contact assessment and treatment services is a
key element of Medicare’s principle of equality of access to
necessary health services, regardless of a person’s geographical
location.8 The Commonwealth already plays a major role in funding
Aboriginal Health Services which provide first point of contact
assessment and treatment services for Indigenous communities. This
is an example of an alternative way for the Commonwealth to meet
its responsibility for funding primary care and treatment services in
areas where there is a major shortage of medical practitioners and
where this is likely to remain so in the foreseeable future.

Based on Medicare’s core principle, there is a strong case for the
Commonwealth to extend this practice and these alternative
approaches to first point of contact assessment and treatment services
in medically undersupplied areas. Commonwealth support for
advanced practice nurses in targeted areas, whether by fee for service
or by other methods, could be one such valuable approach with
containable outlays.

The National Rural Health Alliance affirms the following principles.

23. That the Commonwealth’s Medicare commitment of universal access
to necessary health services means it must seriously consider
providing funding for alternative first point of contact assessment and
treatment services in areas where there is very limited access to
doctors.

24. That it opposes any proposals for the introduction of geographic
provider numbers for doctors which incorporate any element of
reduced opportunities to practise in urban areas.

25. That it supports approaches based on incentives rather than
compulsion for increasing the availability of doctors in rural and
remote areas.

26. That it believes any measures to increase bulk billing levels must
strike a balance between certainty for the Government and consumers
of lower out-of-pocket costs, and economic viability of General
Practice.
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27. That there is no certainty that introducing differential benefits or
higher Schedule fees for rural and remote areas as a stand-alone
initiative would increase bulk billing levels or improve access to
private medical services, but it supports introducing measures into
Medicare which:

• seek to ensure that rural and remote residents pay on average no
more in out-of-pocket costs for the same services than their urban
counterparts; and

• recognise the realistic costs to medical practitioners in rural and
remote areas of providing services.

The National Rural Health Alliance believes the following action should
be taken.

28. The Commonwealth should accept responsibility for funding
necessary primary care services regardless of which suitably
qualified health care provider gives the services in areas where there
is little chance in the future of attracting sufficient private GPs.

29. The Commonwealth should consult widely with doctors and residents
in rural and remote communities before making changes to Medicare
that affect them. Any changes to increase levels of bulk billing
should be based on research about the factors that influence doctors’
billing practices.

30. The Commonwealth Government should recognise that its private
health insurance rebate is of little value to rural and remote area
residents and re-direct some of these funds to measures to improve
access to necessary medical services in country Australia. Options for
garnering some of these funds include: means testing the rebate,
removing it from ancillary health services or abolishing it entirely.

31. The Commonwealth Government should routinely publish Medicare
statistics which enable comparisons between different geographic
areas in terms of access to private medical services and out-of-pocket
costs for patients.

32. The Commonwealth Government should commission research which
looks at total health costs to consumers of ambulatory care over
episodes of illness or over a 12-month period and whether these are
linked to billing practices of general practitioners. For example, there
may be a relationship between the percentage of services bulk billed
by a General Practitioner and the add-on costs incurred by patients
through scripts, pathology and diagnostic imaging tests and specialist
referrals. The Commonwealth should publish the results of this
research and use them to inform future debate and decisions on
policies on bulk billing.

33. All health service funders should recognise the realistic costs of
providing health services in rural and remote areas in their allocations
to services in these areas.
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The National Rural Health Alliance resolves to take the following actions
itself.

34. It will continue to give strong support to Medicare and improvements
relating to rural and remote areas which improve its performance
against the principles of universality, access, equity, efficiency and
simplicity — with a special emphasis on reducing cost barriers and
linking funds more closely to relative health need.

35. It will press for a better deal from Medicare for country Australians
by encouraging health policy makers at Commonwealth and State
levels to look broadly at issues of access and resources across
programs, and the potential for innovative approaches to health care
financing that would target resources more closely to relative health
need.

36. It will support the RDAA in its project to establish the full costs and
complexities of country general practice to inform future policies on
attracting General Practitioners to rural and remote areas, noting that
income is not the only or even major influence on a doctor’s interest
in country practice.

37. It will support its Member Bodies in efforts to protect local access to
procedural medical services when this can be demonstrated to be in
the local community’s best interest.

38. It will maintain strong and direct links with Commonwealth officials
responsible for Medicare to ensure that they are closely aware of the
concerns of country Australians and are encouraged to seek
innovative solutions to these issues.
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Member bodies

The National Rural Health Alliance has 24 Member Bodies:

AARN Association for Australian Rural Nurses

ACHSE Australian College of Health Service Executives (rural members)

ACRRM Australian College of Rural and Remote Medicine

ADGP Rural Sub-committee of the Australian Divisions of General
Practice

AHA (RPG) Rural Policy Group of the Australian Healthcare Association

ANF Australian Nursing Federation (rural members)

ARHEN Australian Rural Health Education Network

ARRAHT Australian Rural and Remote Allied Health Taskforce of the
Health Professions Council of Australia

ATSIC Aboriginal and Torres Strait Islander Commission

CRHF of CHA Catholic Rural Hospitals Forum of Catholic Health Australia

CRANA Council of Remote Area Nurses of Australia Inc

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

NARHERO National Association of Rural Health Education and Research
Organisations

NRHN National Rural Health Network

RDAA Rural Doctors’ Association of Australia

RACGP Rural Faculty of the Royal Australian College of General
Practitioners

RFDS Australian Council of the Royal Flying Doctor Service of
Australia

RGPS Regional and General Paediatric Society

RPA Rural Pharmacists Australia - Rural Interest Group of the
Pharmacy Guild of Australia, the Pharmaceutical Society of
Australia and the Society of Hospital Pharmacists of Australia

SARRAH Services for Australian Rural and Remote Allied Health
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