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Executive summary 

The National Rural Health Alliance strongly supports the establishment of Medicare Locals 

(MLs), previously known as Primary Health Care Organisations (PHCOs), as regional entities 

with responsibility, jointly with Local Hospital Networks (LHNs), to deliver improved health 

outcomes for the citizens of Australia.  

 

For these new entities to make a real difference and achieve measurable improvements in the 

health outcomes of people in rural and remote areas, MLs and LHNs should be based on regional 

communities of interest.  They should provide for community engagement and performance 

accountability at this community of interest level, and recognise existing patient flows, including 

for acute, aged, rehabilitative, and preventive health care.  By these means the MLs and LHNs 

will be the vehicles through which greater equity is achieved between areas in the allocation of 

resources and in access to health services.  

 

In this submission, the Alliance focuses on MLs in rural, regional and remote areas.  We argue 

that:  

 MLs and LHNs in rural and remote areas should be established with the requirement to work 

closely together in planning, community engagement and coordination of services towards 

performance objectives that are developed jointly to ensure complementary activities;  

 the responsibilities of MLs and LHNs would benefit from further clarification to better 

establish their separate and mutual roles and accountabilities within their region and the 

broader health system;  

 resourcing of MLs must be commensurate with their responsibilities, and in particular take 

account of the serious deficiencies in health workforce, Medicare funding, public transport 

and health infrastructure that will need to be addressed to deliver local, more integrated 

healthcare in rural and remote areas; 

 resources should be allocated on the basis of population health need, resulting in greater 

equity of access to services;  

 performance benchmarks, progress measures and outputs should be designed to properly 

reflect these ML responsibilities; 

 current proposals for large MLs and LHNs in rural and remote areas should be set aside in 

favour of bodies with much greater relevance to local ‗community of interest‘, with other 

means used to achieve necessary administrative efficiencies or economies of scale;  

 the first wave of MLs to be established should include a number in rural and remote areas, 

selected on the basis of their capacity and commitment to transform into effective and 

genuine partnerships across the community and primary health care spectrum as well as to 

work closely and cooperatively with local aged, preventive and acute health care services;  

 in rural and remote areas where small local hospitals are an integral part of primary, aged and 

subacute care, there should be scope to establish a joint ML and LHN organisation that can 

take advantage of their close interdependencies with the primary health professionals 

available locally and demonstrate the value of a fully unified health network; and 

 the Government must work closely, collaboratively and cooperatively with the Aboriginal 

Community Controlled Health Services (ACCHS) sector on all facets of the establishment, 

governance and responsibilities of MLs.  
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The rural and remote health environment 

The seven million people of rural and remote Australia experience significantly higher health 

risk factors, higher rates of mortality and morbidity and substantially less access to health 

services than those in major cities.  The maldistribution of health professionals whose services 

are eligible for MBS rebates, especially doctors, results in rural and remote Australia suffering a 

deficit in MBS funding of at least $1 billion a year and an excess mortality rate of 4600 deaths 

per year.  

 

This substantial and unacceptable discrimination against rural and remote Australia is further 

aggravated by: 

 the need for those outside major regional centres to travel long distances for all but the 

most basic hospital and specialist services; 

 even greater mal-distribution of dentists, other oral health professionals and many allied 

health professionals, resulting in poorer access to dental, rehabilitation and mental health 

services, and poorer health outcomes; and 

 similar skewing of private hospital facilities and services towards major cities, such that it 

is very likely that rural Australia does not get its equitable share of the $4.5 billion 

government subsidy for private health insurance. 

 

Rural and remote Australia is also dependent on special arrangements such as remote area 

services, visiting specialist and locum programs, Royal Flying Doctor Service, patient assistance 

travel schemes and more flexible structures such as Multi-Purpose Services to access some of the 

services taken for granted in major cities.  

 

In April 2010, the Council of Australian Governments (COAG) National Health and Hospitals 

Network Agreement specified the establishment of Primary Health Care Organisations (PHCOs) 

which are now known as Medicare Locals (MLs) and of Local Hospital Networks (LHNs) as 

part of national health reform. 

 

The overarching objective of the MLs and LHNs in rural and remote communities must be to 

address these substantial inequities in health and access to health services.  The MLs and LHNs 

must be capable of working in and leveraging effectively the particular health and service 

environments in which they operate. 

 

Anything less will inevitably mean that investments in the health care system continue to flow 

predominantly to those sections of the population in Major Cities whose access to health care is 

already good.  Instead, investment should prioritise areas where Medicare does not adequately 

and fairly reach, where the costs of care are high and access is compounded by distance and 

cultural and health literacy barriers. 

The merits of Medicare Locals (Primary Health Care Organisations) 

Regional primary health care organisations can bring significant benefit to rural and remote 

health in that they can:  

 provide a base for moving to a more population-needs-based approach to resource 

allocation;  
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 provide a more responsive basis for assessment of major gaps in service provision, a 

vehicle for commissioning of new services and, where practicable, for the better targeting 

of existing services, including to hard-to-reach groups;  

 develop better networked services in a region both within primary care and across 

primary, preventive, secondary, acute and aged care;   

 provide for performance monitoring and public accountability for the level and quality of 

services provided, which reinforces the principle of improved equity in access to health 

services; and  

 enable broadly based regional governance through community, health professional, 

business and management representation and expertise.  

 

As has been the case in other countries, such arrangements can provide for more equitable 

availability of and access to health services.  

 

The test is how such arrangements might be implemented in practice.  In large measure, the 

value of regional MLs will depend on their range of responsibilities and their capacity through 

adequate resourcing and flexibility to deliver on them. 

 

Their effectiveness will also depend on the degree of commonality of their objectives with those 

of the LHNs, and the appropriateness of their ‗geography‘ and composition.  Where their 

geography is concerned, their boundaries must reflect the natural interests of health consumers 

and capacities for local integration, rather than being based on administrative artifices.  Their 

composition and governance must reflect genuine partnerships across the primary care spectrum 

with strong links to local aged, community, preventive and acute care.  

 

The proposed responsibilities and performance and accountability framework of MLs were 

specified in the COAG Health and Hospitals Network Agreement of April 2010.  Together with 

the major but relatively unheralded element of the National Agreement to consolidate 

responsibility for primary care under one level of Government, there are some potentially 

positive aspects of these arrangements:  

 opportunities for regional governance, and substantial community engagement;  

 some recognition of the need for cooperation and coordination between MLs and 

LHNs;   

 provision for ―potential fund-holding in areas of market failure and where patient 

needs are not being met‖;   

 recognition of the need to identify gaps and better target services; and   

 a regional accountability framework which will inevitably bring home to all the 

disparities and inequities in the current system. 

 

In addition there are some opportunities that are particularly important for rural and remote 

regional entities to combine health care funding for service delivery that is most appropriate to 

their local needs, including in the National Health and Hospitals Network Agreement:  

 potential for the Commonwealth to invest in geographic areas of capital 

underinvestment, following consultation with relevant States and Territories; and 
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 over time, Commonwealth to assume up to 100 per cent of the national efficient price 

of ‗primary health care equivalent‘ outpatient services provided to public patients. 

 

Further positive developments include additional Commonwealth investment in Multi-Purpose 

Services announced in the 2010-11 Federal Budget and the Election commitment to Medicare 

items for tele-health. 

 

However there are worrying signs currently that a ‗centralised‘ approach is being taken to the 

establishment and operations of MLs and LHNs, which would result in far less gain in health 

service effectiveness than is possible.   

Issues to be addressed  

Relationships with Aboriginal Community Controlled Health Services (ACCHS) 

A top objective of any reform measures for the primary health care system must be to improve 

service access and service outcomes for those people most in need.  In this context the needs of 

Aboriginal and Torres Strait Islander people are stark.  In its response on the National Health and 

Hospital Reform Commission report, the Government acknowledged that ACCHS provide an 

effective model of culturally appropriate primary health care services and will continue to play 

an important role into the future.  The Government has specifically undertaken to work with the 

ACCHS sector in the establishment of MLs and in the implementation of primary health reform 

more generally. 

 

However, the establishment of MLs and their relationship with the ACCHS must also respect the 

Council of Australian Governments (COAG) commitment to a partnership between all levels of 

government to work with Aboriginal and Torres Strait Islander communities to achieve the target 

of ―Closing the Gap in Indigenous disadvantage‖. 

 

Given the level of health need of Aboriginal and Torres Strait Islander people and the 

fundamental importance placed on community control by many of these people, the 

establishment of MLs must be pursued in ways that build the capacity in the ACCHS sector.   

 

While the ACCHS sector should have the opportunity to participate within the ML framework, 

possibly with some formal agreements on areas of interaction, as with the current Australian 

General Practice Network programs, direct ACCHS engagement with Commonwealth, State and 

Territory governments and their joint commitment to the Closing the Gap agreement will also 

need to be strengthened.   

 

In addition, the ML framework should include the adoption of cultural safety training programs 

endorsed by the ACCHS sector to provide culturally secure services for Aboriginal and Torres 

Strait Islander people who access mainstream health care.   

 

Overall, the Alliance considers that the Government must work closely, collaboratively and 

cooperatively with the ACCHS sector on all facets of the establishment, governance and 

responsibilities of MLs.  
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ML/LHN objectives, coordination and accountability 

Rural and remote health consumers want coordinated services and the best use of scarce health 

resources, irrespective of which level of government is responsible for their provision.  There is 

serious opportunity lost if, for example, the primary care system is keeping people out of hospital 

or changing the nature of their acute care needs, while the hospital network is unable to respond 

flexibly and rapidly to these changing circumstances.   

 

In rural and remote communities, all parts of the health care system are particularly 

interdependent.  The restructuring of services across primary, aged and acute domains that 

occurs when Multi-Purpose Services are established, and the various roles of GPs in rural 

hospitals, are practical illustrations of the interdependencies of primary and hospital care.  

Indeed, most rural hospitals undertake more services than acute care, and provide substantial 

elements of community care, aged care, health promotion (eg immunisation and diabetes 

education), primary care services and a wide range of allied health services.  The role of local 

health-related infrastructure, including local hospitals, is also vital in attracting and retaining 

primary care professionals to an area.   

 

The National Health and Hospitals Network Agreement recognises these interdependencies.  For 

example, the Agreement provides that ―PHCOs will be the GP and primary healthcare partners 

of LHNs and are integral to delivering the National Health and Hospitals Network‖.  

 

ML service contracts will require them to work with LHNs and to have formal engagement 

protocols (although curiously there is no reciprocal responsibility).  Both MLs and LHNs ―will 

be expected to have some common membership of governance structures‖.  

 

The Commonwealth and States have also undertaken to work together to ensure that MLs and 

LHNs will have ―wherever possible, common geographic boundaries‖.  

 

However, there also seem to be many potential points of separation, including in vital areas such 

as in their objectives, in their strategic planning, in their governance, engagement with 

community, and in their performance accountabilities.  These potential points of separation will 

be widened if they do not have common boundaries.  

 

It can be expected that the real drivers of LHN and ML actions will be what they are required to 

report on in the LHN and Health Community Performance reports.  For LHNs, issues such as 

waiting times for emergency department service and elective surgery could become the key 

performance measures, given the attendant Commonwealth funding incentives.  Healthy 

Community Performance reports by a ML are likely to focus on access rates and on performance 

related to increased funding for diabetes, mental health etc.  For rural and remote communities, 

where the test of access to health care is often how well it can be coordinated and supported, it 

will be important to ensure that ML performance measures address patient outcomes and/or 

patient experience - as foreshadowed in the agreement.  

 

It will be critical for commitments to be made to ensure maximum coordination among and 

between MLs and LHNs.  This will clearly require MLs and LHNs to have common boundaries, 
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or where the situation warrants, the possibility of containing more than one small LHN within a 

larger ML. 

 

Within that framework, the Alliance considers it essential that there be common approaches by 

MLs and LHNs in many areas.  These should include the development of strategic plans, setting 

joint objectives, needs-based planning, service coordination protocols, coordination of 

community engagement and development and presentation of performance reporting.  

 

The performance objectives of MLs and LHNs should be jointly developed so that the objectives 

of one complement those of the other.  One overarching objective that requires unity of purpose 

and action for both of them is a reduction in the rates of potentially preventable hospitalisations.  

 

Health needs assessment is another area where it could be sensible to undertake whole of 

population-needs analysis.  Similarly, community and consumer engagement is not easily 

achievable and could warrant joint approaches.  Time, resource skill, interest, self-interest and 

other constraints have all been limits on effective community engagement.   

 

The MLs and LHNs will also have a joint interest in, and responsibilities for, workforce planning 

and engagement, the organisation of visiting specialists, and the use of patient assisted travel 

schemes. 

 

It will be crucial that MLs and LHNs have specific responsibilities and work in partnership to 

support other aspects of the health reform agenda, including performance reporting, tackling 

chronic disease, preventive health, mental health and developing models of care delivered across 

the health care system. 

 

Transparency and performance reporting are crucial areas of the health reform agenda. This will 

require clear direction and expert input to ensure standardised data definition and collection and 

service planning and performance reporting.  Standardisation of data definitions is essential not 

only for MLs and LHNs, but across the health spectrum, to underpin monitoring of the progress 

and effectiveness of health reforms.   

 

For all these reasons, the Alliance considers that the opportunity must be taken to encourage and 

allow the establishment and trialling in a rural/remote area of a combined ML/LHN organisation 

that demonstrates the value of a genuinely local integrated Health Network.  The concern that 

primary health resources may be absorbed by acute care is not valid where small rural hospitals 

are also key parts of primary, aged and subacute care for the district. 

ML Responsibilities  

The responsibilities apparently set for MLs seem narrower than is necessary to deliver improved 

health services and outcomes for their residents.  The Alliance considers it crucial that they be 

formally broadened to reflect the realities of health service coordination and service access. 



9 

 

Service coordination 

While MLs would seem to be an ideal organisational structure for the transition, governance and 

coordination of all primary care services in a ML area, there is no current provision along these 

lines.  The Network Agreement provides that this work will be done by Commonwealth and 

State Governments and that the Commonwealth ―will not substantially alter service delivery 

mechanisms for five years from July 2011‖.  It is hard to see how MLs can be truly influential in 

service coordination and collaboration in these circumstances.  They should therefore be charged 

and equipped with the responsibility for designing new service delivery mechanisms, especially 

in rural and remote communities. 

 

A particular function of rural and remote MLs will be to coordinate services to provide health 

care as close to home as possible within the region.  This must include effective and efficient 

coordination of primary care with aged and community care, local acute, rehabilitation and 

palliative care services through the local hospital or Multi-Purpose Services, maternity care as 

close to home as possible and continuity of care for patients who need to travel for more 

specialised treatment within the region or to specialised services in urban centres.  These 

coordination arrangements will also need to respond to the mix of services and health 

professionals available locally and foster innovative service models such as outreach services 

and telehealth support for local health professionals and patients.  In addition, in remote 

communities, the existing collaborative arrangements that are working well between 

organisations such as Divisions of General Practice, ACCHS, fly-in service providers and NGOs, 

should be built on and formalised.   

 

In this context, rural patient support services to provide seamless care from the patient 

perspective for the people who live in rural and remote communities across the region are also 

needed.  The patient must feel confident and know where and how their care will be provided 

within the region, as well as the regional entity ticking off that such care is available.  National 

one-stop-shop approaches to information about health, aged and community care services are 

welcome.  However, in rural and remote communities, there is a particular need for such 

information to be complemented by more effective and comprehensive case management across 

the range of health and community services available.   

 

Rural people with complex care requirements have particular needs for extended coordination 

and case management, including transport arrangements and assistance with costs to enable their 

access to care.  For example, a ML tertiary referral strategy to address the time consuming and 

logistically difficult task of coordinating several appointments within one trip to the city for a 

hospital visit would result in savings on time and trips and costs to the patient and the health 

system, help to overcome a significant barrier to rural health care access and provide an 

important and measurable patient-centred performance outcome.   

 

In addition, MLs will have a role in ensuring that the particular needs of people from rural and 

remote communities for the seamless exchange of clinical information and records so that their 

health information is with them wherever and whenever it is needed are met.  They should also 

play a part in developing opportunities for health support through social networking, telephone 

and internet, which is even more important for people who live outside major cities.  
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Workforce 

There can be no health service without a sufficient health workforce.  This remains one of the 

great challenges in rural and remote Australia.  Currently the responsibility for better distribution 

of health professionals is fragmented and addressed, with limited success, by the Commonwealth 

through various programs, including in areas of greatest need by Rural Workforce Agencies, and 

by state and local governments and local communities.  

 

Yet there is no current specific provision in the Health and Hospital Network Agreement for 

MLs to have any responsibilities within their area for workforce planning, attraction and 

retention and professional training and support measures.  

 

To be able to properly respond to broad responsibilities so that ―patients can easily and 

conveniently access the full range of services they need‖, MLs must have some local 

responsibility and capacity for action on workforce attraction and retention.  This includes the 

attraction and retention of GPs and appropriate coverage by medical specialists, as well as allied 

health professionals, many of whom are currently employed by state government services, but 

now to become a Commonwealth responsibility.  In this regard, MLs should have a sound 

knowledge of their current and future needs, the knowledge of the selling points of life within the 

community, the capacity to provide community support and training opportunities and certainly 

the greatest incentives in terms of accountability for performance to build the right workforce to 

service the needs of their population.  MLs should also be well-placed to promote the 

development of rewarding and welcoming work environments that are crucial to retention of 

staff.  

 

Especially in rural areas, they would also be ideally placed to commission and support the 

provision of health workforce education, training and continuing professional development.  

Rural and remote Australia must have the capacity to provide the training places, clinical 

leadership, teaching, mentoring, peer support and research that is vital to sustain the health 

professions and deliver the skills and quality of service required to meet the demands of rural and 

remote health care.  

 

However, workforce recruitment is no easy task and many of the complex processes would be 

beyond the capacity of individual MLs, especially smaller ones in rural areas.  Organising the 

recruitment of health professionals with the requisite skills from urban Australia and where 

necessary from overseas, requires an overall coordinated approach such as currently undertaken 

by Rural Health Workforce Australia (RHWA) and the Rural Workforce Agencies at national 

and state/territory level.  Such continued national and state level rural health workforce planning 

and mobilisation by the RHWA would serve to mitigate expensive and inefficient competition 

among MLs seeking to recruit and retain health professionals in circumstances of great 

workforce need. 

 

Continuity of care for patients requires that specialist arrangements, including local medical 

specialists and allied health teams, visiting specialists and medical specialist outreach programs 

are well integrated with the primary care system.  Accordingly, a logical function for MLs is to 

schedule and coordinate such specialist services, again with the support of the Rural Workforce 
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Agencies who are responsible for sourcing and mobilising the specialist workforce out of 

metropolitan areas. 

Service provision and service commissioning  

In some rural and remote areas, certain services simply do not exist, while others do not exist in 

appropriate form.   

 

Local hospitals, community health centres and similar health-related infrastructure are often at 

the hub of smaller communities, providing employment as well as health services and health 

training opportunities.  Many have been established and supported through local ‗sweat equity‘ 

and community fundraising.  Such centres are vital for attracting and retaining doctors, nurses, 

midwives and allied health professionals, and providing essential services close to home such as 

birthing, rehabilitation and end-of-life care, as well as housing specialist outreach clinics.  They 

can also provide training opportunities, for example, for the medical, nursing and allied health 

students who contribute to visiting specialist clinics.  This community health infrastructure and 

the community spirit behind it needs to be better understood, planned for and invested in by the 

regional entity as part of regional health accountability.   

 

Inevitably, there will continue to be a need in rural and remote areas for service development and 

possibly service provision where private sector or not-for-profit service providers are not 

available locally to ‗own‘ such services.  This function is possibly recognised implicitly in the 

―potential fund-holding roles‖ but could well be spelled out more explicitly so that MLs have 

clearly defined responsibilities and develop the capacities to deliver.  MLs will need at least 

some funding for infrastructure to support health care provision, for example for accommodation 

or consulting rooms to attract a local or travelling workforce, or to adapt a local facility with fit-

out for telehealth, in order to maximise the flow of Medicare services.   

Improvement in equity of access  

In striving to meet performance goals, there is always the risk that gains can be made most easily 

among those sections of the population most at ease with using the health system.  The highly 

disproportionate access by females under the Better Access to Mental Health program, and the 

disparities in cervical cancer screening along socio-economic lines, are two examples.  Measures 

must be put in place to ensure more balanced outcomes, eg in measures to improve care for 

people with type 2 diabetes. 

 

The Alliance therefore believes that improving equity of access to health services for those 

groups most underserved under current arrangements should be an explicit responsibility of MLs 

and built into their performance reporting measures. 

Resource allocation 

Responsibilities and resources need to be in balance.  If they are to meet their service 

responsibilities, rural MLs will need to be resourced at a higher per-head level than their major 

city counterparts.   
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The resourcing and flexibility so far envisaged seem far from adequate.  2010-2011 Budget 

figures indicate that there will be approximately $125 million for about 50 MLs in full operation 

by 2013-2014 (not including funding specifically for improving after-hours care).  This average 

of about $2.5 million per ML per annum seems too little to cover serious community 

engagement, regional governance, population health planning and accountability, fostering 

service collaboration, facilitating access to allied health and other services, targeting gaps in 

services, working with LHNs on patient pathways and delivering preventive health.  

 

These service-oriented responsibilities are much more onerous in rural and remote areas than in 

major cities, with greater burdens of disease, higher health risk factors, severe shortages of most 

health professionals, and much poorer access to services.  Responsibilities such as ―facilitating 

access to allied health and other support services so that patients can easily and conveniently 

access the full range of services they need‖ and ―better targeting services to respond to gaps‖ will 

be quite meaningless unless the rural MLs have the resources to meet these needs.  

 

To date, there seems to be no public indication of Government acknowledgement of this issue.  

 

Current health policies and the Government‘s election platform provide significant additional 

funds for primary care, including for practice nurses ($390m), improved treatment for aged care 

patients ($98.6m), treatment of diabetes patients ($449m), infrastructure grants for new GP 

Super Clinics and expansion of existing GP practices ($355m) and mental health ($78m).  These 

are significant increases in funding for primary care, but rely on market force models of 

distribution that have patently failed to deliver equity in rural and remote areas.  

 

The opportunity needs to be taken now to ensure that these funds are distributed in such a way as 

to reduce the substantial inequities in access to services experienced by people in rural and 

remote Australia.  

 

In addition, the $1 billion annual deficit in MBS funding must be addressed.  The National 

Health and Hospitals Reform Commission recommended ‗equivalence funding‘, appropriately 

adjusted for remoteness and health status, be made available for local service provision where 

populations are otherwise underserved.  Action must be taken along these lines. 

 

For LHNs, the COAG Agreement provided $5.4 billion of new funding for new sub-acute beds, 

for achieving national access targets for emergency department and for improving access to 

elective surgery.  It also provided that the Commonwealth would contribute 60 per cent of all 

funding, including for block grants for rural hospitals to enable them to meet ‗Community 

Service Obligations‘, and for infrastructure, training and research.  Now is the golden 

opportunity for action on rural equity, and for the Commonwealth to accept its ‗majority 

shareholder‘ status to play its part in that process.  

ML size and composition 

The Northern Territory Government once used a definition of a region as an area that:  

 

 the people in it see as a region;  

 the Government agrees should be treated as such (for administrative purposes);  
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 contains a reasonable community of interest;  

 has capacity to achieve economies of scale in the achievement of outcomes; and  

 has demonstrated capacity or need for whole of community action to cooperate in the 

achievement of shared objectives.  

 

This definition recognises that developing effective regional structures is a matter of partnership 

between government and community, with some capacity for give and take to recognise the 

range of interests.  It is important that this partnership approach be taken to get the best result in 

the establishment of MLs.  

 

The National Rural Health Alliance has been active in advocating for MLs to be based on 

genuine communities of interest, recognising patient flows, including across State and Territory 

boundaries, rather than some more administratively focused structure.  The Government‘s 

emphasis on the importance of local engagement with MLs, and the terms used in the Network 

Agreement language, suggest that they will be based on communities of interest: 

. 

 (PHCOs will have) ―local governance, working with local health care professionals‖  

 ―LHNs will comprise single or small groups of hospitals with a geographic or functional 

connection‖  

 

On the other hand, the specific proposals to date in the report to the AGPN on MLs and from the 

NSW State Government on LHNs, plus the amount of funding provided by the Commonwealth 

in the 2010 Budget, seem to have been guided by the NHHRC report which recommended 

PHCOs of 250,000 to 500,000 people.  To its credit, the report to the AGPN considered MLs as 

small as population 28,000 (SA Riverland) and made recommendations for MLs of 102,000 and 

127,000, as well as for significant cross-border MLs, eg the tri-state Lower Murray.  

 

The report to APGN does not clearly identify what ML functions specifically require large 

critical mass.  The proposed sizes of MLs are quite contrary to overseas and Australian studies 

that show that for risk management for full capitation of primary care, for example, populations 

in the order of only 25,000 to 100,000 are necessary.  The proposed size of MLs is also quite 

contrary to the practice in other countries such New Zealand, England and Scotland, all of which 

have smaller average sized primary health care organisations and some much smaller ones, 

despite not having to take account of the enormous distance challenges faced in rural and remote 

Australia. 

 

Irrespective of their official responsibilities, rural and remote MLs will always have to face 

greater challenges than their urban counterparts: 

 greater existing levels of gaps in service; 

 populations that have lower socio-economic status, lower levels of health literacy and 

higher levels of chronic illness; 

 much greater difficulty in workforce recruitment and retention; 

 less adequate health services infrastructure related to substantial and long-term chronic 

MBS underfunding; 
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 lower resource capacity and community development capacity among natural partners, 

such as local governments, universities, businesses, ACCHS; 

 poorer access to transport and telecommunications services; and 

 greater need to organise patient travel and access to specialists.    

 

The proposed size of many MLs can also be argued to directly result in some losses in vital 

capacity, such as in: 

 capability for service coordination and integration, which must be at a truly local level;  

 performance accountability: all the health services of a Hobart/Darwin would swamp the 

under-servicing of small towns in the rest of the state/territory while the inner regional 

areas of many MLs would mask the picture of gross under-servicing in outer regional and 

remote areas; 

 lesser community capability for cooperation in the pursuit of shared objectives; and 

 local community engagement and representation; (is a community representative from 

Wagga capable of representing the interests of people in Wentworth, who probably look 

to Mildura, Victoria for some primary care services and to Adelaide, SA for complex 

hospital care?).  

Branch Office Structures 

The Report to the AGPN proposes that some spatially large rural and remote MLs be supported 

by branch office structures.  Tasmanian Government proposals for LHNs also put forward as one 

option, the establishment of Local Community Bodies with some responsibilities for local 

service plans within a broader Local Hospital Network. 

 

The Alliance considers that there are other ways to gain administrative efficiencies, including 

through cooperative or centralised approaches to ‗backroom functions‘, joint projects among 

MLs, (or LHNs) and buy-in of expertise such as in population health planning and assessment. 

 

However, if the branch structure is to be considered, it would be crucial that each branch have 

full responsibility at very least for local engagement with service providers and community, local 

service coordination, support and development, and that there be performance reporting at that 

level for access to health services, patient experience, and for other vital performance measures.   

The lead group of Medicare Locals 

The first group of MLs (around 15 organisations) is scheduled to commence operation in mid 

2011, with the remainder commencing in mid 2012.  The Government has announced that the 

first group will be drawn from the Australian General Practice Network (AGPN), although some 

limited alternative approach could be considered.  Irrespective of approach, the challenge will be 

to ensure that there is genuine partnership among existing general practice network members and 

other partners in the primary care system and community and consumer participants.   

 

The report to AGPN suggested that MLs would need to have a number of participants, including 

general practice, state community health services, Aboriginal Community Controlled Health 

services, NGOs providing health and welfare services, allied health professionals in private 

practice, and specialist and other community-based services, eg drug and alcohol, palliative care.  
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The key selection criteria for the lead MLs should be their demonstrated capacity to deliver 

effective partnership within and across the primary care spectrum and with all other parts of the 

community and health care system, and to have effective community engagement capacities and 

strategies.   

 

The Alliance recommends that the first wave of PHCOs to be established should include a 

number in rural and remote areas, designed with the support of community members and 

clinicians.  They should be selected on the basis of their capacity and commitment to transform 

into effective and genuine partnerships across the community and primary health care spectrum 

as well as to work closely and cooperatively with local aged, community, preventive health, and 

acute care services.  

 

In rural and remote areas where small local hospitals are an integral part of primary, aged and 

subacute care, there should be scope to establish a joint ML and LHN organisation that can take 

advantage of their close interdependencies with the primary health professionals available locally 

and demonstrate the value of a fully unified health network.  The early introduction of 100 per 

cent Commonwealth funding for the national efficient price of ‗primary health care equivalent‘ 

outpatient services provided to public patients could also be used to complement pooled acute 

and aged care funding for Multi-Purpose Services to provide greater scope for local primary 

care.  With the agreement of local health providers and community members, the lead group of 

MLs should include at least one merged ML/LHN to demonstrate the benefits of such 

coordination in underserved rural and remote areas.   
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Attachment 1:  

 

Member Bodies of the National Rural Health Alliance 

 

ACAP (RRSIG) Australian College of Ambulance Professionals (Rural and Remote Special 

Interest Group 

ACHSM Australasian College of Health Service Management 

ACRRM Australian College of Rural and Remote Medicine 

AGPN Australian General Practice Network 

AHHA Australian Healthcare & Hospitals Association 

AHPARR Allied Health Professions Australia Rural and Remote 

AIDA Australian Indigenous Doctors‘ Association 

ANF Australian Nursing Federation (rural members) 

APA (RMN) Australian Physiotherapy Association Rural Member Network 

APS Australian Paediatric Society 

ARHEN Australian Rural Health Education Network Limited 

CAA (RRG) CRANAplus – the professional body for all remote health  

CHA Catholic Health Australia (rural members) 

CRANAplus Council of Remote Area Nurses of Australia Inc  

CWAA Country Women‘s Association of Australia 

FS  Frontier Services of the Uniting Church in Australia 

HCRRA Health Consumers of Rural and Remote Australia 

ICPA Isolated Children‘s Parents‘ Association  

NACCHO  National Aboriginal Community Controlled Health Organisation  

NRHSN National Rural Health Students‘ Network 

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

RDAA Rural Doctors‘ Association of Australia 

RDN Rural Dentists Network  

RHWA Rural Health Workforce Australia 

RFDS Royal Flying Doctor Service of Australia 

RHEF Rural Health Education Foundation 

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

Association of Australia 

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

ROG (OAA) Rural Optometry Group of the Australian Optometrists Association 

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

Pharmaceutical Society of Australia and the Society of Hospital Pharmacists of Australia 

SARRAH Services for Australian Rural and Remote Allied Health 

 


