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Committee met at 9.03 am 

GREGORY, Mr Gordon, Executive Director, National Rural Health Alliance 

MORRIS, Mr Stephen, Senior Policy Adviser, Australian Divisions of General Practice 

SANT, Mr Steve, Chief Executive Officer, Rural Doctors Association of Australia 

STRATIGOS, Ms Susan, Policy Adviser, Rural Doctors Association of Australia 

ACTING CHAIR (Senator Moore)—Good morning and welcome. Senator Gary Humphries, as you 
know, is the chair. He has been held up a little this morning and will catch up when he arrives here. I declare 
open the first meeting of the patient assisted travel inquiry. I know that Senator Adams has been waiting for 
this for a long time. Before we go any further, I want to acknowledge the work that Senator Adams has done to 
get this inquiry up. 

Senator ADAMS—Thank you. 

ACTING CHAIR—We are very pleased that it has happened, and she has done a lot of work to get it to 
this stage. The formal title of this inquiry is the Inquiry into the operation and effectiveness of Patient 
Assistance Travel Schemes, commonly known as PATS. 

You have all been given information on parliamentary privilege and the protection of witnesses. We have 
your submissions. I know that all of your organisations have given us submissions. In this process today we 
want to take a slightly different approach. We are going to conduct the session in a ‘panel format to enable the 
free-flowing exchange of ideas’. Today, rather than having a formal question and answer process, we will 
discuss the issues. To get started I invite each of you to make an opening statement, if you would like to do so, 
and then we will go into discussion. We might start with you, Mr Gregory. 

Mr Gregory—Thank you. I have an opening statement. 

ACTING CHAIR—I thought you might have. 

Mr Gregory—Thank you for inviting the National Rural Health Alliance to present evidence to this Senate 
inquiry. The alliance has been concerned for many years about the situation with patients’ accommodation and 
travel services and we are very gratified that the Senate inquiry has been put in place. We are pleased to pay 
particular credit to Senator Judith Adams for the leadership role she has played in prosecuting the matter 
consistently over a long period and for having played a key role in instituting the inquiry. 

One of the key recommendations of the eighth national Rural Health Conference in Alice Springs in March 
2005 was that there should be a national review of the schemes. Delegates at the conference hoped that such a 
review would help to a ‘uniform approach which provides people from remote and rural areas with reasonable 
reimbursement for accessing services that are not available in their own communities’. 

Healthy Horizons, the national strategic framework for rural and remote health, which has been adopted by 
all states, the Northern Territory, the Commonwealth and the alliance, is based on a vision of people in rural, 
regional and remote areas having access to the same levels of health care as those in metropolitan areas. It 
points out that being able to physically access required treatment is an essential component. Where this is not 
the case the costs of access are shifted to patients including to those with limited funds. 

In October 2005 the alliance produced a position paper on transport and communication assistance for 
health patients from rural and remote areas. This reflected the agreed views of the 24 national organisations 
that were then in the alliance—there are now 27. It speaks volumes for the importance of this matter to health 
consumers and service providers in rural and remote Australia that they came together at that time to agree 
about the deficiencies with the current system and about ways in which it can be improved. 

In passing, I am pleased to give credit to Kirsty Kirkpatrick who led the work on producing that position 
paper for the alliance and who we were fortunate enough to borrow on a short-term basis from the 
Parliamentary Research Service at Westminster. Our thanks also go to the relevant officers in the various 
jurisdictions who willingly supplied information for the paper. 

For the alliance, four key issues need to be addressed in order to ensure equivalence and equity for country 
people. First, a core requirement is to provide for all who need it the opportunity to recover the costs of 
travelling to and staying in a capital city or a regional centre for accessing necessary health care. Patients’ 
accommodation and travel assistance should not be seen as a discretionary extra. 

Secondly, equivalence and equity dictate that people in similar circumstances must be treated in an 
equivalent fashion within all jurisdictions. This is what is meant by greater uniformity when it is listed as one 
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of the key elements of the alliance’s position. Currently there are substantial differences between jurisdictions 
in eligibility criteria, in how the schemes are promoted, in the treatments which are deemed eligible, in the 
way organ transplant and transplant donors are treated, in the degree of discretion exercised by authorities in 
respect of the transport used, in terms of payment schedules, in terms of the treatment of carers and escorts, 
and in terms of appeals. These are all fundamental aspects of the right to supported travel and accommodation 
that should be set at a high level and should be uniform between the various jurisdictions.  

Where there should not be uniformity is in respect of the aspects of the scheme determined by distance 
alone. Travel times and costs are significantly different in Tasmania compared with Western Australia, for 
example. There needs to be discretion about transport arrangements. Arbitrary standards such as 30 hours on a 
train or 15 hours in a car may well be detrimental to a patient’s health and should be weighed against the 
higher cost of an airfare. In these sorts of cases evaluation on a case-by-case basis would clearly be sensible. 

The third key issue for the alliance is the level of investment made by the various states and the Northern 
Territory. It is the alliance’s position that, because of the need for equity, it is essential that the schemes be 
funded to whatever level is required to ensure that all eligible patients, carers and escorts can receive support 
at any time. Nothing more clearly demonstrates the lack of equivalence between country and city patients than 
the assertions the alliance heard in 2005 that in some jurisdictions the available PATS money was spent until it 
had all gone, after which there was simply no capacity to provide any support. 

Our fourth key point relates to certain population groups and conditions. With 70 per cent of Australia’s 
Indigenous people living in rural and remote areas, it is clear that the patients’ accommodation and travel 
schemes must have the capacity to be culturally appropriate for Aboriginal and Torres Strait Islander people. 
This has implications for how the schemes are promoted, the circumstance under which translation and special 
cultural support are available and interpretations of family and carer eligibility. 

As well as accommodating the particular needs of cultural groups, PATS must also meet the needs of 
particular patient groups. Two examples are of particular relevance. The first is the fact that 130 rural 
maternity services have been closed in the last 10 years; therefore in many areas pregnant women and their 
families have to relocate for an extended period prior to the birth. This particular circumstance is one in which 
accommodation may well be required for an extended period, illustrating the need for PATS to be flexible in 
this respect.  

The second condition that illustrates a particular need is cancer. People undergoing specialist treatment for 
cancer may well require regular trips to and from the city over an extended period. This again should remind 
us that to be successful and comprehensive, PATS should not be seen as one that covers just the one-off costs 
of a single trip to the capital city for one particular intervention. Survival rates from cancer are poorer in rural 
areas, highlighting one the less well-known but significant facts about rural health—that in rural and remote 
areas the same rate of incidence of a particular disease can have more serious consequences than in 
metropolitan settings. In the case of cancer, this deficit is caused in part by delayed diagnosis and intervention 
and in some cases because clinicians and patients elect to have radical one-off treatment rather than repeated 
trips for an ongoing program of interventions. The availability of accommodation and travel support is one of 
those factors which will impact significantly on such decisions. 

In summary, the alliance would like everybody involved to accept that patients’ accommodation and travel 
schemes are a core part of essential rural and remote health services. They are not an adjunct, but the only 
means by which people, particularly in more remote areas, can have fair access to services locally available in 
the cities. There needs to be adequate investment in all jurisdictions to ensure that the schemes can support all 
of those who are eligible. Eligibility criteria need to be comparable across all states and the Northern Territory. 
At the same time the special spatial circumstances of particular areas need to be allowed for. 

Another issue raised in the 2005 alliance paper relates to the need to promote the schemes to ensure that all 
potential applicants know of them. Remote area nurses and allied health professionals should be encouraged to 
support patients in their applications for PATS. The bar for eligibility should not be set too high. For instance, 
assistance should be available for all treatments listed on the Medicare benefits schedule including those 
available through enhanced primary care such as allied health and dental treatment rather than only those 
treatments provided by medical specialists. 

Finally let me say again how pleased the alliance is to have the Senate undertake this important review. We 
hope that the tenor of the inquiry’s recommendations will meet some of our suggestions. Following that, there 
will need to be the highest possible level of collaboration between the Commonwealth, the states and the 
Northern Territory, to ensure that recommendations from this national review are not seen by the states or the 
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Northern Territory as anything to do with blame shifting but rather as constructive suggestions which the 
Commonwealth will help to operationalise. Perhaps the next Australian health care agreements will provide 
opportunities for the Commonwealth and the states to display mutual recognition of the importance of having 
high-quality, well-funded, widely understood and easily accessible provisions for supporting patients’ 
accommodation and travel. 

ACTING CHAIR—We have now been joined by two Victorian senators, Senator Kay Patterson and 
Senator Lyn Allison. Mr Sant? 

Mr Sant—We have a short statement. RDAA is a member of the Rural Health Alliance and, as such, we 
support what Mr Gregory has said. RDAA would like to thank the committee for inviting us to present to the 
committee; we have been concerned about patient transport for a long time. There are a few points I would 
like to make in opening. It has to be remembered that these patients are usually elderly, usually sick and have 
often been newly diagnosed with fairly significant illnesses, and putting a burden on them to travel long 
distances will lead to worse outcomes straightaway. 

Thirty-four per cent of Australians live in rural areas, but the special services, and certainly the major 
tertiary hospitals, are all situated in metropolitan cities in each state. We know that rural Australians have 
lower life expectancy, lower survival rates, higher rates of cardiovascular disease, cancer and other chronic 
illnesses and often have increased mortality from things like motor vehicle and occupational accidents. We 
know that they certainly have less access to services. In terms of pure Medicare GP-funded services, we know 
that they get a lot less than their city counterparts. We know that they have much lower levels of access to 
specialist services, special allied health services like psychologists et cetera, than their city counterparts. We 
know, through feedback from them, that our patients suffer a huge disadvantage. In the last two weeks I have 
been rung by a number of organisations giving me case studies of patient treatment and patients telling me 
about what has happened to them with their treatment. One case that came to light yesterday was about a man 
who travelled from Dubbo to Sydney for treatment for a myeloma. He was in Sydney for four or five days. He 
had out-of-pocket expenses of $1,000 for accommodation, transport and food et cetera. He got back $166. It 
was okay for that gentleman because he had a private income, but if you are a pensioner on $300 or $400 a 
week that is a month’s worth of your pension. It is just not possible for people like that to fund that sort of 
thing. 

The Rural Doctors Association has been calling on the federal and state governments for some time to put 
in place a rural health obligation, a bit like the universal service obligation that Telstra have. We set a 
minimum level of access and standards that rural people can accept in relation to their health services. It is not 
that we expect governments to build huge radiotherapy bunkers in Gulargambone, Elliot or wherever, but we 
do expect that they will facilitate access to treatment services. That has two components. Firstly, it increases 
access to services in the bush; and, secondly, patient transport can form an essential part of that. It would be 
our expectation that governments would help remove some of the disadvantage that rural patients have by 
assisting them more proactively to travel to major regional centres to receive services. 

Mr Morris—Thank you for the opportunity to speak. I will make a very brief statement. I would like to 
thank Mr Sant and Mr Gregory for their words, because AGPN supports their position on this. AGPN is 
talking from some pretty basic principles here. Basic equity determines that all Australians have the right to 
accessible and affordable healthcare, wherever that maybe. More specifically, Australians living in rural and 
remote areas have the right to the same level of healthcare as those living in metropolitan areas. AGPN is 
certainly concerned that rural Australians are facing reduced access to services. It would seem that more and 
more of those services are closing down these days. We believe that Australia needs a strong primary 
healthcare system with the focus on maintaining health and treating illness early and that this is essential to 
addressing the main challenges facing Australia, particularly in terms of the ageing population and the 
increasing incidence of chronic disease related to that, and the workforce limitations, which are well known. 
We think that the features of a strong primary healthcare system include access to team based multidisciplinary 
care, and that includes access to allied health. Primary health care must also be linked to other parts of the 
health system, including specialist and acute systems as required. Finally, we think that costs relating to access 
to these services, including travel and accommodation, should be considered as legitimate costs of delivering 
health care. 

ACTING CHAIR—Ms Stratigos, do you want to make a statement? I know that you have just walked in. 

Ms Stratigos—Yes. First of all, I would like to apologise to the committee for my lateness. 

ACTING CHAIR—Please do not worry. 
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Ms Stratigos—Not being aware of what has already been said, I would like to point out to the committee 
that, at a time when the Prime Minister, with broad support, is taking extraordinary initiatives to protect 
Indigenous children, we should be reminded of the Indigenous and other children, born and unborn, who live 
in rural parts of the country outside the Northern Territory who need access to preventive medicine, antenatal 
care and child health services, in particular. These services are unfortunately not covered, in spite of the 
overwhelming evidence which says that, if we want to improve obstetric outcomes for Indigenous and other 
children, we have to have access to services which are not specifically referred to specialists but which are 
ongoing services to which all children have a right. I am sure that my colleagues have already pointed out to 
you that not only are levels of education lower, generally speaking, in rural and remote parts of Australia but 
fertility rates are higher in rural and remote parts of Australia and there is a much higher rate of teenage 
pregnancy, suggesting that supporting services that give young mothers and disadvantaged mothers access to 
ongoing, routine antenatal services are equally a matter of social justice. 

ACTING CHAIR—Senator Humphries has arrived. 

CHAIR—Thank you very much—and thank you, Senator Moore, for looking after the shop while I did an 
interview on the radio. You have all given statements; that is very good. Today’s session is more informal than 
a formal question and answer process. I ask Senator Adams to kick off the process. 

Senator ADAMS—I am absolutely delighted that we have finally got this inquiry underway. With regard to 
the announcement yesterday by the Prime Minister about the safety and health of children in the Northern 
Territory, I am sure that the Patient Assisted Travel Scheme is probably going to be looked at from that point 
of view. As you have mentioned, Ms Stratigos, children in other states as well have problems in accessing the 
right services. I think that, altogether, the whole thing can be looked upon as very opportune that all this has 
happened and that we are moving forward. As a former member of the National Rural Health Alliance council, 
Healthy Horizons was something I was very passionate about when I was on the council. Firstly, Mr Gregory, 
could you tell me where Healthy Horizons is now? Are we still following through on those initiatives? 

Mr Gregory—The current Healthy Horizons badge 2003-07 is due to expire at the end of June. We have 
heard recently the very good news that the rural committee of AHMAC—if I have its new name correct—has 
agreed to work with the Rural Health Alliance again on a revision of the national strategic framework. The 
work is to be undertaken—in fact, led—by a consultant to be appointed under the management of Western 
Australian, I gather, so AHMAC has decided in its wisdom that Western Australia will manage it. The Rural 
Health Alliance is delighted again to have been invited to the table. So there will be a review of the existing 
one, which is soon to terminate, and the indications are that there will be a new national strategic framework 
for rural and remote health—under what name, of course, we do not yet know. 

Senator ADAMS—So, as far as the patient assisted travel schemes and any recommendations that have 
come from this are concerned, hopefully they would be looked upon as part of that program to take forward? 

Mr Gregory—Yes, you are right to suggest that the patients’ accommodation and travel services will be an 
integral part of the policy system, which will enable people to have the sort of access that that national 
strategic framework will aspire to and which will help jurisdictions and non-government organisations like the 
alliance to manage. 

Can I just comment further? My colleague and friend Susan Stratigos has introduced an element that had 
not been covered by your colleagues prior to her arrival. Ms Stratigos reminds us that there is a range of 
services to which mothers and babies and children should be entitled. What we have here, surely, is a vision of 
the PATS which is quite different from the historical vision. I am sure I am right in saying that PATS was 
established as a fairly narrow scheme with the purpose of providing people with usually one-off access to the 
city for a singular intervention.  

Ms Stratigos has reminded us that we should perhaps envisage or envision PATS as a scheme which is much 
broader, much deeper and which is one of the main means of providing all services to people who do not have 
access to them locally. It would not be just the one-off medical interventions for which you have to go to the 
city but, as Ms Stratigos has reminded us, antenatal and baby health services, which are critical in terms of 
setting the pattern of health for the rest of one’s life and which are not available locally. So it really is a vision 
for a much broader, much deeper, much more important scheme. I would assert that the more we rationalise 
services away from local areas, the more such a scheme becomes the critical alternative path we have to adopt. 

Senator ADAMS—I agree. Mr Sant, just from your members’ points of view—and perhaps, Mr Morris, 
you can join in with this, seeing it is a roundtable and an informed discussion—in looking at obstetric services, 



Friday, 22 June 2007 Senate CA 5 

COMMUNITY AFFAIRS 

it is getting to the stage now where trying to get gynaecologists and obstetricians to rural areas so that women 
can deliver safely is becoming more and more of a problem—and I come from Western Australia and of course 
our regional hospitals are playing a much larger part in obstetrics. As far as your members go, do you have any 
comment on how we are going to deal with that? Secondly, how are your patients being affected as far as 
being able to get PATS to travel to the larger areas or to the cities to obtain these services? 

Mr Sant—PATS is a second-rate solution as far as we are concerned. The main game is getting services 
back into those communities. I think Gordon said that we have seen half of the maternity services in this 
country close in the last 10 years, and that is a scandal. That means that many GP obstetricians and obstetrician 
gynaecologists who want to provide services are unable to provide those services in their community. 

We have a real workforce issue in this community. I saw some figures yesterday from New South Wales 
which is almost a straight decline in the number of procedural GPs who are able to provide those sorts of 
services in rural hospitals. We need to fix those issues. We need to fix that workforce problem and not put in 
place a solution which, as I said, is second-rate around moving mothers 400, 500, 600 kilometres to a different 
centre. Recently in WA there was an example where one GP obstetrician went on leave. He was the only GP 
obstetrician in that town qualified to do caesareans and, because of that, they had to close down the service for 
a week, which meant all those mothers had to be transferred into different centres. I do not know whether 
Susan wants to add anything, but for us the main issue is workforce in relation to obstetricians and obstetrics 
and gynaecology. We must improve the workforce. We must train more GP obstetricians. We must reopen 
those units that have closed in the last 10 years so that mums and families can access those services in their 
local communities. 

Ms Stratigos—I would like to add something. Another aspect is that by not having a scheme which 
supports—and I am still talking about mothers and babies but not only mothers and babies—getting services, 
we undermine other policies. For example, I did not want it to be thought that there were not other people who 
were disadvantaged by a narrow and inadequate scheme. The Commonwealth Bowel Cancer Screening 
Program, for example, enables people in any part of the country to be screened but, should the test come back 
as positive—and this is all done by mail, as I am sure you know—there is no way to facilitate a person who 
has a positive result from the screening to go and access even a general practitioner for the next stage of the 
process let alone somebody who might be able to perform a colonoscopy. I just wanted to broaden my 
comments to the whole population. 

Mr Sant—In fact, that particular example is a good one. We have done some recent work that shows that 
after getting back a positive screening test you may have to wait six months or more to get a colonoscopy. I am 
sure that, if you were told that possibly you might have bowel cancer yet you could not find out or have any 
treatment for six months, you would understand that that is a disaster for those people. 

Mr Morris—There is a strong role for the GP in supporting that person during that time, even in just 
managing their concerns about their condition before they can find out either way. That is surely the way. In 
terms of questions regarding obstetrics, I would just echo what Mr Sant says—that the focus really needs to be 
on the workforce and also the infrastructure that supports general practice, keeping general practice viable to 
be able to deliver the clinical services and also looking to the future in terms of what infrastructure is required 
to train and support the next generation of doctors so that we can start to turn around the decline in the rural 
areas. 

CHAIR—We obviously have a long-term problem—or at least a medium term problem—with the rural 
medical and health workforce and I accept that we certainly need to restore services in those areas. But it will 
be very hard to do when even cities like Canberra are short of doctors and we are using measures to attract 
doctors to a city like this. In a sense, if we have to attract doctors to a city like this, what chance do Wagga and 
Coonabarabran and places like that have? Realistically, what are we able to do to rectify that imbalance? Are 
we talking about money? Is offering incentives to people to come and work in those areas the only answer 
here? 

Mr Sant—No. It is part of the answer but, when we look at why people go to rural areas, money comes two 
or three down the list. Some of the other disadvantages they may have in being in a rural community come up 
higher—and that often is around access to education for their kids. I know that many of the people on our 
board have had to send their kids to boarding schools. There are financial considerations. Clearly the capital 
growth in a town like Dalby or Lightning Ridge is much lower than it is in Brighton or the North Shore, so 
there are some financial issues there too. Increased financial support will offset some of those other 
disadvantages. I think it is something that the government very clearly need to look at.  



CA 6 Senate Friday, 22 June 2007 

COMMUNITY AFFAIRS 

The feedback from all the GPs and specialists I have talked to in rural areas is that something needs to be 
done around remuneration. They feel that they are undervalued and that they are treating a higher complexity 
of patients. Clearly, if patients do not have access to specialist care in their community and they do not have 
access to, say, the Alfred or Prince of Wales hospital, those patients end up being managed by the GP in their 
community often without being able to get support from their specialist colleagues. There are some money 
issues involved, but it is broader than that. There are training issues as well. I think that we really have to make 
it attractive for GPs to train in procedural specialties, that is, anaesthetics, obstetrics— 

Ms Stratigos—Surgery. 

Mr Sant—surgery, yes—and I do not know how I forgot that one. There are lots of other specialty areas as 
well. Aboriginal health is another one. Clearly there needs to be a huge focus on that if we are to meet the 
needs of the Indigenous population. So there is no one answer to the problems of workforce, but I would say 
that we do not have the answer yet. Putting 3,000 more students through medical schools is not going to help. 
We know that already less than five per cent of those students come to the bush. There are figures for all the 
universities in New South Wales and Queensland which show, I think in one case, that 2.9 per cent of the 
graduates over the last 15 years have ended up in rural practice. We should be having 35 per cent. 

Ms Stratigos—I would like to add to what Steve has said. There is what you might call the ‘cultural issue’ 
of the way medical training and education is delivered in Australia, which is mainly, but not altogether now, in 
big urban centres. There are now universities and rural clinical schools outside urban centres. But most 
training, for example, for specialists and proceduralists actually takes place in big urban hospitals where the 
culture says ‘This is the way to go and you don’t really want to go out there.’ By the time people have finished 
their training in big urban and very good hospitals, they have settled down with partners who are also urban, 
and that is where their life is. A number of initiatives are now in place and there will be more next year under 
the COAG proposal to extend specialist training to other settings including those in rural areas. I think these 
have to be supported across the board so that we actually do the basic training of our rural medical workforce 
in rural centres where they understand the culture and become involved in it.  

There was a very interesting article in the Medical Journal of Australia the year before last, which 
suggested that a major factor in taking up rural practice was the rural origin of one’s spouse. I am not 
suggesting the government necessarily should set up marriage agencies in small rural centres, but I do think 
that training and education initiatives could be supported. We are looking at extending specialist training 
settings but, for example, in the procedural specialist areas like obstetrics, if trainees in RANZCOG are 
working or being trained in a community setting, as things stand at the moment there is no indemnity cover for 
them. So we have to have a very holistic approach to this whole issue and money is certainly not the whole 
answer. 

CHAIR—Perhaps government could sponsor some B&S balls. That might be the solution you are looking 
for. 

Ms Stratigos—I am sure they would be favourably received but they may not be the whole answer either. 

Mr Sant—Or O&G balls. 

Mr Gregory—I did not expect to be talking about this issue, but I am very happy to have a go because it is 
critical. I subscribe to the view that we will never internationally or domestically succeed in having enough 
doctors for the amount of doctoring that is demanded. I will quote my favourite figure, which I think I have 
quoted in this room before—I hope I have the numbers right, but they are about right. In 2002, there were 
170,000 new entrants to Australia’s domestic workforce—170,000. Because of the demographic change, by 
2020 it will be one-tenth of that. It will be 170,000 for the whole decade. So if we think there is difficulty now 
attracting professionals to any profession, whether it is veterinary practice or doctors, we ain’t seen nothing 
yet. One hundred and seventy thousand in one year, 2002, and in 2020 it will be 17,000 new entrants to the 
Australian domestic workforce. So we have fantastic demographic changes afoot which are going to impact on 
accession to the workforce. That is the first thing to say.  

I believe we have to act on both the demand and the supply side. On the demand side we have to encourage 
self-care through chronic disease self-management and other ways—in other words reduce the demand for 
primary care—and on the supply side we have to continue what we are doing for doctors. That it is all good 
stuff. We have to extend those sorts of programs from rural medicine to rural nursing and rural allied health 
and rural dentistry and rural pharmacy and we have to change—and this is the hard one in terms of some of 
the professions—the way that primary care is delivered. We have to spread it around in a different fashion, and 
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that is already happening of course through the increased work that practice nurses are doing within general 
practice. But we have to extend that. So we have to work on both the demand for primary care front and on the 
supply of primary care front, not just through medicine but through other health professions as well. 

Senator ALLISON—There is the likelihood of being overtaken by this whole question of services to 
country areas. Mr Sant, it is interesting that you say there is a far greater need for obstetricians. Australia in 
comparison with other countries has a far higher rate of obstetricians for general pregnancies, as I understand 
it, if we compare ourselves with the UK, or New Zealand in particular and that is because they use midwives. 
Aren’t midwives and nurse practitioners part of the answer to the problem? Both of those appear to be more 
willing to practise in country areas than many of our specialists are. 

Mr Sant—I am not sure that is entirely true. We would support the role of midwives, nurse practitioners in 
a coordinated team. I know from visiting New Zealand that general practice obstetrics has almost died over 
there, and that has had a very negative effect on New Zealand’s rural communities. I do not have the figures in 
front of me, but I believe it has led to more adverse outcomes. We would like to see midwives working in their 
communities with general practitioners. I know that the last couple of maternity services that have closed in 
Australia have closed because of a lack of midwives, not because of a lack of GPs. In fact, there were GPs in a 
town who were quite willing and able to provide the service but there were no midwives. So I do not think that 
is a total solution. Nurse practitioners have often been cited as one of the ways of dealing with the problems in 
rural communities. What we have found is that nurse practitioners end up in major tertiary hospitals. They end 
up being in intensive care units and in emergency departments. 

Senator ALLISON—But isn’t this because there is no place for them? They do not have Medicare provider 
numbers; they do not have access to anything that would allow them to practise in private. 

Mr Sant—They can practise in rural hospitals and rural communities as part of the rural health team. 

Senator ALLISON—I understand that. 

Mr Sant—They have made a choice not to practise in those communities. 

Senator ALLISON—But not everyone goes to a hospital when they have a minor ailment. 

Mr Sant—We are not suggesting that they have to go to a hospital. We are suggesting that those people 
should be part of a coordinated team. That team should include the general practitioner, who is the primary 
point of contact for health care in Australia. We believe, along with most of our colleagues, that that is by far 
the best way of dealing with Australia’s health issues. But nurse practitioners, independent midwives and 
practice nurses, who are different yet again, can all play a significant role in that team—and mental health 
nurses and psychologists. But you need a coordinated effort to address someone’s health needs. We should not 
be letting anybody go off to practise totally independently of the team. It does not provide the best outcomes 
for patients. 

Senator ALLISON—I was in Italy recently—as part of our mental health inquiry, actually. Their new 
policy direction, their next step, for bringing services back into the community and stopping the drift we still 
seem to be heading for in a headlong way was to set up community based cancer centres on the basis that not 
all cancer treatment provided in hospitals actually needs to be in a hospital. You do not need to be in a bed; 
you do not necessarily need acute care. It is not a procedural thing; it is a service. Do you agree with that? 

Mr Sant—Absolutely. 

Senator ALLISON—Is there an opportunity for us to do that in Australia? Is it being done anywhere? 

Mr Sant—To some extent it is being done but normally it is attached to hospitals. But they have outpatient 
treatments. The person can come in and sit in a chair, a Jason recliner, and have their chemotherapy in that 
setting. We would certainly support the idea that there can be a lot more transfer of patients back into the 
community to be treated there. That can be achieved through support and training of nurses and GPs to provide 
chemotherapy as part of a specialist oncology treatment team. The patient may still need to travel to Dubbo, 
Sydney or wherever for their initial consult, but the GP and the nurse are a part of that. They work together to 
provide the treatment in the local community. 

Senator ALLISON—But the GP is in a private practice somewhere. Would we need a physical centre for 
cancer treatment, or is this something the GP can do in his or her rooms? This is what I am not quite clear 
about. 

Mr Sant—I would suspect that it would be better attached to a hospital. Rural hospitals are quite different 
in nature from, say, the Canberra Hospital here or the Prince of Wales Hospital. They are much more 
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community orientated. In fact, most of the services provided in rural hospitals are provided by GPs. The GP 
walks out of their private rooms, goes up to the hospital and becomes a visiting medical officer, so I do not 
think we need to worry about where the service is located. The point is that the service should be available in 
that community. Whether it is in the GP’s private rooms, a community health service or attached to the 
hospital as part of a community facility does not matter. 

Senator ALLISON—What do you suggest the Commonwealth should do? 

Mr Sant—One of the biggest issues for us has been the issue of support for infrastructure in rural 
communities. We know that they find it very hard to build those sorts of community facilities. We know that 
schemes like the Rural Medical Infrastructure Fund are very hard to get applications through. We know it is 
severely undersubscribed at the moment. 

Senator ALLISON—I am sorry; is this to build clinics for private GPs? 

Mr Sant—This is where, usually, local governments or divisions in partnership with the Commonwealth 
apply for funds through the Rural Medical Infrastructure Fund and they put together facilities. I can give you a 
couple of examples. One of our rural GP registrars is now with their local government setting up a community 
centre in a very small town in South Australia. The local government are contributing about $490,000, I think, 
and the Commonwealth are contributing about $400,000. That will be a centre where allied health 
practitioners, practice nurses, nurse practitioners—where available—and the GP all work together in the same 
facility and provide a service to the community. 

Senator ALLISON—Yes, the Victorian model. 

Mr Sant—Yes. Having just come back from Victoria, I understand that well. There needs to be more of 
those. But there needs to be flexibility in how that scheme operates so that we can have different partners. In 
some cases we can have a GP invest their private funds and have that matched to develop a facility, and we can 
have hospitals as part of that and getting funds to build a community facility so that they can have a 
chemotherapy unit. But the main point is that the workforce is, again, the main issue with that. Having a 
workforce that is trained to administer chemotherapy and available is the biggest issue, not having a room to 
put them in. 

Senator ALLISON—Some would argue—certainly this came through again with our mental health 
inquiry—that you attract a workforce if you allow them to work within a team where there is professional 
support and ongoing development of both their skills and the skills of others. Do you agree with that? 

Mr Sant—Absolutely. 

Senator ALLISON—That should be an aim across the board in health as a general principle. 

Mr Sant—Absolutely. We know that allied health professionals and practice nurses really value being part 
of that team—in the general practice, particularly. 

Ms Stratigos—I would like to add, in support of the team approach to services in rural and remote 
Australia, that, whether Medicare funded or not, many of the services in small communities would not be 
economically viable for an individual practitioner in a particular field. As we know from studies that the Rural 
Doctors Association did in 2002, 19 per cent of general practices in rural and remote areas are in a fairly 
parlous state when it comes to economic viability. So teamwork, whether co-located in specific buildings or 
perhaps not necessarily co-located but working together, is a way in which we can make the rural workforce 
viable in a way it might not be otherwise. I think we need to bear these practicalities in mind. 

Senator CAROL BROWN—Back in Tasmania it really has been about people being aware of PAT 
schemes that are in place and, for those that are, the amount of paperwork you have to do to access any money, 
as meagre as it will turn out to be. Do you have some views on how PAT schemes can be better marketed or 
how we can reduce the paperwork? 

CHAIR—Can I ask first: how long is the form in Tasmania? I saw in a submission that there is a five-page 
form in Queensland. How long is it in Tasmania? 

Senator CAROL BROWN—I think it is 16 or 17 pages. It contains a lot of information that you need to 
read before you can fill in the form as to whether you are eligible. It is a package. It comes to people in a time 
when they are under a lot of pressure and there is a lot of stress. I accessed one for someone whose child had 
to get specialist treatment for leukaemia. The last thing they want to do is to go through forms. 

Mr Sant—And the rules are complex. 
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Senator CAROL BROWN—Yes; that is what I mean. It is the supporting information that they supply. 

Mr Sant—And they have ceilings on particular types of payments and eligibility periods. I have not seen 
the form but I can understand that a 15-page form is ridiculous. 

Senator CAROL BROWN—It is a lot of information. 

Ms Stratigos—I was just going to say—which I am sure you would support, anyway, Mr Gregory—that 
there are often tremendous delays in reimbursement. 

Mr Gregory—The alliance’s view is that certainly promotion is a big issue. There is a perverse incentive 
because, if the jurisdiction running the scheme does not have enough money for the whole year or for the 
whole quarter, they are not going to be very keen to promote it. So that is clearly wrong. The alliance’s view I 
think is that more professionals should be encouraging patients to apply and it may be that the application can 
be policed—is that the right word?—or assessed by an agency which is not encumbered by having limited 
funds. At the moment, I think it has to be signed by a GP in all cases. Is that right? 

Mr Gregory—The alliance is a proudly multidisciplinary agency, so why another health professional apart 
from a GP who sees a patient who clearly has a need to go somewhere should not refer them to an agency 
which has an unencumbered capacity to make a decision about clinical need I am not sure. But certainly there 
are perverse incentives at the moment because the system is underfunded and therefore it is not in anyone’s 
interest to promote it too widely because you have Public Service difficulties. 

Ms Stratigos—You said that GPs are usually the signatory. In many, perhaps all, of the schemes in various 
jurisdictions there is a focus on travel to a specialist service, which requires the referral from the general 
practitioner to access the service. So I think that is perhaps the link there. 

Senator ADAMS—I will make some comments that have come back to me—and this has been going on 
for a long time. Firstly, on the vets affairs form, there has been a suggestion that that is very good and it can 
just be ticked for the next referral if they are going up for multiple visits to a specialist. But the other thing is 
that a number of the smaller rural hospitals have clerk assistants in charge of this budget—the power of having 
that particular budget given to them where they can discriminate against different members of the community. 
Other issues are where a GP will only suggest or give PATS to someone who has a healthcare card. Also now it 
is getting to the stage that, because of the problems that Senator Carol Brown spoke about, if you want to have 
a PATS form signed, you have to go back and make another appointment. There are all these sorts of problems 
going through.  

But in small communities it is becoming very difficult when one person gets access to PATS and another 
person does not. Having been a member of a hospital board, when we were given a specific budget for PATS, 
if you went over that it was just too bad because the rest of the hospital budget was going to be affected. So all 
these sorts of issues just have to be somehow fixed up. I think with our border problems as well state by state, 
we really do need some sort of national guideline and PATS application form, as well as guidelines on who is 
eligible and who is not, because it really is becoming very difficult. Then we go on to the escorts and all the 
other things.  

But, if we are just talking about the actual administration of this, it is a huge problem. I think for the 
divisions—I have spoken to a number of people there—it is just a nightmare. They would rather not tell 
anyone about it because it is just such a problem. 

Mr Sant—I would probably dispute that. Our GPs and our rural doctors are out to get the best deal for their 
patients that they can. There will be the one per cent of cases where that happens, but the great bulk of them 
are acting in the best interests of their patients. In answer to your question, I would suggest, again, making the 
GPs aware of the arrangements and simplifying the form—because in many cases they end up filling out the 
form for the patient—and doing things like putting brochures in GPs’ surgeries. That is probably the best way 
of getting information direct to patients, because it is only when you are actually faced with that issue—that 
you have to travel to go to see the oncologist, the obstetrician or whatever—that you begin to take notice of it. 
So putting information in places where that happens is probably the best way. Also working with people like 
the CWA and local government, who have a significant interest in this, would also probably help. But I do not 
see an easier way of getting the information better to patients than through making sure that GPs are aware of 
and promote the scheme to the patients. 

Mr Gregory—I think the point that Senator Adams was making was not in any way prejudicial about 
doctors.  



CA 10 Senate Friday, 22 June 2007 

COMMUNITY AFFAIRS 

Senator ADAMS—No, it was not. 

Mr Gregory—The point is that if you cannot get access to a doctor or if you do not have a doctor then 
clearly there has to be some other system for you to get the permission or authority from to go and get the 
service you clinically require. 

Mr Sant—In many cases, to go to a specialist you have to have a referral done by your GP anyway, so it 
really goes hand in hand with that. 

Mr Morris—I would offer one caution on the brochure issue. That is that GPs are inundated with brochure 
after brochure. A single strategy that expects GPs to put that out is not going to have much of an impact. You 
need multiple approaches. Certainly, whenever we are asked to provide advice about how GPs can get 
information to patients, one of the things we talk about is the role of divisions in practice education. Divisions 
have officers going out routinely visiting their local practices. They can build this kind of information into that 
service. 

Senator ADAMS—The only thing is, as I said, that the budget is the problem. You have a defined budget 
for your region—and that is the other thing: there is no continuity with the states; everyone does something 
different. But that is the problem. It is that bottom line dollar as to who is going to be eligible. That is where 
these rules change completely and utterly, right through. You get GPs who say, ‘Look, I just haven’t got time 
and I think the rest of the community can afford to do this.’ But, when it gets down to issues like people 
diagnosed with cancer—and you are talking about bowel cancer—for most of these treatments you are going 
to be in a capital city, especially with the Territory; they do not have any radiotherapy services yet, so patients 
have to travel either to Adelaide or to Brisbane or wherever they can to get that service. There are huge 
queues. There is no accommodation. There are multiple things. But it comes back to whether you are going to 
be given the opportunity to have PATS. Then, as I said, a lot of the administration is done by the local hospital. 
They are looking at the budget. They have been told, ‘You can’t go over the budget with this or that.’ As I said, 
I have been on many hospital boards, in the metropolitan area and in the country, and things are not getting 
better; they are getting worse. This is one of the reasons that I have been pushing this so hard. 

Mr Sant—One of the issues we raised in our submission was whether it should come back to the 
Commonwealth. You are probably aware that in the eighties IPTAAS was a Commonwealth responsibility. 

Senator ADAMS—In 1987, yes. 

Mr Sant—It was put out to the states in 1987. We would argue that the great bulk of services provided 
under the patient assistance schemes are MBS funded services, so why would you not bundle it back into the 
Commonwealth? For all its sins, Medicare, through its offices, can administer things quite well. You could do 
it fairly simply. You could have a form like the veterans’ affairs form. I do not see any reason why this should 
not be addressed as part of the Australian health care agreements, brought back to the Commonwealth and 
administered through a Commonwealth program. 

Senator PATTERSON—The states could contract Medicare now and get human services to do it. 

Mr Sant—They could. But, again, we have issues around eligibility. There are different eligibility 
requirements in different states. I was in Queensland on the long weekend at the rural doctors’ conference and 
the minister for health up there spoke about how they had increased their payment from 10c to 15c. Yippee! It 
had not been increased since 1987. 

Senator MOORE—It had not been increased for that long and I think that is why he mentioned it. 

Mr Sant—Yes. But, in some states, you still have to travel to your local post office before the meter starts 
ticking over. In many cases, that might be 200 or 300 kilometres. Then there are the other states. There is the 
example in Western Australia, where you have to travel for something like 16 hours before you get an airfare. 

Senator PATTERSON—That is one of the very problems of giving it back to the Commonwealth, because 
what might work in Tasmania will not work in Western Australia. Once you start putting in place national rules 
about how it works, a system does not work as well as when the states know exactly what it is like—for 
example, that the post office might be a certain distance away. 

Mr Sant—With respect, it does not work now. It clearly does not work. 

Senator PATTERSON—I do not know that giving it back to the Commonwealth makes it work. Every 
time something goes wrong, people say, ‘Give it back to the Commonwealth.’ But the states understand their 
local area better than the Commonwealth understands the local area. Should we not be making the states do 
what they are supposed to be doing? 
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Mr Sant—One of the options is, through the Australian health care agreements, to look at—and rural 
doctors are very strong about this—having a rural health service obligation. One of the obligations could be 
having a set of transport standards that states have to comply with. You might say that it is inappropriate for 
people to travel—particularly elderly people who may be newly diagnosed with cancer and who have other 
conditions—for eight hours in a day without having some sort of accommodation assistance. I think there was 
the suggestion in the questions we got that an outcome based approach, where you say, ‘The patient shall not 
pay more than X, Y or Z’ is appropriate. I would probably find that quite hard to administer, but I think it is a 
reasonable measure to say, ‘On the whole, patients should not have to fund more than this percentage of their 
treatment or this dollar amount of their treatment.’ 

Senator PATTERSON—Given what you have said, I am thinking of how we could make 
recommendations to the health care agreements. I will give you one example. In Victoria, there was enormous 
cooperation to achieve hub-and-spoke radiotherapy treatment. People were assessed at Peter Mac and they had 
their radiation in Ballarat or in— 

Mr Sant—Traralgon. 

Senator PATTERSON—Traralgon, Geelong. That was attempted in New South Wales without any 
cooperation at all. So people in different states get different treatment because of the different response of the 
state governments. You do not have as much need in Victoria, but people in Ararat can go to Ballarat rather 
than having to go to the city every day or stay in the city. They can make that journey, often with assisted 
driving et cetera. But, to do that in Lismore, there is no cooperation at all. That is a frustration—and I speak 
from experience—that one has when you are trying to drive it from the Commonwealth level. You sometimes 
get a state cooperating, which means that you can get a service delivered so that people have to go only once 
or twice to have a major assessment and then have their radiotherapy. Let me comment though that, when we 
opened the one in Ballarat, one of the local doctors there said, ‘The hardest thing we did was to get the 
radiologists to come to Ballarat’—somebody came back from overseas as a result of it being put there. But it is 
not just the policy of putting it there; it is how you attract those doctors back to that hub-and-spoke. 

You raised a number of issues at the beginning about the location of doctors. When as health minister I put 
in place the bonding of medical students, I was lambasted. We have not seen the impact of that because they 
have not yet graduated. But hopefully some of those, because they are required, either as a GP specialist or a 
specialist, will go out and work for six years in an area of workforce shortage. Sadly, one of them is at 
Dandenong and one of them is at Portsea and they might end up there. But, short of telling them where they 
had to go, it was at least trying to put them in an area of workforce shortage. It was shown that it takes 10 
years or more to flow through. That is one of the difficulties. You have outlined a whole range of things, but 
one of them is that there are huge differences between states in the way their services are set up. I think to have 
a national system of the PAT schemes has some issues. 

Mr Sant—It clearly has. But we are suggesting that what is there at the moment is not working. Something 
needs to be done, because we believe that many rural patients are missing out on treatment. Mr Gregory talked 
about the case of women choosing to have mastectomies rather than lumpectomies because it required less 
travel. That is not a good decision for a woman to be forced into making. We had a question come in last night 
at about 5 o’clock, and I have not been able to research it, but the anecdotal feedback from many of our 
doctors is that patients choose not to be treated because they are going to be away from their communities, 
their family supports and their loved ones—and because of costs. They choose not to be treated. That is clearly 
wrong and we should not be supporting that. If it takes the Commonwealth taking some responsibility for this, 
either through a Commonwealth scheme or through the Australian health care agreements, then we say that 
must be done. 

Senator PATTERSON—Could you, when you go away, have a think about this—and I am sure that the 
committee would accept suggestions: as an alternative to giving it back to the Commonwealth, what could be 
driven in the health care agreements to improve this? As an alternative to just giving it back to the 
Commonwealth, to try to accommodate for those differences between the states in the delivery of service, how 
would you drive the health care agreement—which is due next year, and God help whoever has to do it—when 
it is being done next year? This really has to be addressed this year in terms of the issues. But, as one of 
various groups represented here, what would you, as a minister, be driving into that health care agreement to 
try and achieve an outcome that you want to see if it were not to be given back to the states? It is all very well 
to say that we should put it in the health care agreements, but you have to the detail of what should be in the 
health care agreements. 
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Mr Sant—The health care agreements are all about process. They are about providing inputs to fund 
services in the states. We would say that the health care agreements should be about outcomes and that you 
should put obligations into the health care agreements that have standards set around access to services. That 
includes patient transport and, with the exception of very remote communities, things like people being no 
more than an hour away from an emergency facility that can provide treatment in the case of having a 
myocardial infarction—something for the dissolving of clots. Obstetrics and gynaecology is another one. A 
woman should not have to travel more than X amount of time to get to a maternity unit to have her baby. 

We would say that you could do the same thing for patient transport. Let us take air fares as an example. We 
should not expect people to travel for more than five hours in a day—just to pull a figure out of the air—
without being provided with some sort of support for accommodation. When you think about it, they travel for 
four hours to, say, Sydney, spend two hours in a consultant’s room waiting to see the consultant because the 
consultant is running late and then have to have a bite of lunch. They then spend another four or five hours 
travelling home. That is a pretty long day when you are 83. We say that you could set some standards—I 
cannot quote them off the top of my head—around access and outcomes for patient transport schemes. It is 
easy for us on the outside to say that that is what the minister should be doing, but we believe strongly that a 
standards based approach is where the Australian health care agreement should be going. 

Senator PATTERSON—What happens if they do not do it? 

Mr Sant—The government have shown their ability to act yesterday in terms of Indigenous health. We 
would say they should be acting. There should be carrots and sticks in the health care agreements that really 
make it imperative that the states act. 

Ms Stratigos—We think this is a particularly important point that should be made in the next Australian 
health care agreements. There are, of course, penalty clauses in the current agreements, but imposing a fine on 
a service that is substandard, for example, is hardly likely to improve outcomes for the people who access the 
services. We believe that it is very important that the approach of the next health care agreements be to support 
good work. The present minister, Tony Abbott, has already suggested that this is an idea that might be floated. 
So, if you had a jurisdiction, for example, that was providing a reasonable level of remuneration—you might 
take something you could clearly ascertain; $20 a night is not too good for accommodation—or a reasonable 
standard of being only an hour away, then, after that service has been established, an extra incentive payment 
to extend it, perhaps, would be a better way than the current system of non-imposable penalties. 

Senator PATTERSON—That is all very well, but that is reinforcing good behaviour. There is no way of 
dragging up those who are in a state that is not performing properly. Will they do it for the incentive? That is 
the issue. 

Mr Sant—Tie the funds. We moved away in the eighties from tied grants. Maybe we need to tie them back 
to particular areas of expenditure. There are a variety of different ways of doing it. The department of health 
needs to sit down, in consultation with people like Mr Gregory and ourselves, and come up with some 
proposals we can look at that will work. 

Mr Gregory—Yesterday’s decision presages a new era of Commonwealth-state collaboration. A new dawn 
has begun. It will be easy for the Australian health care agreements to put in place agreements on, for instance, 
oral and dental health care. The Commonwealth will agree to continue to invest substantially in oral and dental 
health through education and special services for those in need and, in return, the states will agree to 
benchmark their school dental services so that there is no cost shifting. So we can increase both levels of 
expenditure, from Commonwealth and state, on oral and dental health. In relation to the PATS, as has been 
suggested, the states will agree to targets and benchmarks in a spirit of collaboration that has never been seen 
before. 

Senator WEBBER—There has been much circular discussion—I am probably aiming at the same things as 
Senator Patterson but coming from a different direction—and much made this morning of the Prime Minister’s 
statement yesterday. I am looking for something more than a statement in this discussion. That is all we have 
from the Prime Minister so far—and I am not having a go about that; that was yesterday and these things take 
time. To try to make this work, I do not want general statements; I am looking for concrete examples of what 
we think we can do. Mr Sant, you said ‘tie the funding’. Which bit of the funding, how and what kinds of 
outcomes are we looking at? Like Senator Adams, I am from Western Australia and I think that we do need 
some federal input because we do have some cross-jurisdictional problems. We have people who need to 
access PATS in the north-west, yet we have to bring them down to Perth rather than send them to Darwin at 
the moment. We should not have to make really sick people spend longer than necessary being transported to 
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the treatment they need. Are there more tangible, specific examples of what we think we can do, rather than 
statements that we need to do better? 

Mr Sant—With regard to the money you are talking about, Queensland, for example, have $29 million 
towards their patient assistance transport. We are saying that that it is a relatively small amount of the 
Queensland budget; make them double that.  

Senator MOORE—‘Make them double that’? 

Mr Sant—Yes, and it is easy for us to say because we are talking to one— 

Senator WEBBER—That is right. 

Mr Sant—The federal system has its benefits and disadvantages, I guess, but you do have a large amount 
of funding that goes into states from the Commonwealth. That gives you some leverage. If I am paying for a 
service from anybody, I have some leverage because I can say, ‘I want this service and I’m going to pay this 
amount for it.’ If we get down to the simplest terms, we are saying that the Commonwealth, in the Australian 
health care agreement, should say, ‘We’re paying for this service and this is the standard we want delivered.’ 

Senator WEBBER—But in terms of ‘make them double that’—and I will not get into the ‘make them’ 
bit—is doubling the funding the solution, or do we need some refinement in the way we allocate the money 
and the best way of using it, rather than, ‘You can have twice as much of the same or’— 

Mr Gregory—I apologise for my facetiousness. This raises the issue that the big mess in an otherwise good 
health system is the relationship between the Commonwealth and the states. We have to talk about health 
reform. It is not something that is easy or popular to talk about, but it is on the agenda. There are people who 
for some years—I do not know whether I need to mention names— 

Senator PATTERSON—Try not to. 

Mr Gregory—I will try not to. We had a major session at our conference in Albury back in March about 
health reform. This whole discussion about PATS—what to do with it and whether we can use words like 
‘make them’—illustrates that we have to talk about health reform. We have to talk about the long-term 
strategic relationship between the Commonwealth and the states, the way health is funded, the cost sharing, 
the cost shifting and the blame. PATS is a case study of all of this. My belief is this: we have talked for long 
enough about the possibility of our health system not being as great as it could be. We all accept the premise 
that, overall, compared with international standards et cetera, we have a very good health system and that, 
overall, health outcomes are good. But, when you look at our Indigenous health, at our health in remote areas, 
at the workforce shortages and at the greater differentials between rich and poor in this country, you have to 
say that something is wrong and it is getting worse and not better. 

It seems to me that PATS is a great case study in how we have to bite the bullet on health reform. Of course 
there will be no new dawn because of what was said yesterday. I am trying to be as positive as possible, but we 
have to put the PATS in the context of the relationship on health between the Commonwealth and the states. 
We have to get beyond saying that things could be better and we have to agree. We have to get some very 
clever people who are into public policy and governance to draw up for us the way forward on health reform. 
Is it indeed the bilateral agreement between, say, South Australia and the Commonwealth that one of our 
correspondents, who shall we nameless, thinks? Is it indeed a takeover by the Commonwealth of health and 
wellbeing for all those over 70 or 75? Is it indeed, as the Democrats suggested many years ago, funds pooling 
with catchments of $300,000? 

We have to agree on some way forward which gets us past the dilemma that we are talking about here this 
morning. Everybody around the table agrees that PATS is crook but no-one agrees on how to fix it. I want to 
return to Ms Stratigos’s suggestion that PATS should not be a small, limited program for one-off or occasional 
visits for particular specialties but should be one of the main ways in which we provide equivalent access to 
services for people who do not have local access. I believe that it should be bigger and more visionary. The 
answer, I say, is that we do not want any given state to double their allocation. We want states, or whoever runs 
it, to provide as much money as is required so that anybody who is eligible gets access. So it might be double, 
or it might be four-fold or it might be 10-fold—I have no idea. PATS would then be, potentially, a better, 
bigger scheme than it has ever been. PATS is something about which we have to be visionary. Sure, we will 
continue to get the first-order response that Mr Sant has reminded us of—and that is local access to a 
workforce. Sure, we will work on a workforce. But, where we cannot have local services available, we have to 
have equivalent access and we have to compensate people for the cost of going away. This is a case study in 
health reform. I am sorry; someone said to me the other day, ‘Gordon, do not use the word “reform” because it 
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fails to give credit where credit is due; talk about further development.’ But with ‘health reform’ we all know 
what we are talking about. We have to come to grips with this and find the best way forward for our good 
health system and make it even better by making sure that it looks after Indigenous people, people in remote 
areas and people on low incomes, where it is doing worse and worse at the moment. Is passion allowed in this 
room? I am not sure. 

Senator MOORE—Absolutely. We actually cleanse ourselves of passion whenever we can. I am 
interested, though. What you have just said puts it into exactly the context, because we are all in strong 
agreement about the fact that the current system is not working. What I am interested in getting on record—
and I know that each of your organisations has been working on and raising these issues for a long time—are 
the responses you have had from state governments when you have raised it with them. I am interested to 
know whether anyone could attempt to defend what they are doing now. I know, Mr Gregory, that you have. 

Mr Gregory—The responses from state governments? 

Senator MOORE—From state governments, when you have actually raised issues about the inadequacy of 
the current system. Mr Sant, I know that your organisation has raised such issues. I am pretty sure that the GP 
network has as well. We are waiting for responses from each of the states. They have been asked to submit to 
this inquiry, and I think they will. But we would like on record, from your perspective, what they said to you 
so that we can question them around that. 

Mr Gregory—My response is brief. When we did our report, we liaised with officers in all jurisdictions 
who were responsible and there was a sense of embarrassment, if you like. In other words, they were willing 
and able to give us the information about how their schemes worked, but clearly all of them recognised that 
there were deficiencies both in terms of comparisons with other jurisdictions and in terms of expenditure. The 
alliance has not formally—and perhaps it should have done—approached the ministers at the state level for an 
explanation, a ‘please explain’. We have not done that yet. 

Senator MOORE—So you got the facts about the way the system worked— 

Mr Gregory—Yes. 

Senator MOORE—but no defence or acknowledgement about why it works that way. 

Mr Gregory—Correct. 

Mr Sant—I can talk only about recent exposure we have had in relation to this. The minister in 
Queensland, in announcing the increase from 10c to 15c, said that it was the most generous Patient Assistance 
Transport Scheme in Australia. That particular statement drew some laughs from the audience. I know that 
many of the cancer councils— 

Senator MOORE—In terms of where it currently is, it probably is right up there. 

Mr Sant—It is probably about equal. 

Senator MOORE—I am not saying that it is good enough, but— 

Mr Sant—To use the word ‘generous’ in that sentence was— 

Senator MOORE—‘Generous’ is joking, yes. 

CHAIR—So this is 15c per kilometre travel with private transport? 

Mr Sant—Yes. But I think that Queensland—I am not sure about this; someone might correct me if I am 
wrong—is the one where you have to travel to the local hospital before your meter starts ticking over. I am not 
sure which one it is. I know from feedback from our state organisations that the general response is, ‘This is a 
budget item; we have this amount of money and we can’t afford to blow it out.’ I do not think they recognise 
the consequences of not having patient transport, of not having reasonable schemes. I think there is a lack of 
understanding there, and I think it is tied up in the bureaucracy. 

Mr Morris—I must apologise. I am not aware of any state level contact by AGPN on this issue. 

Senator MOORE—One of the things that has been interesting for me is the fact that cases have been 
brought to people for many years about individuals who are having trouble with the system or are damaged by 
the system. When Senator Adams encouraged us to have this inquiry, we got responses from organisations and 
from individuals. But, when I was trying to find out whether there had been any ongoing discussion with state 
governments directly about their whole system and how it works, all I could find was the rural alliance’s 
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research from a couple of years ago, which was extremely valuable and put it all in context. I just could not 
find the ongoing agitation with the state governments. 

Mr Sant—I think you will find that many of the cancer councils have been agitating for this for many 
years. 

Senator MOORE—They have been doing it for a while, yes, and they have set up their own organisations 
to respond. 

Mr Sant—Yes, and will provide accommodation and support to patients with cancer—the leukaemia 
foundations et cetera. They have been agitating for this for a long time. Clearly, when we do it, we do it 
through informal means with ministerial meetings and that sort of thing. We have not published a specific 
paper, apart from, I think, In Good Health for Rural Victorian Communities, which Ms Stratigos is about to 
talk about. We said some years ago that transport was an essential component of improving health in rural 
communities. 

Ms Stratigos—Yes, we put that out three years ago and we will be bringing out another edition this coming 
August. But it is not just us. I have here a document from the Consumer Health Forum of Australia, which is a 
national body that is not particularly rural. They did a rural survey, the results of which were published in 
1998, in which they began by saying that the most obvious deterrent, barrier, to accessing health services for 
rural people was transport. That was nine years ago. That is not a professional body. I think there is absolute 
unanimity amongst all stakeholders on this. This has been going on for a long time. I guess an increase from 
10 per cent to 15 per cent is a 50 per cent increase but, when your baseline is so low, not much has been going 
on, apart from agitation for improvement. I used to work in a state health department and I personally have 
never seen a defence of the effectiveness of the system, only the comment that it had to keep within budget. 

Senator MOORE—That has been my observation. The other thing I would like to throw up is the issue of 
priority. What happens is that we all agree that this is poor but it slips down the priority list. I would like to 
hear your response, but it has been my understanding—I will throw it up—that it is not ill will or malice 
around this particular area. In fact, many people feel that it is really important. But what happens is that it 
keeps slipping down the priority. Every time it begins to come up as people become aware of it, something 
else comes in and swamps it. I will throw in the Queensland example: in the last three or four years, the 
Queensland health department has been diverted by other issues that are taking the attention of the budget and 
the policy makers. That is not to say that PATS is not important, but that is the way they operate. It is how you 
actually get the issue in the top three issues. 

Mr Gregory—As some of you know, the National Rural Health Alliance was here in Parliament House last 
week with four top priorities for the current moment and they did not include PATS. The reason for that was 
that we are not quite sure, as is clear from what I said a while ago, how a national inquiry or the national 
government articulates with a state scheme. This is why the discussion about the Australian health care 
agreements is potentially so important. It has been in our top half-a-dozen issues forever in the National Rural 
Health Alliance—‘it’ being transport, in general, and PATS, in particular. If we want evidence about the way 
the change is effected in PATS, surely the case—was it eight or 12 months ago?—in New South Wales was 
instructive. The case was about a high-profile cancer sufferer. You may remember it; maybe it was a year 
ago—I forget—but it got in the newspapers and probably on Alan Jones and Lord knows what else. But, 
suddenly—and I do not want to imply that it was a bad decision—the New South Wales authorities changed 
their threshold from, from memory, 200 kilometres to 100 kilometres overnight because, as far as one could 
tell, of this one high-profile case. Again that illustrates how some good policy changes are brought about. 

Senator MOORE—Are there any other comments on the priority issue? 

Mr Sant—It has been on our list of priorities for some time. The publication I have talked to is a joint 
publication between the Australian Local Government Association, CWA— 

Ms Stratigos—The National Farmers Federation. 

Mr Sant—The Health Consumers Alliance. 

Ms Stratigos—Of rural and remote Australia. We, in fact, are the only healthcare professional body 
involved in that. There is no doubt about the importance of that issue. Again, I must iterate, though, that it is 
no good having an assisted transport scheme that assists you only when your illness is acute and critical; you 
need one that assists you to maintain your health. In the long run, one would think, one would achieve better 
outcomes. But it would be a lot less expensive for the Commonwealth in the long run—coming back to your 
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issue—if we were able to assist people to access preventive care and screening in antenatal care and so on, 
thus saving money on acute healthcare in the long run. 

Mr Gregory—If one wants another rationale for Commonwealth involvement, I guess, as Ms Stratigos has 
just explained, it would be a part of illness prevention and health promotion. That is, in addition to just giving 
information to people to do the right thing and providing screening services, you naturally need to provide the 
means for people to keep well and to be well. 

Ms Stratigos—Senator, you have asked for a practical suggestion. I would like to say that we could begin 
at the beginning and there would be fairly defined parameters. We could begin this wider approach to the 
scheme by ensuring that assistance for pregnant women and mothers of infants of up to a year are supported 
with transport and accommodation to access the normal support services that mothers and babies have in urban 
Australia. That would be a start. 

Senator ADAMS—Can I go to the health outcomes? I am looking at the Rural Doctors Association 
submission. This is very important. The number of studies that have been done, especially on cancer—and I 
use cancer as an example because it is a chronic illness—referred to in our Cancer Council and Cancer Voices 
submissions, show that if you are a rural person you definitely have far less chance of survival in comparison 
to your city counterparts. I think the most important thing for the health care agreements is to assist rural 
people to get the service they need at the appropriate time, particularly in the case of a lot of chronic illnesses 
and other issues as well. It is important that people see the right specialist and have their treatment then and 
there, rather than too late, later on, because they have not been diagnosed or they have been diagnosed but 
could not get the appointment and all those sorts of things—or because of the cost. With regard to 
accommodation in the major cities in Perth, our rent has gone through the roof something like 150 per cent, so 
all the low-budget accommodation places are not low budget any longer. The Cancer Council has up to 60 
people on a waiting list to come and have radiotherapy, but those people cannot come because there is just 
nowhere for them to stay; therefore, as you said before, they are not having their treatment. I am trying to look 
at the strategic, big picture of people in rural areas not being able to access a service; therefore, their cost to 
the health system will be far greater. Are you aware of any studies that have been done that we can use as 
evidence to show that the cost of someone being able to be transported and accommodated in order to access 
the correct medical specialist will save dollars down the track? 

Mr Sant—I do not think specific studies have been done, but you could probably cobble together that 
information from a variety of sources. For example, the Australian Institute of Health and Welfare has done 
some studies around rural health outcomes. There are specific studies around things like early diagnosis and 
treatment of diabetes and the ongoing cost to the community of not treating those early. If you looked at some 
of those sorts of studies, you could probably come up with some indicative figures. I would suggest it is an 
enormous amount of work that needs to be done. Really, the ongoing costs of chronic disease need to be 
looked at in an Australian-wide context and then we need to look at how we make the best use of our health 
dollar. That may be through increasing access to services in rural communities or through better patient 
assistance schemes. 

Senator ADAMS—I had a visit this week from GlaxoSmithKline. They have put a submission in too. They 
were looking at metastatic breast cancer. They have had Access Economics look at this. Perhaps you could get 
hold of and look at that report; it has only just been released. I think that is going to really help. 

Mr Sant—We have it. 

Ms Stratigos—We have that, yes. 

Mr Gregory—Perhaps I can add that a new report from the Institute of Health and Welfare on cancer 
incidence and survival rates is coming out in a week’s time—next Thursday, I think. 

Mr Sant—Possibly something that the Commonwealth should look at funding is having some health 
economists like Access or maybe the Melbourne Institute look at this and come up with some figures. That 
would then provide ammunition for dealing with the states and even within the Commonwealth realm. 

Senator ADAMS—I think we do need that scientific evidence to back what we are saying. Bowel cancer 
was a very good example of people not being able to be treated. I know it is the case—and Western Australia 
is a long way back with those specialists—that people have gone through the program and now are not able to 
access that specialist treatment to continue. 

Mr Sant—Part of the problem is that some of these costs are wider than health care. There is a cost to the 
community. Your costs may not go up; in fact they may go down. If someone dies of bowel cancer in about six 
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months, the costs are probably much lower than if you treat them for a period of five or six years. But there is 
the cost to the community and the cost to families that we really need to focus on as well as the pure healthcare 
costs. 

Senator MOORE—We have the department and also Cancer Australia coming to see us this afternoon. I 
know that one of the things you talked about was the bowel cancer initiative that has received a great deal of 
media. We have been questioning that group consistently about their process. I have never questioned them 
about whether they had planned into their introduction the kinds of issues you have raised—and that is a fault 
of ours. 

Ms Stratigos—Perhaps I can suggest to you that the Rural Doctors Association was involved in some of the 
consultations, but rather late in the piece. I cannot resist a small commercial. As yet another indication of the 
lack of rural focus in a lot of health policy, pilot sites were chosen for this and the rural and remote pilot site 
was Mackay. I do not need to tell you that there are lots of places in Queensland that are a lot more remote 
than Mackay, which has two excellent hospitals and quite a range of specialists and which is connected by 
various forms of transport to other centres and is relatively close to big tertiary centres in North Queensland, 
for example. This was the one pilot site for bowel cancer screening. Our objections to this are doubtless on 
record, but nothing happened. So because of this— 

Senator MOORE—We have never questioned it. 

Ms Stratigos—the whole question of access and what happens next when you screen positive was not 
looked into at the beginning. 

Senator MOORE—The issue you raise is important, I think, because we have the threshold general policy 
issues but that is one that this committee has been working on quite clearly from the time it was introduced, 
because it was a budget initiative and so on. In terms of the planning and funding of a major health initiative, 
there is the issue of access. There is also the statement that people could be screened but then there was no 
consideration of effective treatment processes and the costs. It just seems that there needs to be almost a 
threshold decision each time these things are taken into account. I have no idea what the department’s answer 
will be because I have not asked them before; they will be asked today. 

Mr Sant—The question was asked at the time. I was a CEO of a division at the time and I know the 
divisions were asking how this would be managed. I know that the rural doctors were asking the question. 

Ms Stratigos—We were told that it was too expensive and too difficult to have a pilot site and, anyway, by 
the time it got to the reference group that we were sitting on it was a matter of, ‘Well, it’s all been chosen 
anyway.’ 

Senator MOORE—But thanks for coming. 

Senator BOYCE—I was very interested in the Rural Health Alliance’s comments around private health 
insurers. I had never actually thought of the fact before that, if you have trouble accessing health, you are not 
getting quite the same bang for your buck out of your private health insurance. Could you expand a little more 
on what you think is the potential for private health insurance to have a role there? 

Mr Gregory—The first thing I want to say is that, contrary to expectations, the rate of private health 
insurance, although unpublished, is about as high in rural areas as it is in the cities. This is counterintuitive, at 
least to me, and I say again that the rate is not widely published or known. But I am informed reliably that that 
is the case. Just why that would be so is unclear, because of course there are so many fewer things you can do 
with your private health insurance premium if you are in a rural or remote area. 

Senator ADAMS—Would you like me to tell you? 

Mr Gregory—Please do. 

Senator ADAMS—I live in a very small community and we are on the top private health insurance rate 
simply because if there is a problem you have access to get help. Otherwise, forget about it. If you have to go 
to the city as a public patient, unless you are more or less moribund on the flight with the flying doctor service, 
you can forget it. That is the reason I think you will find that most country people will just do anything to 
make sure that their families are insured with private health insurance. This is especially important if they are 
on a farm because of unpredictable accidents. We are probably in an area where things do happen, 
unfortunately. If it is a farm accident, it is normally a pretty big one; it is not something that is just a minor 
thing. I think you will find that with most farmers that is the reason. Yet you cannot use your private health 
insurance locally, really. For your local hospital you are still going to have the same VMO and you will not get 
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a single room unless your condition actually says that you should have it because of your condition—which is 
fair enough too; sick people should have that access. But that is the reason. 

Mr Gregory—It is a moral hazard, but I would have to say that it will be a matter of concern then that rural 
people on average, as you well know, are less well able to afford private health insurance than people in the 
cities. 

Senator BOYCE—You can see that they have it. How do you see private health insurers perhaps working 
in with PATS? 

Mr Gregory—Thank you. I did not get to the point. Our proposal is just that given the greater flexibility 
that has now recently been made available to insurance companies for the products they provide we see no 
reason why this should not be a new product. In other words, because the legislative change—I think it was 
legislated recently—has enabled private health insurance companies to cover a wider range of things, we think 
it might usefully cover necessary transport and accommodation. This is not our first order response because, 
again, it transfers the risk or the cost to private individuals. 

Senator BOYCE—But it does reflect the general public-private system. 

Mr Gregory—Yes. 

Mr Sant—Can we make a comment? The latest figures I have seen—and I was looking at them this 
morning—show that private health insurance is not as high in the bush as it is in the cities. That is out of the 
Medical Journal of Australia article, which is about 12 or 18 months old now. Secondly, we would have 
concerns about that risk transfer again. The people who can most afford private health insurance are probably 
those who can most afford to meet the costs of transport. It is the disadvantaged part of our community that 
cannot afford the private health insurance that will be doubly disadvantaged by relying on private health 
insurance. 

Senator BOYCE—Nevertheless, you increase the budget that is available to the disadvantaged people by 
the more advantaged people looking after their own costs. 

Mr Sant—Assuming that they freed up the eligibility and increased the reimbursement rates et cetera. I 
doubt that would happen. 

Ms Stratigos—The other thing though—and I am sure people pointed this out before I came in this 
morning—is that there is not only less benefit from private health insurance for people who live in rural and 
remote Australia, as I am sure everybody here is aware people who live in rural and remote Australia get less 
benefit from their Medicare levy. 

Senator ADAMS—That has been mentioned. 

Ms Stratigos—I am sure that has been mentioned. So let us not concentrate— 

Mr Sant—That is in our submission. 

Ms Stratigos—Yes, I am sure that it is in our submission; it was done a little while ago. We must remember 
that it is also Medicare that brings less benefit to people who live outside cities because they cannot access or 
have less access to the services that are Medicare funded. 

Senator BOYCE—When we talk about overall cost of preventative measures or of waiting until the end, 
surely there is another figure that you would include there: the fact that there is an earlier saving, I guess, in 
terms of the lower per capita use of Medicare in the rural areas. 

Mr Gregory—The Rural Health Alliance, as you know, is fond of saying ‘no doctor, no Medicare’. If the 
only route to get PATS is through the doctor, we can add to that ‘no doctor, no Medicare, no PATS’. 

Senator BOYCE—And all go home. 

Senator ADAMS—There is a problem for rural people in being referred to the nearest specialist. I am not 
knocking the visiting specialist, but often that may not be the specialist that you should really be going to. The 
other problem is the second opinion. If you have gone to one specialist to get PATS and you are unhappy, you 
go for a second opinion. The third problem is going to a specialist, especially—using breast cancer as an 
example—one with a multidisciplinary backup team. I am a breast cancer survivor and my multidisciplinary 
team was probably the most positive thing that I had as far as really understanding and knowing that I was 
being looked after—and I had lymphedema as well. That really helped. But I believe that rural people should 
be given access in that respect. Would you like to comment, please? 
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Mr Sant—Normally a GP will sit down with their patient and talk about the choice of specialist and often 
they will say, ‘Listen, go to Mr Bloggs or Dr Bloggs in the next town.’ That is fine. But sometimes they will 
say, ‘This specialist has a particular interest or expertise in this area.’ The patient may have communication 
problems and they are aware that the specialist has enhanced communication skills, which is clearly a big issue 
in treatment of things like cancer. So I think it is reasonable that people be funded to travel past maybe the first 
specialist on their route to the one that is most appropriate, given that they have sat down and thought about it 
with their GP and made a decision about what is best for their particular needs. We know that that can 
influence outcomes. It can even influence their willingness to seek treatment. 

CHAIR—Isn’t that a question of what the referring doctor decides though? Shouldn’t that person make that 
decision? Shouldn’t the referring doctor say, ‘You need this kind of specialist so you are entitled to go to that 
person’? 

Mr Sant—Ultimately, it is a partnership between the patient and the referring doctor. Most of us have seen 
specialists who say, ‘I think Dr Bloggs is the best one to deal with you,’ and they agree. It cannot be a decision 
that is dictated by a doctor, because the patient will not go. 

Senator ADAMS—There is another complication with this, because the guidelines state that you will go to 
the nearest specialist. If your GP has said, ‘Right, you go to Mr X because he is the person you should be 
going to,’ that is fine. But once they get to where they have to go, which is perhaps the hospital—if it is the 
hospital that is dealing with it—they are told that they have to go back because there is a visiting specialist 
coming to their area. Then, of course, they have to wait two months to get an appointment there, whereas they 
could have gone to the specialist that the doctor agreed they go to and got an appointment straightaway. This is 
the problem. This is where the scheme really goes wrong. 

Ms Stratigos—With women’s reproductive health, the choice of the gender of the service provider can also 
be a factor in compliance. I refer to Indigenous women and also to the increasing population of Muslim 
women whom we have in this country. It is not only their right to have some choice but a factor in the health 
outcome of many people to be able to choose—for example, women to go to a female specialist. There are an 
increasing number of female specialists but, if they are not the closest, women cannot go to them. 

Mr Sant—Second opinions are a really difficult issue. Again, it involves a discussion between the patient 
and their GP saying, ‘I didn’t understand what the doctor was saying,’ or ‘I had some concerns about what they 
were saying.’ At that stage, again, it should be a partnership decision between the patient and the GP, saying, 
‘Let’s get a second opinion, because clearly you are not comfortable with it.’ 

Senator ADAMS—Just by way of example—and this is why I raised it—the fact that you have been sent to 
that specialist who is nearer, you finally have an appointment, but that specialist will not be able to do what 
you should be having done. You should be going to the original specialist that your GP said you should go to 
but, because you have already been to that one, there is no PATS. 

Mr Sant—Can I raise two other related examples? You have also asked about Telehealth in here, but one of 
the issues is around access to MRIs for GPs. Often, because a GP cannot request an MRI, you will travel to the 
specialist and they will say that you need an MRI. So you will go back home again and come back for your 
MRI in two weeks. Hopefully, you will see the specialist on that same trip but you may not. One of the issues 
for us is that clearly, in rural areas particularly, GPs, under a set of criteria, should be able to prescribe MRI 
scans, which will reduce the amount of travel a patient has to do. It will also probably reduce the number of 
CT scans that are undertaken in our community because, if you cannot get an MRI, the next best choice is 
often a CT. So there is a saving there as well in travel, specialist consultations and reduced CT scans. 

Senator ADAMS—With Cancer Voices and the Cancer Council, as far as concerns about rural people being 
able to access clinical trials it is very important that, with their lifestyle and other things, they really should be 
part of that research trial. But there is no way that you can do it, unless you pay for it yourself and often it 
involves a number of visits. The Cancer Council and Cancer Voices are very concerned about this, because the 
research is just not being done because those people cannot be accessed through these clinical trials to actually 
see the researchers and to go through the physical part of what they have to do to help them. So we are really 
missing out on a cohort of people who, because they have to travel from A to B, are being denied that; 
therefore, research is also being denied that information. I think this is very important. We will hear from them 
later about it, but I just want to raise it with you while you are here. 

Mr Sant—And there is no reason why you could not encourage specialists and GPs who are in rural areas 
to be part of those trials to recruit patients. I have undertaken trials in general practice. General practitioners 
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are often very keen to be involved in research and to facilitate access to those sorts of things. Part of the 
solution is encouraging those chief investigators to think a little wider about how they are going to do their 
research. 

Senator MOORE—But that is building and planning for your research grant. So, when you are actually 
planning your research and developing your trial—which was perhaps not as well done as it could have been 
in the Mackay example—you actually say that you will have this amount of regional or rural input. I would 
think it will cost that much more when you are planning. Is that right? 

Mr Sant—Yes, there is no reason why you cannot do that. 

Ms Stratigos—But it is not always done. It is not a condition, unless it is a specific thing. We come back to 
this whole sort of cultural focus— 

Senator MOORE—One-size-fits-all. 

Ms Stratigos—on urban issues. 

Mr Gregory—Perhaps I could broaden the discussion about rural research. The evidence base on rural and 
remote health—or the need for it, the importance of it, the value of it—has been clear from this morning’s 
discussions. The Rural Health Alliance has a strong view that the major funders, administrators of health 
research in Australia—the NHMRC, the ARC and the AIHW—should have some targeted or quarantined 
proportion of their research on rural areas, in rural areas, using rural resources, including the clinicians as well 
as the universities, which are located out there. The Institute of Health and Welfare, for example, does 
wonderful work but, in the past, has been so poorly resourced that it has had one person, unassisted for most of 
the last 10 years, working on rural stuff. So all of those great rural reports you have seen from the Institute of 
Health and Welfare have been the product largely of one staffer. I am not suggesting it is the institute’s fault; 
they simply do not get sufficient funds. But, again, the Rural Health Alliance’s position is that we should have 
our fair 30 per cent share of the NHMRC research, the ARC research and also the AIHW research. 

Ms Stratigos—The Rural Doctors Association has put in a submission—I think, last year or the previous 
year—which made some very strong recommendations about the inclusion of consumers in rural and remote 
Australia and about rural issues. We would be very happy to supply a copy to you, if you wish. We can send it 
to you electronically. 

Senator MOORE—That would be very useful; thank you. 

CHAIR—I have one question, which you could take on notice. You have painted a very vivid picture today 
of the shortfalls in PATS across Australia. What is not so clear to me is the importance of PATS relative to 
other measures that governments might implement to boost health outcomes for people in rural and regional 
Australia. I ask you to imagine that a large amount of additional money is made available to help boost rural 
health outcomes. How would you divide that in percentage terms between boosting eligibility and access 
under PATS, funding measures to boost the medical and health workforces in rural and remote Australia and 
measures to bring in specialists, particularly to those areas, for services that are not generally available except 
in the cities? How would you spend the extra money? I am asking this question, because I would hate to 
recommend and maybe generate a lot of extra money for PATS, and people would say to us, ‘But you have 
overlooked other, more important measures or equally important measures with respect to the health of rural 
Australians.’ 

Mr Gregory—How much do you have in mind? 

CHAIR—Let’s say $100 million. 

Mr Gregory—That is not enough. 

CHAIR—I thought you would say that. Start with that and see what you think of it. 

Mr Sant—We would probably also add in health infrastructure, like keeping rural hospitals open. 

Ms Stratigos—So people do not have to travel. Keep them open; keep them there. 

Mr Gregory—Keep rural communities sustainable, so you do not lose your doctors. 

CHAIR—In other words, where do you invest the money to get the best bang for the buck? 

Mr Sant—I do not know that we can put a reasonable figure on that. We would probably say that the 
workforce is currently the most critical issue for rural health—medical, allied health, nursing across the board. 
I do not know whether we would be saying 80 per cent should go or 75 per cent or 50 per cent or whatever. 
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Senator ADAMS—We have to look at the specialists’ availability as those specialists reside mainly in the 
metropolitan areas. They are just so busy that there is no way they can spend time travelling. That is often the 
problem: patients can go once every three months, but specialists would rather have those patients travel to 
them than for them to spend a day—or two days—out of a very busy specialist set-up, and this is one of our 
problems. 

CHAIR—Indeed. Nonetheless, we have had evidence in other inquiries that resources to bring specialists 
into regional centres is an area that needs addressing. 

Mr Sant—I agree. 

CHAIR—I know it is hard, very difficult, but this is an election year and you never know: what you wish 
for might come true. 

Ms Stratigos—Just to extend that, there is a fairly strong focus on MSOAP, which is a Commonwealth 
program. It works very well, particularly in some places. But that focuses mostly on bringing urban specialists 
who are very busy, with their big populations and so on, to regional and rural areas. An aspect of that that 
could be extended is support for regional specialists to provide outreach services in their own regions. This is a 
support for the regional rural workforce and, in fact, it is not supported at all. That would be very logical. 

CHAIR—So the dentist in Dubbo gets the money to travel to little centres, for example? 

Ms Stratigos—I was speaking of medical practitioners. For example, the gynaecologist in Wangaratta or 
Orange, or wherever, could provide—and, currently, many of them do, but without a lot of support—outreach 
services from regional areas rather than always depending upon outreach from urban services. 

Mr Sant—Again, we have a number of rural specialists who are our members. They would say that it is 
much better to encourage rural specialties—the provincial fellows—to be in rural communities rather than to 
bring in people through things like MSOAP, which means that they no longer have a viable business in those 
communities. 

CHAIR—That is part of the answer to my question, but more substance would be good, if you can venture 
something. 

Mr Sant—We can probably give you some words. I do not know whether I would be willing to put a 
percentage on it, but we could certainly give you some priorities. 

Senator ADAMS—When you do it, can you also look at Western Australia. It is fine to look at New South 
Wales and Victoria, but in our regional communities, specialists are very rare and we have such huge distances 
to travel. So look at the whole of Australia, state by state. Look at South Australia and the Territory—it is a 
very different ball game from the eastern seaboard. 

Mr Gregory—Again, the general answer to your question is that the more we allow our rural and remote 
communities to be eroded by market forces and other deprivations, the more we will continue to need special 
workforce programs, special interventions to get workforce of any sort to go there. My view—the alliance’s 
view, I hope I can say—is that we need to start with the bigger picture in the long term. The intergenerational 
response is to boost our communities through whatever means—economic development, rural policy. 

Senator BOYCE—Is there in fact a perverse problem that a very effective and efficient PATS would 
exacerbate the problem that you are talking about? 

Mr Gregory—Yes, it is as important as that. As Mr Sant emphasised a long time ago, we regard this as 
being a second order resolution to the challenge. The vision—and this is a vision—is to have populations 
spread more evenly over this country where life chances and economic chances and cultural approaches are 
more evenly spread and they are nice places to be. You do not have to have special programs to encourage 
nurses and doctors and vets to go to them. That really is visionary. If that is crazy, then let us remember the 
obverse—that, to the extent we ignore the future economics and rural infrastructure, the more we will need 
special programs. It is unequivocal. It is plain as the nose on your face. 

Ms Stratigos—But in spite of that idea there will always be an economic need for services such as 
equipment and infrastructure. We would like to see them more in regions than in urban areas. There will 
always be a need for an adequate and equitable transport support scheme. 

Mr Sant—We think that there are huge opportunities in Telehealth. They are yet to be realised. The recent 
announcements around increasing broadband access is a good start, but we would need 100 megabits per 
second to make Telehealth work well in rural communities. That is what you need to have—advanced 
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Telehealth consultations, advanced streaming of things like ultrasound, and that sort of thing, across a 
broadband network. We think it is a great start. We should be putting in place MBS items and the infrastructure 
to facilitate Telehealth and look at building on the speeds over the coming years to reduce the need for some of 
that travel. 

CHAIR—I thank our four guests for their submissions and their contribution to the roundtable. It has been 
very useful. You have certainly clarified the issues that we will have to face over the next few weeks as we 
travel around Australia and take evidence on this subject. 

Proceedings suspended from 10.59 am to 11.15 am 




