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Introduction 

The National Rural Health Alliance is the peak non-government body concerned with rural 

and remote health issues in Australia, comprising 31 Member Bodies, each a national body in 

its own right, representing health professionals, service providers, consumers, educators, 

students and researchers. 

 

The Medicare Locals discussion paper on governance and functions invites comments and 

input on the implementation of Medicare Locals, with a particular focus on: 

 What will Medicare Locals do? 

 What will they look like? 

 How will they interact with patients and providers? 

 

The Government‘s Discussion Paper explains that Medicare Locals will be established under 

the new National Health and Hospitals Network as independent legal entities with strong links 

to their local communities, health professionals, service providers and consumer and patient 

groups, enabling them to respond effectively to local needs.   

 

An overarching purpose of the National Health and Hospital Network reforms is to ensure 

that more of the nation‘s health resources are directed to keeping Australians healthy and out 

of hospital wherever possible.  The reforms aim to encourage models of care that allow 

providers the opportunity to organise and coordinate care around the needs of the patient.  

(This would be in contrast to the uncoordinated and poorly integrated episodic care that arises 

when health care delivery is dictated by funding models and not patients‘ health care needs.) 

 

The establishment of Medicare Locals is planned to take place rapidly, and if undertaken in 

the right way, can deliver substantial benefits to rural and remote communities.  However, 

major reorganisations of health systems can impose costs on those systems and can risk 

damaging the morale of the clinicians and managers involved, which has the potential to 

undermine existing levels of patient care.  For these reasons, there must be clarity of purpose 

and the benefits of reform need to be both significant and certain.   

 

For health reform to deliver these significant benefits with certainty in rural and remote areas, 

the changes implemented need to be owned and thus strongly supported by interested parties 

(patients and clinicians) at local community levels, fit for local purpose, and rolled out in a 

logical sequence.   

Overview of Discussion Paper and Alliance response 

The Discussion Paper reports that Medicare Locals will be responsible for making it easier 

for patients and service providers to navigate the health care system through: 

 supporting health professionals to provide more co-ordinated care,  

 facilitating improved access to services for patients, and 

 encouraging greater integration between the primary health care, hospital and aged 

care sectors. 

 

It describes 5 key objectives for Medicare Locals and seeks responses on the features they 

will need to have in order to achieve these: 

1. identification of the health needs of local areas and development of locally- focused 

and responsive services; 

2. improving the patient journey through developing integrated and coordinated services; 

3. providing support to clinicians and service providers to improve patient care; 
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4. facilitating the successful implementation and successful performance of primary 

healthcare initiatives and programs; and 

5. being efficient and accountable, with strong governance and effective management. 

 

The first of the objectives actually describes what the Medicare Locals should/will do in order 

to meet their responsibilities, as does the second, if reworded to:  

 

‗Developing integrated and coordinated services to improve the patient journey‘. 

 

These two objectives will be the focus of the Alliance response to questions in Section 1 of 

the Discussion Paper: ‗What will Medicare Locals do?‘   

 

The third objective is one of the means by which Medicare Locals will do what they are to do 

and the fifth is a governance principle that will apply to what they do.  These are covered in 

the Alliance response to Section 2, ‗What Medicare Locals will look like‘.   

 

The fourth objective is one of the things that will result from what they do and will be 

addressed in the Alliance response to Section 3, ‗How will Medicare Locals interact with 

patients and providers?‘-  which includes a focus on performance reporting.   

 

This submission from the Alliance builds on an earlier one regarding Medicare Locals
1
. 

1. What will Medicare Locals do? 

What features will Medicare Locals need to have in order to achieve Objective 1: 

‘Identification of the health needs of local areas and development of locally focused and 

responsive services’?  

In rural and remote areas, Medicare Locals must be sufficiently local to overcome the 

frustrations of healthcare managed at a distance.  They must be small enough in area for 

meaningful relationships to be maintained among individual clinicians, and between them and 

local hospitals, other service providers and community leaders.  They should be based on 

existing communities of interest – which are defined in part by the current flows of people to 

the services they access and which cross State/Territory jurisdictional borders.  

 

There is always some tension between the search for economies of size or scale, and the 

search for the degree of ‗localisation‘ required for effectiveness.  The Alliance believes that 

populations as small as 50,000 are sufficient for the effective undertaking of the tasks 

envisaged for these new primary care organisations.   

 

These tasks include assessing local health needs, putting in place plans to meet those needs, 

and supporting the programs and personnel once they are in place. 

 

In order to build a culture of success, as Medicare Locals start to identify local health needs 

and plan to address service gaps in rural and remote communities, their key additional role 

will be to draw on, learn from and support the many smaller groups of local health 

professionals, community leaders and service providers whose passion, flair and 

                                                 
1
 National Rural Health Alliance.  Submission to the Department of Health and Ageing on the framework for 

Medicare Locals, September 2010.  http://nrha.ruralhealth.org.au/cms/uploads/publications/submission-to-doha-

medicare-locals.pdf 

http://nrha.ruralhealth.org.au/cms/uploads/publications/submission-to-doha-medicare-locals.pdf
http://nrha.ruralhealth.org.au/cms/uploads/publications/submission-to-doha-medicare-locals.pdf
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understanding of local culture will develop mechanisms to translate plans into 

implementation.   

What features will Medicare Locals need to have in order to achieve (reworded) 

Objective 2: ‘Developing integrated and coordinated services to improve the patient 

journey’? 

Medicare Locals are responsible for making it easier for patients and service providers to 

navigate the health care system.  For Medicare Locals that serve rural and remote areas, this 

applies to the people who live in outlying towns or isolated settlements, as well as those in 

regional centres.   

Partnership and capacity building approach 

Medicare Locals in rural and remote communities will need special partnership and capacity 

building features to develop integrated and coordinated 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.   

 

The strengths of health services in rural and remote areas include the living examples they 

provide of good multidisciplinary care: 

 Multi-Purpose Services combine primary, aged and acute care; 

 GPs have multiple roles in aged care and in acute care in local hospitals as well as 

primary care; and 

 rural hospitals include elements of community care, aged care, health promotion such 

as immunisations and diabetes education, primary care and various allied health 

services. 

 

The local arrangements for coordination will need to respond to and foster the mix of health 

and community services and health professionals available locally, and be such as will 

support the development and sustainability of innovative services (eg outreach services; 

telehealth support for local health professionals and patients).  In remote communities, the 

existing collaborative arrangements that are working well between organisations such as 

Divisions of General Practice, Aboriginal Community Controlled Health Services 

(ACCHOs), fly-in service providers and NGOs, should be built on and formalised.   

 

Local multidisciplinary health care teams and outreach services rely on local players.  Gaps in 

local health workforce have to be overcome, as do the additional challenges for ongoing 

training and support, discussed further in a following section.   

Support and information for patients 

Medicare Locals will also need to contribute to rural patient support services to provide 

seamless care for patients in rural and remote communities.  The patient must feel confident 

and know where and how their care will be provided within the region, as well as the regional 

entity making sure that – by one means or another – all types of care required are catered for.  

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

services are welcome.  However, in rural and remote communities such information needs to 

be complemented by effective and comprehensive case management across the range of 

health and community services available.   
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Additional case management for people with complex care needs 

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, trips and costs to both the 

patient and the health system.  It would also help to overcome the significant barriers to 

accessing more specialised care from rural areas, and provide an important and measurable 

patient-centred performance outcome.   

Summary of roles 

In summary, Medicare Locals serving rural and remote communities will need to be 

appropriately resourced in order to address the greater burden of disease, higher health risk 

factor, severe shortages of most health professionals and much poorer access to health 

services in the regions they serve.  They will be responsible for identifying and planning to 

meet the greatest needs in their respective areas, resulting eventually in health outcomes that 

are more equitable both within and between MLs.  They will need the capacity to provide 

and/or commission services where appropriate services do not exist.  The major workforce 

challenges that Medicare Locals serving rural and remote communities will face in fulfilling 

their responsibilities are discussed below. 

Are there other roles and functions Medicare Locals could potentially adopt? 

Medicare Locals would seem to be ideal organisations for the transition, governance and 

coordination of all primary care services in their area.  However 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 

Medicare Locals can be truly influential in service coordination and collaboration in these 

circumstances.   

 

Medicare Locals serving rural and remote communities should: 

 be charged and equipped with the responsibility for designing new service delivery 

mechanisms to overcome service gaps and challenges; 

 ensure that the particular needs of people from rural and remote communities for the 

seamless exchange of clinical information and records are met, so that their health 

information is with them wherever and whenever it is needed; and  

 contribute to developing opportunities for health support through social networking, 

telephone and internet, which is even more important for people who live outside 

major cities. 

What challenges will there be for Medicare Locals in performing the proposed roles and 

functions? 

Minimising not increasing metropolitan/rural inequities 
2
 

Medicare Locals will need sufficient resources to take account of the serious rural and remote 

deficiencies in health workforce, Medicare funding, public transport and health infrastructure.  

                                                 
2
 National Rural Health Alliance.  Measuring the metropolitan-rural inequity.  September 2010.  

http://nrha.ruralhealth.org.au/cms/uploads/publications/nrha-measuring-the-inequity.pdf 

http://nrha.ruralhealth.org.au/cms/uploads/publications/nrha-measuring-the-inequity.pdf
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For the delivery of integrated health care in rural and remote areas, these basic and ubiquitous 

deficiencies will need to be addressed.  

 

Workforce 

The health workforce challenges in rural and remote areas include both recruitment and 

retention.  The staff to take up new roles in population health and service planning and 

technological support, as well as the health professionals needed to deliver more integrated 

health care and additional case management for people with complex conditions, will be in 

shorter supply in rural and remote areas.   

 

Transport and infrastructure 

Integration and better coordination of health services can only occur where health services 

exist locally or can be complemented by innovative service models such as outreach or 

telemedicine.  And health care has to be affordable and within reach for the patients – 

including allowances for travel costs and time away from home and work. 

 

Medicare Locals and Local Hospital Networks will also have to be resourced for upgrading or 

building the health service infrastructure required.  While some communities retain their 

small rural hospitals and can provide necessary accommodation for visiting health 

professionals (eg for consulting rooms or overnight stays), others will require upgrades and 

still others have no such facilities any more.     

 

Providing communications and IT infrastructure, including high speed broadband and training 

and support for its uptake, will be a critical part of the role of Medicare Locals serving 

communities outside major cities. 

Relationships with health services outside the Medicare Local region 

In their planning for and development of responsive local services, Medicare Locals and 

Local Hospital Networks in rural and remote communities will have a heavy reliance, at least 

in the short to medium term, on relationships outside their own area.   

 

Health services located in the regional centre and the capital city that people in the area use as 

their normal source of tertiary care, whether within the same State or in another, will be 

critical for improved access to support and through new ways of delivering primary care such 

as through outreach or telehealth.   

Building the capacity of Aboriginal Community Controlled Health Services 

Governments must work closely and collaboratively with the Aboriginal Community 

Controlled Health Services (ACCHS) sector on the establishment, governance and 

responsibilities of Medicare Locals and the Local Hospital Networks.  Once established the 

new organisations will have key roles in supporting activity on many fronts to close the gap 

between Indigenous and non-Indigenous life expectancy, wellbeing and education.  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 

Medicare Locals must be pursued in ways that build capacity in the ACCHS sector.  Direct 

ACCHS engagement with Commonwealth, State and Territory Governments and a 

collaborative commitment across all those parties to the Closing the Gap agreement will need 

to be strengthened.  
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How should Medicare Locals and Local Hospital Networks work together? 

It will be absolutely essential for Medicare Locals and Local Hospital Networks to have a 

shared common purpose: to improve people‘s access to integrated health and related care and 

so reduce the need for hospital admissions.   

 

They will work in partnership to support the health reform agenda, including through 

performance reporting, tackling chronic conditions, focusing on health promotion and 

developing models of care that bring together primary, acute, aged and community care. The 

two new entities will work together to overcome the artificial demarcations between acute and 

primary care, and to guard against the perverse incentive for hospitals that are funded on an 

activity basis to seek more activities through greater numbers of admissions. 

 

The work of MLs and LHNs on their common purpose will be underpinned by their close 

collaboration in the development of strategic plans, joint objectives, needs-based planning, 

service coordination protocols, coordination of community engagement, and performance 

reporting.  In some more sparsely populated areas, where it is the same clinicians who staff 

primary, acute and aged care facilities, this will mean the Medicare Local and the Local 

Hospital Network being merged or operating at a local level as a single entity.  Only this will 

result in the sort of integration necessary to support the interdependence of primary, aged and 

hospital care that already exists in more remote areas. 

 

The performance measures for Medicare Locals and Local Hospital Networks should be 

jointly developed so that the objectives of one complement those of the other.  One critical 

performance measure will be the rate of potentially preventable hospitalisations. 

 

Population health needs assessment and planning will be undertaken with close collaboration 

between the two bodies.  Similarly, there will be joint approaches to community and 

consumer engagement, to help overcome the barriers to effective work in these areas 

attributable to scarce time and other resources and to the presence of self-interest and other 

constraints. 

 

The Medicare Locals and Local Hospital Networks 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. 

 

Transparency and performance reporting are crucial areas of the health reform agenda.  To be 

effective there will need to be clear direction and expert input to ensure standardised data 

definitions and the collection of all necessary service planning and performance reporting 

information.  Standardisation of data definitions is essential not only for Medicare Locals and 

Local Hospital Networks, but across the health spectrum, to underpin monitoring of the 

progress of health reforms. 

 

 

The Commonwealth, led by Minister Roxon, has a vital role to play in working with the 

States and Territories to ensure these relationships exist between the MLs and the LHNs. 
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2. What will Medicare Locals look like? 

The Discussion Paper reports that Medicare Locals will: 

 be independent legal entities (not government bodies); 

 be accountable to the Australian Government; 

 be regionally based and able to respond to local need; 

 operate with strong local governance including broad community and health 

professional representation as well as business and management expertise; 

 have strong clinical leadership (noting that the role of MLs will be to support 

clinicians, not get involved in clinical decision-making about individual patients) 

including through links with Clinician Lead Groups;  

 work closely with Local Hospital Networks to improve patient care, quality of health 

services and improve the patient journey and transition between care settings; 

 where possible and appropriate potentially have some common membership of 

governance structures with Local Hospital Networks; and  

 establish a formal engagement protocol with Local Hospital Networks. 

 

Other key principles include the following. 

 There will need to be a balance between national consistency and local flexibility in 

the governance arrangements, to enable Medicare Locals to respond to local needs and 

circumstances.  In particular, governance arrangements need to be appropriate for rural 

and remote communities as well as reflecting the needs of specific population groups 

such as Indigenous people. 

 There will need to be clear lines of accountability to both local communities, the 

Commonwealth and the National Performance Authority. 

 The reporting arrangements should be as simple, relevant and robust as possible. 

 It will be critical, when transitioning to Medicare Locals, to ensure continuity in the 

services currently being provided by Divisions such as allied health and psychological 

services, so that clinical care to patients is maintained. 

What other broad principles or characteristics are important in establishing governance 

arrangements for Medicare Locals? 

 

Improving equity of access to health services for groups most underserved under current 

arrangements and with the highest health needs is a key principle in establishing governance 

arrangements for Medicare Locals and must be built into performance targets and measures. 

 

In striving to meet performance targets, 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. 

 

However, responsibilities and resources need to be in balance.  If Medicare Locals in rural 

and remote areas are to meet their service responsibilities, they will need to be resourced at a 

higher per-head level than their major city counterparts.  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.  Facilitating access to allied health and other support services so 
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that patients can easily and conveniently access the full range of services they need, and 

providing services to fill gaps, will be quite meaningless unless the Medicare Locals involved 

have the resources to meet these needs. 

 

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

differential resourcing 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 much of such resources have 

in the past been allocated through competitive grants and tenders – which is no way to see a 

greater proportion of the health dollar being allocated to health need. 

 

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

to reduce the substantial inequities in health status and 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 should be taken along these 

lines, including through the differential funding of rural and remote MLs. 

 

Where LHNs are concerned, 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. 

What formal linkages are required between Local Hospital Networks and Medicare 

Locals to ensure good coordination of services to the community? 

The overriding purpose of both entities must be to keep people healthy regardless of where 

they live, while ensuring timely access to quality health services, based on people‘s needs - 

not their ability to pay.   

 

It is the Alliance‘s strong belief that, in rural and remote areas, the Local Hospital Networks 

and the Medicare Locals should be based on and governed by existing regional communities 

of interest.   

 

In all cases, there must be close collaboration between the Medicare Local and the Local 

Hospital Network(s), for instance through shared strategic plans, some common members on 

their Boards and collaborating on shared functions, such as identifying the best pathways 

between services and assisting with patients‘ transition out of hospital to primary, sub-acute 

or aged care.   
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Governments should encourage the merger of the two entities into one wherever local 

community members and clinicians support such a move.  This is more likely to be the case in 

rural and remote areas.  Where the two new entities are established separately, they must have 

common boundaries, even where there is more than one Local Hospital Network within a 

Medicare Local. 

 

Initially, the establishment of the new entities should favour ‗localisation‘, with a larger 

number of smaller organisations.  This will allow genuine local ownership and will rectify the 

current situation in which management of hospitals and primary care is done ‗at a distance‘.   

 

Smaller Local Hospital Networks and Medicare Locals can achieve administrative economies 

and meet management challenges by sharing ‗back office‘ functions with other local 

businesses or with neighbouring LHNs and MLs, and through receiving special support for 

governance, management, training and operations.  The argument that the primary health care 

organisations must be large enough to prevent the majority of resources flowing to hospitals is 

not valid where small rural hospitals are key parts of the primary, aged, sub-acute and acute 

care systems.  

 

Rather than imposing new bureaucratic hierarchies by selecting ‗winners‘ and ‗losers‘ from 

the current Divisions Network for development into Medicare Locals, the strengths and 

experience of existing Divisions and of other local health networks must be sustained.  The 

possibility must be promoted for existing networks of Divisions, health services and local 

hospitals to evolve and share expertise, and to form coherent and complementary Medicare 

Local networks.  This is especially important for rural and remote communities where health 

services and professionals are scarce.   

 

It is absolutely essential that, in certain areas, the borders of both entities (or the borders of 

the combined entity where that exists) cross existing State and Territory boundaries to reflect 

existing communities of interest and patient flows. 

Legal structure and internal governance 

The Discussion Paper reminds its readers that the National Health and Hospitals Network 

Agreement states that Medicare Locals will be independent legal entities, not government 

bodies.  While the Commonwealth will be the primary funder of Medicare Locals, they will 

also be able to seek funding from other funding sources.  It is expected that Medicare Locals 

will remain not-for-profit organisations and that they will be established as public companies 

limited by guarantee – incorporated under the Commonwealth Corporations Act 2001.   

 

It is intended that Medicare Locals will operate with strong local governance including broad 

community and health professional representation, in addition to business and management 

expertise. 

 

Medicare Locals will continue to support health care providers, as Divisions of General 

Practice do at present, but to varying degrees across the network.  However the new bodies 

will establish and maintain strong links with a broader range of primary health care 

stakeholders in a more structured and consistent manner across both public and private 

sectors, including: 

 general practice (GPs and practice nurses); 

 other health professionals (allied health professionals, nurses and midwives, medical 

specialists, dental professionals); 



 12 

 health and non- health service providers (across the community health, Indigenous 

health, hospital, aged care, health education and training sectors); 

 community pharmacy; 

 non-government organisations; and  

 consumer and community representatives. 

 

The Discussion Paper reports that a key issue is to determine what governance arrangements 

are required within each Medicare Local, and not just at the Board level, in order to 

effectively perform the roles and functions of the organisation.  These functions include: 

 

 establishing formal linkages with Local Hospital Networks (which may include some 

common membership of governance structures where possible and appropriate); 

 effectively engaging with a broad range of local stakeholders; 

 setting strategic directions and determining priorities for the organisation in line with 

national policies and priorities; 

 managing budgets and allocating funds; 

 complying with legal, fiduciary, regulatory and reporting responsibilities; and 

 ensuring that the organisation is accountable to local communities and funders.  

What is needed to ensure that the structures and governance arrangements for 

Medicare Locals are flexible enough to deal with future changes in the health care 

system, including potentially different roles and responsibilities in primary health care? 

The Alliance agrees that Medicare Locals will require strong local governance, a skills-based 

Board (including strong community, business and management expertise), and structures and 

strategies for broad community and health professional representation. 

 

The changes implemented through the establishment of Medicare Locals need to be owned 

and thus strongly supported by interested parties (patients and clinicians) at local community 

levels, fit for local purpose, and rolled out in a logical sequence. 

 

In rural and remote communities, it will be critical that Medicare Locals draw on, learn from 

and support the many smaller groups of local health professionals, community leaders and 

service providers whose passion, flair and understanding of local culture will develop 

mechanisms to translate plans into implementation.   

 

These people need to be the right community leaders for that community rather than selected 

and imposed by the Medicare Locals or specified in other ways.  For example, specifying that 

a consultative group must include one or more health professionals from particular disciplines 

may not reflect properly the way primary care is provided in a particular area or to a particular 

population group.  

 

At the same time, given the smaller populations and wider distances, combined with health 

workforce shortages in rural communities, the longer hours worked by health professionals 

and the difficulties in attending face-to-face meetings, in their community engagement work 

Medicare Locals will need to be respectful and accommodating of the capacity of the local 

people to contribute.  For example, they will need to include consultation mechanisms that 

enable people to contribute in a range of different ways and provide sufficient time for them 

to have their say.  It will be critical that the governance structures are not centralised at 

regional level and disenfranchising of local people.  There may also be many situations where 

the same people are involved in the governance of the Local Hospital Network and the 
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Medicare Local, at which point the Alliance is keen to see flexibility for the two to combine if 

that is the wish of the local community.   

 

Given that the first 15 Medicare Locals are proposed to evolve from Divisions of General 

Practice, it will be critical that their governance models are inclusive of the full range of 

primary care professionals and health service providers in the region.  Local authorities, 

community service groups and other mainly voluntary bodies make important contributions to 

health and wellbeing, especially in rural and remote communities, and must be involved from 

the outset in governance considerations.   

 

Medicare Locals are likely to require additional support in governance and business models 

during their establishment phases, including robust mechanisms for managing conflicts of 

interest without undermining local ownership, opportunities and enthusiasm.  

 

It is also likely that the people contributing to consultations or in the governance structures for 

Medicare Locals will want to share experiences and learning with the people in other MLs or 

with their national health professional and consumer networks and there will need to be 

avenues and support, including resources, for this to occur.   

What other types of internal governance structures are needed to support the Board and 

the operations of the Medicare Local? 

Medicare Locals serving rural and remote communities will have additional needs for support 

with governance training, business processes and community engagement.  Addressing such 

requirements must include capacity building within local networks that is ongoing, as well as 

specialised advice during the establishment phases.   

 

Sharing of information, such as templates for policies and procedures and support and training 

for their implementation, as well as sharing backroom functions between smaller Medicare 

Locals and Local Hospital Networks, will be important in rural and remote communities 

where time and personnel are relatively short. 

 

The Report to the AGPN proposed that some spatially large rural and remote Medicare Locals 

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 

Medicare Locals (and Local Hospital Networks) 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 the 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 on access to health services, patient experience and other 

vital measures.   

Membership 

The Discussion Paper points out that if, as is expected, Medicare Locals are established as 

companies limited by guarantee, each one would be formed by a number of initial members.  



 14 

These members could range from a small number of individuals, such as the founding Board, 

individual primary care practitioners, including GPs, allied health and other health 

professionals, local health and aged care organisations or a wider range of members of the 

community.  At present, many members of Divisions of General Practice primarily have GPs 

as members, although in recent years some have broadened their membership.   

Who should the members of Medicare Locals be?  How should the membership be 

structured?  What rights should members have and should they be able to influence the 

governance or the activities of Medicare Locals? 

The Alliance does not wish to provide detailed answers to these questions at this time.   

Suffice it to say that if the reforms are to be effective, nothing is more important than the need 

for local ownership and engagement of the Medicare Locals and LHNs.   

 

The flexibility to develop arrangements for membership consultatively with local 

communities will be an important part of their establishment as different regions will have 

different needs and ideas of what will work best.  This will be particularly important for rural 

and remote communities.   

 

However, given the proposal that the first round of Medicare Locals will evolve from 

Divisions of General Practice, it is critical to overcome the concerns of community members 

and health professionals regarding a potential bias towards GPs and a strictly medical model 

of care.  As is the case with governance, membership and engagement must cover the full 

range of health and community interests involved across the region covered by the Medicare 

Local.  The Local Hospital Networks must also be taken into consideration and, where agreed 

by the communities they serve, joint arrangements must be possible.   

Clinical governance 

The Discussion Paper indicates that clinical governance will be a key component of the role 

of Medicare Locals, relating to Objective 3: ―Provide support to clinicians and service 

providers to improve patient care‖.  Medicare Locals will assist primary care providers to 

meet safety and quality standards of service delivery in their local community, and monitor 

and provide feedback to providers on their performance.  They will support clinicians without 

becoming involved in clinical decision making about individual patients. 

 

As part of the National Health and Hospital Network reforms, Local Lead Clinician groups 

will be established across Australia.  A primary role of these groups will be to provide clinical 

leadership, expertise and advice to Local Hospital Networks.   

 

The Discussion Paper highlights the fact that a key issue for Medicare Locals will be how to 

engage with Local Lead Clinician Groups to support the provision of high quality care across 

local primary and acute care services.   

What aspects of clinical governance should Medicare Locals be responsible for? 

It is critical that safety requirements for primary care in rural and remote communities take 

full account of the potential safety risks for patients, not only of the primary care that is 

available to them close to home, but also the risks of not having such care close to home.  

These include the risks associated with travelling large distances over poor roads or in 

difficult conditions to receive care; travelling when injured or in ill health; receiving care a 

long way home without the support of family and friends; or not travelling and therefore not 

receiving care because it is not affordable or too far from family responsibilities.   
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It is also critical that primary care safety requirements take into account the nature of primary 

care services and the composition of the primary care workforce in rural and remote 

communities.  Safety requirements must be designed to be supportive and achievable for 

health professionals in the rural and remote environments in which they work.   

 

Rural and remote health professionals often face a higher burden of compliance with 

changing accreditation requirements.  They may well face higher costs and reduced 

availability of technological and change management support compared with urban settings, 

on top of ongoing challenges such as health workforce shortages, long hours and a broader 

scope of practice.   

The Alliance recommends further clarification of how safety standards will apply to the 

flexible models of care that are in practice or being developed to improve access to services 

for people in rural and remote communities - and how Medicare Locals and Local Hospital 

Networks will be involved with the setting and monitoring of those standards.   

For example, small rural hospitals, which are highly valued by many rural and remote 

communities for the local access to health care they provide, need to provide certain high risk 

services in an emergency or to minimise the trauma of travel or separation for a sick family 

member, or to support step down or palliative care closer to home.  Where such arrangements 

are undertaken in collaboration with a tertiary hospital, the tertiary service should perhaps 

share responsibility and costs for the implementation of the standards, including the guidance 

and advice it provides to the rural hospital or health service, as part of Local Hospital 

Network requirements.   

Other models of care which may involve some high risk service delivery in a primary care 

setting include procedural services provided by visiting specialists, collaborative 

multidisciplinary care through ‗hub and spoke‘ arrangements, and mentoring and support 

provided by specialists to remote local health professionals for the conduct of procedures in 

emergency situations or more routinely for services that would not otherwise be available 

locally.  There are also collaborative maternity services, use of telemedicine services such as 

dermatology or radiology advice to support local treatment, case conferencing, palliative care 

close to home, Aboriginal and Torres Strait Islander health services, dental outreach services 

and so on. 

Options for collaborative arrangements that minimise the burden on smaller rural services and 

stretched rural health professionals, while maximising safe, good quality access to services 

through outreach or remote support from urban or regional centres, should be explored in 

more detail.  It is critical that the expectations on small rural and remote services are practical 

and appropriate for them and do not act as a deterrent to their maintenance.  

To overcome barriers such as travel costs and lack of locum or back-up cover during 

absences, there need to be strategies to bring support and training to health professionals in 

rural and remote communities.  The administrative burden involved in such back-up also 

needs to be considered, especially for health professionals such as remote area nurses 

providing frontline care with little office support. 

Transfers and referrals to more specialised services in regional or urban centres are an integral 

part of good quality health care for rural and remote communities, but such arrangements 

need to be safely managed and take into account the needs of patients and their families as 

well as system efficiencies.  The more specialised service to which the patient is being 
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referred may be able to provide collaborative or administrative support to the rural health 

service in implementing, for example, the clinical handover standard.   

Consumer feedback through the Healthy Communities reports, analysed by location of the 

respondents, will help to ensure the balance rural and remote people are looking for between 

access to essential health care services close to home and the recognition that they will need 

to travel for access to more specialised services.  Rural health service providers are very 

aware of the need to balance safety and quality of care with patient choice, social and family 

needs including the risks and costs associated with travel on country roads to access services 

not available locally. 

What is required to ensure appropriate linkages between Medicare Locals’ clinical 

governance and Local Lead Clinician Groups? 

The Alliance is concerned that Local Lead Clinician Groups that are centred around major 

teaching hospitals or even around regional hospitals will fail to address the issues raised 

above about balancing safety and quality with access to health care in rural and remote 

communities.  If such a proposal goes ahead, it will be critical that truly local primary care 

practitioners are involved and supported to be involved within the constraints of the practice 

challenges they face. 

Boundaries 

Response to question: Additional comments further to previous consultation 

Regions based on arbitrary population size from 250,000 to 500,000 people might be suitable 

for some high density areas but in rural and remote areas they would be far too large in terms 

of distance and very unlikely to be communities of interest in terms of commerce, transport, 

patient ‗flows‘, local administration or media catchments.  They would certainly be spatially 

too large to achieve good health service integration and community and health service 

provider support.   

 

The figures of 250,000 to 500,000 people correspond to UK approaches where Primary 

Health Care Trusts were fundholders for a fully needs-based approach to health funding, 

including for the funding and commissioning of diagnostics, pharmacy and hospital 

admissions.  Canadian figures suggest that only 25,000 to 40,000 are required for capitation 

funding for primary care.  While such fundholding does not exist in Australian Divisions, they 

range from less than 30,000 to about 400,000, with an average of about 175,000.  Equivalent 

organisations in New Zealand are also relatively small in population size as well as more 

geographically self-contained. 

 

Medicare Locals will not work well in rural and remote areas if they span huge geographic 

distances or difficult terrain, or if they ignore natural communities of interest - such as is 

apparently proposed in NT, Tasmania and South Australia.  In areas of this size there are not 

the professional contacts nor the sense of local ownership and control needed to make the new 

entities work.  The opportunity for cross-border regions is important to natural communities 

of interest and patient flows.  Central Australia, the Top End and some NSW/Victorian 

regions are examples of where designated regions need to follow natural population flows to 

larger centres. 
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3. How will Medicare Locals interact with patients and providers? 

The Discussion Paper reports that the National Performance Authority will monitor and report 

on the performance of Medicare Locals and will produce Healthy Communities reports  – 

which will help Australians make more informed choices about their health services and help 

to ensure that the quality of primary care continues to improve. 

 

These reports will be easy to access and will include, on a nationally consistent basis, local 

and regional area information including on: 

 preventive health risk factors and other measures of community health and wellbeing; 

 access to GP services and out-of-hours GP care; and   

 the extent to which the health system is working in a coordinated way, for example, 

through the number of avoidable hospital admissions and trends in this information 

over time.   

How can communities best be supported to fully participate in the activities of Medicare 

Locals?   What can Medicare Locals do to facilitate stronger community participation in 

local primary health care service planning and delivery?  What kinds of information 

would be appropriate to provide in Healthy Community Reports? 

The Alliance subscribes to the view that reporting should be against a select group of 

indicators and believes that there are sufficient high level outcomes already agreed to or 

suggested in the National Healthcare Agreement, related Partnership Agreements and Plans, 

and the National Health and Hospitals Network Agreement.  For example, the National 

Healthcare Agreement has set targets and progress measures in preventive, primary, acute and 

aged care domains.  However, the Baseline Performance Report finds that while robust 

performance indicators are available to monitor some measures of progress toward these 

outcomes, some (such as the adequacy of access to primary care professionals) require further 

development, and still others are not yet broken down by rurality.   

 

From the Alliance‘s point of view, whatever performance indicators are available nationally 

should be available to the public by rurality (ie by ASGC-RA category).  The focus should be 

on hard measures that can change in the short term through government action, rather than 

measures of health outcomes that have long lead times.  Data on access to MBS-funded 

services by rurality is one critical deliverable to which the Commonwealth could and should 

commit. 

 

The Commonwealth should ask the States and Territories to allocate at least 30 per cent of the 

Commonwealth‘s additional funding for hospitals to rural and remote areas (for beds, 

emergency departments, elective surgery, subacute, mental health, palliative care etc), 

recognising the flexibility for equivalent resources to be better directed in rural and remote 

areas to services that are, in local community terms, ‗better than beds‘.  Annual reporting on 

these rural and remote allocations should be required. 

 

Healthy Community reports by Medicare Locals should feed into and complement these 

national data sets and contribute richness on how well the measures they are taking are 

penetrating across the rural and remote areas they serve, rather than averaging it out across the 

region.   

 

In particular, Medicare Locals and Local Hospital Networks should contribute valuable 

evidence through such data series as potentially preventable hospitalisations, which currently 

increase by remoteness for a range of chronic, acute and vaccine-preventable conditions.  
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Reports by rurality on preventable hospitalisations would provide a good measure of overall 

progress with health reform and keep important rural and remote issues in the spotlight. 

  

Where rural inequity is apparent at baseline, or becomes apparent after data improvements, 

progress measures and targeted strategies for improving equity should be agreed and reported 

on as a subset of national planning and reporting.   

 

Consumer feedback through the Healthy Communities reports on issues such as safety and 

access to essential health care and out-of-pocket costs, analysed by rurality, will guide and 

justify further moves to invest in improved health outcomes for rural, regional and remote 

areas. 

 

Effective Medicare Locals and Local Hospital Networks, the relationships between them in 

each area and the connections they have with higher order service centres, will be the main 

determinants of better health in the bush and greater equity of health service access for many 

years to come. 

 

 

 

NRHA 

November 2010 
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Attachment 

 

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 

 

 


