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THE VISION FOR GENERAL PRACTICE INTO THE
21ST CENTURY

General practitioners will

• be unified in their purpose of providing quality medical care to individuals,
families and the community,

• have partnerships with patients and carers that promote maximum independence,
self-care and self-responsibility for health,

• be assisted in the care of patients through utilising advanced technology,
electronic communication links with providers of health services, and
information systems to guide best practice,

• be able to develop initiatives in primary health care and create opportunities for
better patient care as a result of the shift of resources from hospitals to
communities,

• be actively involved in research, evaluation and teaching and be appropriately
remunerated for these activities,

• acknowledge the diversity of their profession and show respect and open-
mindedness in dealing with each other and other health professionals,

• embrace the team approach that ensures their central role in the coordination and
integration of health care,

• be recognised for their essential role in health care delivery through appropriate
remuneration and support,

• be proud to work in general practice.

General practice will

• provide a well-trained workforce that operates within a recognised discipline of
knowledge and skills supported by systems designed to ensure that skills are
maintained and developed,

• remain the prime entry point to specialists and other medical services,

• have a variety of practice models to meet differing community needs and settings
that support professional independence in the interests of quality care,

• play a pivotal role in the management of chronic illness in the community,

• ensure that medical schools provide a strong focus on primary health care in
medical curricula and provide inspirational general practice teachers and role
models,
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• have an accreditation process that is supported by patients, the community and
general practitioners,

• have clear and well-developed mechanisms for consultation with consumers,
governments and others who impact on primary health,

• have a recognised role in the planning and development of health services and be
an active participant in the ongoing evaluation of the effects of policy
implementation,

• be positioned at the heart of the health care system through collaborative efforts
with consumers, Divisions of General Practice and other groups, enabling
patients and communities to receive seamless delivery of their health care.
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Summary

The Commonwealth Minister for Health and Family Services, the Hon. Dr Michael
Wooldridge MP, asked the General Practice Strategy Review Group to review the
General Practice Strategy’s progress to date, to identify achievements and areas for
improvement, and to provide advice on future directions. In particular, the Review was
to consider the future of the Better Practice Program and provide advice on an
appropriate consultative structure.

This report describes the conduct of the Review, the matters raised in submissions and
during the extensive consultation process, and the Review Group’s thinking about the
future. It attempts to capture the essence of the debate and the complexity of issues the
Review Group has grappled with. Obviously, considering the myriad viewpoints
presented, not all members of the Review Group agree with all the interpretations in the
text.

Since the late 1980s there have been a number of important changes in general practice.
In examining the various approaches to defining the General Practice Strategy, the
Review Group decided to consider the Strategy as an evolutionary process embracing
the many changes that have occurred in general practice since the introduction of
vocational registration in 1989.

In responding to its terms of reference, the Review Group chose to give particular
emphasis to its third term of reference— to provide advice about the future. It did this on
the basis that general practice is already in a state of flux as a result of wide-ranging
changes both internal and external to the profession.

The principal test of the Strategy is whether the original problems have been redressed
or persist, the extent to which the Strategy provides a solid platform for building for the
future, and which elements of the Strategy need to be modified.

The Review Group is aware of the controversy and disagreement resulting from the
Strategy and the fact that the impact on some GPs has been limited. Nevertheless, the
Group concludes that the overall effect of the changes that have occurred in general
practice has been profound; in some areas the changes have stimulated international
acclaim. The Divisions of General Practice have created a bridge between general
practice and the health care system. New funding arrangements have been implemented,
with varying degrees of acceptance by the profession. The Rural Incentives Program has
brought much relief for rural practitioners. The General Practice Evaluation Program has
provided data and information previously unavailable in Australia. These initiatives have
also contributed to building the general practice academic workforce.

The Review Group sees a need for a more sophisticated and collaborative approach in
improving general practice, to manage the tensions about agendas, time pressures,
ownership and control.

Low morale among GPs has been identified as a serious concern. GPs feel increasingly
isolated within a changing health system. A lack of information, loss of trust in
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government, and a sense of confusion about the role of GP representative organisations
have aggravated the situation.

The Review Group has developed a Vision for the future of general practice that speaks
of unity in delivering quality, better support and relationships with others. Realising this
Vision will require the profession to take advantage of the many potential opportunities
available for it. This can be done only through a formal partnership between general
practice, the Commonwealth Government, and consumers.

At all times the Review Group has tried to bear in mind the perspectives of individual
GPs, consumers and governments, as well as taking an ‘overarching’ view from the
national perspective— what are the implications for general practice as an industry, a
discipline or a profession?

A number of matters warrant immediate action:

• replacing the Better Practice Program with a ‘Practice Incentives Program’ that
recognises the participation of practices in the accreditation process and takes
account of the pressures of rural practice, the special contribution of teaching
practices, and the need to encourage practices to computerise and to reward
them for their efforts in after-hours care and achieving targeted outcomes in
areas such as immunisation;

• developing and supporting greater use of information technology;

• strengthening the quality framework by increasing the opportunities for doctors
working in general practices to become recognised GPs;

• promoting new practice organisation arrangements to encourage efficiency and
provide better lifestyle and career choices for GPs.

The Review Group has made a series of recommendations designed to support and
enhance quality. They involve recognition of the importance of training, continuous
quality assurance, and the need for a statement about the appropriate level of service
that can be provided with safety.

Greater choice about forms of payment is necessary, as are greater financial certainty
and predictability for both government and general practice. This will mean compromise
on both sides: the Review Group outlines a process for achieving this.

Many people do not have full access to GPs’ skills and services: rural populations,
disadvantaged groups, Indigenous Australians, some people with chronic illness, and so
on. Innovative solutions are needed. In rural areas the situation could be greatly
improved if existing incentives were better targeted and if retention payments were
offered to encourage GPs to stay longer.

There is scope for an expanded role for GPs in public health. This will involve engaging
GPs in activities beyond individual patient care.

Greater use of evidence is necessary, both in public policy and in clinical practice.
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Support for a better focused research, evaluation and development program is required,
as is a range of strategies to increase critical-appraisal skills.

Unity and a focus on positive management of change are essential to achieve the new
agenda for general practice.

The Review Group calls on national general practice organisations, governments and
consumers to support the Vision for general practice into the 21st century.
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The recommendations of the General Practice Strategy
Review Group

The following consolidated list of recommendations is divided into two sections. The
first section presents the key recommendations emanating from the Review. The second
section presents the recommendations as they appear in the various chapters of the
report.

Section 1 Key recommendations

There should be endorsement of a Vision for the future of general practice to unify
the profession and efforts to improve quality. Achieving such a Vision requires a
new partnership.

That national GP organisations endorse the Vision for the future of general practice as
the basis for cooperation and collaboration between GP groups.

That the Commonwealth and State and Territory Governments endorse the Vision as the
basis for partnerships and collaboration.

That GP organisations further develop and implement leadership courses to assist those
GPs who wish to make a contribution to the advancement of general practice in
Australia.

That there be a new partnership formed between general practice, consumers and the
Government.

That this partnership be progressed through the establishment of a new General Practice
Partnership Advisory Council, with membership as outlined.

The role and scope of general practice services needs to be better defined for the
community and the role should be expanded.

That the RACGP in consultation with other organisations representing general practice,
consumers, governments and other health care providers develop a definitive document
that defines the role and scope of general practice. This should as a minimum

• be a listing of the core services of a general practice that should be available
through any general practice, including the technical and medical services. The
provision of these core services might eventually become one of the
requirements for accreditation as a general practice;

• include a definition of a general practitioner that reflects the unique contribution
that a general practitioner can make to health care;
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• be written in simple, non-technical language easily understood by consumers and
other interested parties.

That the Commonwealth, State and Territory health authorities be encouraged to
negotiate with general practice to identify ways to assist Divisions and GPs in the
management of people with chronic illness.

That methods of funding to encourage improved care for people with chronic and
complex conditions be explored through the partnership agreement as a matter of
urgency.

That GPs be assisted to have a broader role in public health.

That the role of general practice in Indigenous health be recognised formally as an area
to be addressed by the proposed General Practice Partnership Advisory Council.

That the General Practice Indigenous Health Support Program be established and
dedicated new funding be provided to support improved recruitment and retention of
GPs in Indigenous health practice— both public and private, in both community-
controlled and mainstream services, and in both urban and rural and remote areas— and
that indicators of the Program’s effectiveness be developed.

That, in the implementation of the General Practice Indigenous Health Support
Program, consideration be given to the establishment of a network to link and support
doctors working in Indigenous health.

That the design of all elements of the new general practice partnership arrangements
take into account the potential to improve the role of GPs in Indigenous health. In
particular, the revised blended payments mechanisms should, wherever relevant, allow
for recognition of both GPs and general practices working in Indigenous health and
develop performance indicators to assess their effectiveness in this regard.

That retention grants be introduced which are directly related to length of stay and
service in a rural/remote community and take account of rurality/remoteness and time.

New organisational arrangements are needed to better support general practice.
This should take account of community needs.

That a program be developed and implemented over the next five years to assist general
practices to embrace micro-economic reform, which should include improved practice
and workforce efficiencies, amalgamation of practices, and other models of cooperative
working.

That, following implementation of the program proposed in Recommendation 34, a
mechanism be developed for a planning framework to address the distribution of general
practices and to encourage the establishment of new practices in areas of need. This
mechanism should be based on an exploration of the issues and on the development of
guidelines agreed between consumers, GPs and the Government.
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That the minimum data set of workforce data for general practice be defined under the
auspices of the General Practice Partnership Advisory Council.

There should be a strengthening of efforts to achieve higher quality.

That general practice adopt the Institute of Medicine definition of quality:

Quality is the degree to which health services for individuals and the population
increase the likelihood of desired health outcomes and are consistent with current
professional knowledge.

Appropriate initiatives designed to achieve this should be supported.

That GP organisations and governments endorse a quality framework for doctors
working in general practice that requires all such doctors to achieve, maintain and
demonstrate their competence for this or to work under supervision in arrangements that
meet standards developed, maintained and monitored by general practice.

That national GP organisations actively promote participation in the accreditation
process and that practices apply for accreditation.

That all parties with a role in developing and implementing clinical practice guidelines
apply and disseminate widely the ‘principles to guide the further development and
implementation of clinical practice guidelines in general practice’. That all key parties
collaborate to implement clinical practice guidelines in Australian general practice.

That, in the interests of quality and safety, the RACGP, with the support of other
national GP organisations, research and jointly develop within 12 months a statement on
what level of services in a defined period it is appropriate for GPs as individuals to
provide, taking into account what is a reasonable workload for safe practice, a balanced
lifestyle and the time required to provide appropriate care for each patient.

Achieving a greater uptake of information management and technology is vital for
the future.

That general practitioners, national GP organisations and governments recognise that
increased uptake of information management and information technology is vital to the
future of general practice.

That the Commonwealth Government support the RACGP–AMA ‘Principles for
Implementation of Computerisation in General Practice’, taking initiatives to encourage
the rapid development of software that meets appropriate standards for general practice
and the rapid uptake of appropriate hardware and software that will support better
information management in clinical practice.

That funds be provided to an organisation, such as Standards Australia, to set standards
that should be met by information systems in Australian general practice, particularly for
a Good Australian Health Record architecture based on the European model. Funding



Changing the Future through Partnerships

xx

should be provided to enable the relevant standards to be established in a maximum
period of 12 months.

Such standards should cover the following:

• security and privacy;

• data dictionaries and data sets;

• terminology and coding systems;

• quality information management systems and tools, especially a new Australian
Health Record and prescribing and clinical support systems;

• communication standards;

• software prescribing products that incorporate a ‘quality use of medicines’
approach.

That the Minister support GP organisations in their negotiations with the Australian
Taxation Office to secure sales tax exemptions/accelerated write-offs for both computer
systems and software that meets minimum standards for clinical and epidemiological
purposes in general practice.

General practice financing should provide greater certainty and choice.

That the Commonwealth Government agree in principle to full annual indexation of its
total funding for general practice services, including Medicare Benefits Schedule fees.
The question of how to implement this within a context of an understanding of overall
growth in Commonwealth outlays on GP services should be referred to the proposed
General Practice Partnership Advisory Council for inclusion in the proposed partnership
agreement.

That, in the next six months, the Commonwealth Government and representatives from
general practice organisations enter into negotiations to develop a five-year financing
agreement.

That the fee-for-service component of the blended payment system minimise perverse
incentives and maximise incentives for good-quality care.

Mechanisms should be explored to minimise the perverse incentives of the fee-for-
service component of the blended payment system and maximise incentives for good-
quality care.

That the proposed new item structure for attendance items developed for the Relative
Value Study be implemented as soon as practicable once a better understanding of the
effect of its early introduction is achieved. The Review Group considers that this will
address, in part, some of the perverse incentives in the existing structure.
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The current Better Practice Program should be replaced by a new form of
funding— the Practice Incentives Program.

That the current Better Practice Program be replaced by a new form of non–volume
related funding comprising a system of targeted programs that over time will operate
with a single entry point. The new Program should be called the Practice Incentives
Program.

That the use of the continuity index be abolished.

That the Practice Incentives Program comprise a number of discrete elements that
recognise different aspects of general practice. These enable payments for

• data— basic data collection about the practice and a higher level of payment for
de-identified data for a divisional database. This would provide an incentive for
computerisation and encourage practices to focus on population health;

• after hours— after-hours access for patients and a higher level of payment for
greater levels of participation in after-hours care;

• targeted incentive programs— the first example is the Immunisation Incentives
Program;

• rurality— rural practices, at higher levels in more remote areas;

• teaching practices— a base amount for accreditation for teaching and at higher
levels depending on the extent and nature of involvement.

Divisions of General Practice have an integral role in achieving the Vision for the
future of general practice.

That Divisions of General Practice continue to be supported as they are integral to the
implementation of the Review Group’s Vision for the future of general practice.

That Divisions of General Practice provide a corporate identity for all GPs at the local
level, serving to improve health services and population health outcomes through the
provision of an organisational infrastructure with clinical, management and professional
support for GPs.

Section 2 Full list of recommendations, by chapter

Vision and partnership

1 That national GP organisations endorse the Vision for the future of general
practice as the basis for cooperation and collaboration between GP groups.

2 That the Commonwealth and State and Territory Governments endorse
the Vision as the basis for partnerships and collaboration.
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3 That, as soon as possible after the release of the report, a workshop be held with
the aim of generating understanding of, and consensus and support for, the
Vision and the recommendations of the Review Group.

Creating partnerships

4 That Divisions of General Practice be required, as part of their formal outcomes
contract, to specify their areas of partnership and alliances with consumers,
specialists and other professional groups.

5 That funds be made available within the Divisions and Project Grants Program
for the development of management education and training appropriate to the
needs of Divisions, State Based Organisations and Rural Workforce Agencies.
Divisions, State Based Organisations and Rural Workforce Agencies should have
ready access to such management training to encourage the longer term
development of cohorts of GPs who are able to undertake management roles.

6 That Divisions encourage participation in these programs by GP registrars and
undergraduate medical students.

7 That national GP organisations continue to support and sponsor forums that
encourage as many GPs as possible to engage in debate about the General
Practice Strategy and other matters that affect the future of general practice.

8 That GP organisations further develop and implement leadership courses
to assist those GPs who wish to make a contribution to the advancement of
general practice in Australia.

9 That there be a new partnership formed between general practice,
consumers and the Government.

10 That this partnership be progressed through the establishment of a new
General Practice Partnership Advisory Council, with membership as
outlined.

11 That the general practice and consumer membership of the General Practice
Partnership Advisory Council encompass the broad diversity of general practice,
including gender balance, urban and rural interests, doctors in training and the
range of State and Territory jurisdictions where possible.

12 That the interests of general practice be best served by the organisations
representing general practice conducting negotiations with the Commonwealth
Government through the proposed structures.

Consumer and community issues

13 That the introduction of compulsory patient linkages at this time is not
supported.
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14 That the proposed General Practice Partnership Advisory Council, which
includes consumers, further investigate voluntary patient linkage to practices.

15 That research be funded to examine, in collaboration with consumers, the
reasons why some consumers appear to make inappropriate use of general
practice services, and that the findings of this research be addressed by the
General Practice Partnership Advisory Council.

16 That consumers be actively involved in all planning structures and processes that
relate to health planning, policy and service delivery to improve the quality of
and access to general practice services. Specifically that

• there be a minimum of two consumer representatives on the proposed
General Practice Partnership Advisory Council;

• Divisions strengthen formal links with consumers and incorporate
consumer views into their activities and decisions;

• consumers be encouraged to participate in initiatives to increase the
number of GPs in rural and remote areas;

• entry into the new form of the Better Practice Program will retain a
requirement that practices have a patient feedback instrument and readily
available practice information as incorporated in the accreditation
process;

• consumers continue to have an important role in the accreditation
process.

17 That consumer health groups invite GP participation when considering general
practice issues.

18 To enable consumers to play effective and meaningful roles, that there be

• funding for participation, networking, policy development and support;

• education programs for consumer representatives;

• measures to identify and encourage a greater number of individuals
willing to accept the responsibilities of representing consumers.

What is a general practitioner?

19 That provider numbers for doctors wishing to enter general practice continue to
be restricted to doctors who are in or have completed a training program leading
to the Fellowship of the RACGP or equivalent.
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20 That the Australian Medical Council be requested to review the undergraduate
medical curriculum with a view to

• improving the understanding of the role of general practice in the delivery
of health care in the community;

• increasing the general practice content in medical education;

• reflecting this increased content in the amount of time spent on general
practice teaching, especially in rural general practice.

21 That GPs be assisted to have a broader role in public health.

22 That Divisions of General Practice facilitate and undertake a range of public
health activities as part of core business. They should establish a close working
relationship with public health networks, with a particular emphasis on Divisions
playing a brokerage role to guide the overall profile of GPs’ public health
activities.

23 That the Public Health Workforce Working Group of the National Public Health
Partnership identify measures that will enable trained public health practitioners
to work in close relationships with Divisions of General Practice on local public
health initiatives.

24 • That a dedicated pool of funds be established and made available to
Divisions specifically to fund GPs to develop and apply skills in public
health initiatives.

• That GPs be remunerated for these public health initiatives on a sessional
or an hourly basis.

• That when calculating the pool of funds available for this remuneration
the Commonwealth take into account savings made by substitution of
this work for the GPs’ usual fee-for-service activity and flow-on costs.

• That the program be evaluated within 18 months.

General practitioners: workforce, profile and trends and improved workforce
planning

25 That GP organisations work towards attaining equitable gender representation at
all levels within organisations and on representative and consultative groups.

26 That the Australian Medical Workforce Advisory Committee and the proposed
General Practice Partnership Advisory Council collaborate to keep the number of
training places under review in the light of emerging workforce trends and
provide joint advice as necessary to the Commonwealth Health Minister on the
number of training places required annually for general practice.
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27 That general practice have additional formal representation on the Australian
Medical Workforce Advisory Committee with immediate effect to ensure that
general practice data and issues are fully taken into account in AMWAC’s
reports and advice to Health Ministers.

28 That the minimum data set of workforce data for general practice be
defined under the auspices of the General Practice Partnership Advisory
Council.

29 That a core role for Divisions be the task of collection and distribution of an
agreed standardised national minimum workforce data set:

• to local GPs, consumers, local health authorities and other interested
local parties;

• to Rural Workforce Agencies for collation and as an agent for State
Based Organisations for further processing and distribution to State and
national bodies engaged in workforce planning.

30 The Review Group recommends against the introduction of geographic controls
on provider numbers, but the majority recommends that the issue and other
mechanisms to achieve this intent be further explored through the proposed
consultative structure for general practice.

31 In the further exploration of geographical provider numbers, that the specific
concerns and future career needs of medical students and prospective and
current GP registrars be formally recognised.

What is a general practice?

32 That the RACGP in consultation with other organisations representing
general practice, consumers, governments and other health care providers
develop a definitive document that defines the role and scope of general
practice. This should as a minimum

• be a listing of the core services of a general practice that should be
available through any general practice, including the technical and
medical services. The provision of these core services might
eventually become one of the requirements for accreditation as a
general practice;

• includes a definition of a general practitioner that reflects the
unique contribution that a general practitioner can make to health
care;

• be written in simple, non-technical language easily understood by
consumers and other interested parties.

33 That, because of new approaches to remuneration, including blended payments,
some of which are made to practice owners in recognition of the contribution of
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individual doctors, the organisations representing general practice assist owners
of medical practices, and doctors who work for them, by developing equitable
model agreements.

General practice as an industry

34 That a program be developed and implemented over the next five years to
assist general practices to embrace micro-economic reform, which should
include improved practice and workforce efficiencies, amalgamation of
practices, and other models of cooperative working.

35 That, following implementation of the program proposed in
Recommendation 34, a mechanism be developed for a planning framework
to address the distribution of general practices and to encourage the
establishment of new practices in areas of need. This mechanism should be
based on an exploration of the issues and on the development of guidelines
agreed between consumers, GPs and the Government.

General practice careers

36 That the future organisational arrangements of general practices provide
increased scope for GPs to have flexible working arrangements and to
experience a range of career opportunities and pathways throughout their
working life, in particular recognising the career interruptions associated with
young families.

37 That practices be encouraged and supported to become teaching practices at
both the undergraduate and postgraduate levels and that accreditation
arrangements for this purpose be further developed by the RACGP, universities
and the Australian College of Rural and Remote Medicine.

38 That, in view of the increasing importance of community-based care and the
central role of general practice in this, medical schools introduce measures that,
over time, will increase the number of academic positions in general practice so
that the number more closely reflects the relative proportion of GPs in the
medical workforce.

39 That there be a commitment to encouraging general practice research at both the
undergraduate and postgraduate levels.

40 That Divisions of General Practice be assisted to encourage a research-based
culture by developing strategic links with academic departments of general
practice, which, if adequately funded, could provide support for and foster a
rigorous methodology and expansion of critical-appraisal skills throughout the
whole of general practice.

41 That opportunities be created by relevant GP bodies to encourage continuing
medical education and quality assurance activities with a research focus.
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42 That the RACGP review the components of its continuing medical education and
quality assurance program to ensure that appropriate recognition is provided for
skills maintenance and enhancement gained through teaching, research and other
professional development.

43 That opportunities be created through the RACGP, the Australian College of
Rural and Remote Medicine, Divisions of General Practice and universities to re-
skill and upgrade skills to enable general practitioners to fulfil the expanding
roles and functions that are likely to develop over the next five years and to
assist those doctors re-entering general practice after a period of absence.

Unmet community needs: disadvantaged urban and rural people

44 That special workforce initiatives, with a particular emphasis on training and
professional development, career structures and practice organisation, be
introduced to improve the match between the provision of general practice
services and the seriousness of the need for primary medical care.

45 That evaluation frameworks for each element of the new strategy include an
evaluation of the extent to which general practice is meeting the needs of
disadvantaged groups and what might be introduced to meet these needs more
effectively.

Care for people with chronic illness

46 That resources be allocated for research into the roles and tasks of general
practice in the care of people with chronic illness, particularly to identify factors
that enable GPs to improve the quality and effectiveness of such care.

47 That a range of supports be made available through Divisions of General
Practice to enable GPs to improve the provision of care for people with chronic
illness.

48 That the Commonwealth, State and Territory health authorities be
encouraged to negotiate with general practice to identify ways to assist
Divisions and GPs in the management of people with chronic illness.

49 That Divisions of General Practice facilitate uptake of a range of initiatives that
enable GPs to improve provision of care for people with chronic illness.

The role of general practice in Indigenous health

50 That the role of general practice in Indigenous health be recognised
formally as an area to be addressed by the proposed General Practice
Partnership Advisory Council.

51 That the General Practice Indigenous Health Support Program be
established and dedicated new funding be provided to support improved
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recruitment and retention of GPs in Indigenous health practice— both
public and private, in both community-controlled and mainstream services,
and in both urban and rural and remote areas— and that indicators of the
Program’s effectiveness be developed.

52 That, in the implementation of the General Practice Indigenous Health
Support Program, consideration be given to the establishment of a network
to link and support doctors working in Indigenous health.

53 That the design of all elements of the new general practice partnership
arrangements take into account the potential to improve the role of GPs in
Indigenous health. In particular, the revised blended payments mechanisms
should, wherever relevant, allow for recognition of both GPs and general
practices working in Indigenous health and develop performance indicators
to assess their effectiveness in this regard.

54 That steps be taken to improve the access of Indigenous people to the resources
available through Medicare and the Pharmaceutical Benefits Scheme.

55 That, in order to inform the ongoing development of the General Practice
Indigenous Health Support Program, research be conducted in 1998–99, in
association with the Office of Aboriginal and Torres Strait Islander Health
Services, into the most effective mechanisms for recruiting and retaining
appropriately qualified GPs in Indigenous health practice.

56 That there be specific professional support for Indigenous medical practitioners
across the spectrum of general practice, regardless of whether they are practising
in Indigenous health or not, although this should not extend to industrial issues.

57 That a consultancy be established, in association with the Office of Aboriginal
and Torres Strait Islander Health Services, to investigate the issues of creating
distinct and attractive career paths in Indigenous health and how movement
between the different paths, including mainstream general practice, could be
facilitated.

Rural and remote settings

58 That the rurality index be further developed and validated to better define
rurality and remoteness, to better target incentives.

59 That new strategies to support women rural GPs be developed at individual,
practice, local, State and Northern Territory and national levels, in health
services and community environments to improve recruitment and retention of
female GPs in rural areas.

60 That, in the context of rural workforce planning, national GP organisations
acknowledge that the rural and remote general practitioner must be first and
foremost a ‘generalist’ who may require additional education and training
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opportunities and facilities to upskill to provide the services to the community in
which he or she practices.

61 That strategies be introduced or further developed to enable GPs to gain the
necessary additional skills required for the community in which they practice.

62 That broad national guidelines and an evaluation framework be developed before
devolution of the Rural Incentives Program occurs. The national guidelines
should support a flexible application of the Program at a local level in order to be
more customer focused.

63 Given the current shortage of rural and remote GPs, that an overall increase in
funding to support rural and remote general practice be provided for initiatives
developed under the Rural Incentives Program.

64 That the current Rural Medical Family Network continue and be supported
financially and administratively by the Rural Workforce Agencies.

65 That the current Rural Incentives Program and continuing medical education and
locum support programs continue and that standards for both locums and
practices be developed to ensure that expectations on both sides are clearly
articulated and understood.

66 That retention grants be introduced which are directly related to length of
stay and service in a rural or remote community and take account of
rurality and remoteness and time.

67 That

• additional funding be provided to expand the Rural Undergraduate
Support Program,

• the John Flynn Scholarship Scheme for medical students be continued,

• scholarships (such as those provided by the Army) and other strategies
such as waiving HECS for medical undergraduates who are prepared to
take up rural and remote general practice be considered.

68 That models of sustainable rural and remote general practice services be
recognised as distinctive and specific to the rural context and be further explored
by the General Practice Partnership Advisory Council.

A quality framework

69 That general practice adopt the Institute of Medicine definition of quality:

Quality is the degree to which health services for individuals and the
population increase the likelihood of desired health outcomes and are
consistent with current professional knowledge.
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Appropriate initiatives designed to achieve this should be supported.

70 That research be commissioned to review, identify and, where necessary,
develop a comprehensive set of indicators and associated minimum data set to
measure quality in general practice.

71 That, once the data set is developed, the necessary data gathering be undertaken
routinely and the resulting de-identified data collections be published regularly.

72 That the set of indicators be reviewed and refined over time to ensure its
continued relevance to measuring quality in general practice.

73 That the associated de-identified data collections be made available to interested
parties for further analysis.

74 That funds be made available for targeted research to identify best practice
approaches to the delivery of care, including cost-effectiveness, for conditions
commonly treated and managed in general practice.

75 That the Royal Australian College of General Practitioners further develop
standards for high-quality general practice, including expanding the scope of the
standards to include the quality of the services provided.

76 That the RACGP in consultation with other GP organisations and consumers
regularly review its standards for general practices.

Quality general practitioners

77 That GP organisations and governments endorse a quality framework for
doctors working in general practice that requires all such doctors to
achieve, maintain and demonstrate their competence for this or to work
under supervision in arrangements that meet standards developed,
maintained and monitored by general practice.

78 That the recognised GP arrangements be revised to increase options for

• doctors currently providing services unsupervised in a general practice
who are not recognised GPs to demonstrate their competence to do this
and become recognised GPs,

• recognised GPs to demonstrate ongoing maintenance of competence.

79 That national GP organisations negotiate with the Commonwealth Government,
the Australian Medical Council and medical boards to develop and implement by
1 January 2000 options equivalent to the Fellowship of the RACGP and the
RACGP’s continuing medical education and quality assurance requirements for
doctors in or wishing to enter unsupervised general practice to demonstrate
achievement and maintenance of competence for this.
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80 That the RACGP, in consultation with other national organisations representing
GPs, develop, implement and monitor standards for supervisory arrangements
for general practitioners who have not demonstrated competence to work
unsupervised in general practices.

81 That the Government amend the Health Insurance Act so that being
predominantly in general practice is no longer a requirement for maintaining
recognition as a GP.

82 That to support the proposed new recognised GP arrangements there be

• a higher level of funding to apply to recognised GPs and GP registrars,

• a lower level of funding to apply to doctors working under supervision.

The question of who is best to achieve this should be subject to consideration by
the General Practice Partnership Advisory Council in the light of the outcome of
the Relative Value Study and other factors.

83 That medical colleges and other medical organisations enter into discussions with
medical boards to develop and implement mechanisms to ensure that doctors
who provide unsupervised unreferred medical services and who are not
recognised GPs are competent and practise within a quality framework.

84 That the Commonwealth Government enter into negotiations with
representatives of doctors providing unsupervised, unreferred medical services in
the community who are not recognised GPs or working under supervision in
general practices, to determine what future Medicare Benefits Schedule
arrangements should apply to them.

85 That GPs accept that their continuing medical education and quality assurance
activities should meet the following criteria:

• are based on adult learning principles;

• are designed to reflect evidence of what works;

• involve peer- and self-review processes.

From 2002 the RACGP should no longer give credit towards its continuing
medical education and quality assurance requirements to activities that do not
meet these criteria.

86 That the RACGP develop standards and guidelines to assist Divisions and others
to develop locally appropriate systems of quality assurance and peer review for
GPs’ clinical practice.

87 That, in the interests of quality and safety, the RACGP, with the support of
other national GP organisations, research and jointly develop within
12 months a statement on what level of services in a defined period it is
appropriate for GPs as individuals to provide, taking into account what is a
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reasonable workload for safe practice, a balanced lifestyle and the time
required to provide appropriate care for each patient.

88 That funding be allocated to investigate a system for more effective case finding
of aberrant or unsafe or poor-quality practice by GPs and what processes might
be put in place to improve the competence of such GPs.

The findings of such research should be referred to the proposed General
Practice Partnership Advisory Council for consideration.

89 That periodic re-certification for general practitioners not be introduced.

90 That the RACGP, as the arbiter of standards in general practice, participate in
any activities within the broader medical profession related to any future
consideration of re-certification.

Quality practices

91 That national GP organisations actively promote participation in the
accreditation process and that practices apply for accreditation.

92 That funding be provided for a national program of consumer education about
quality issues and the role of accreditation in promoting and monitoring quality.

Quality services

93 That all parties with a role in developing and implementing clinical
practice guidelines apply and disseminate widely the ‘principles to guide
the further development and implementation of clinical practice guidelines
in general practice’. That all key parties collaborate to implement clinical
practice guidelines in Australian general practice.

94 That the impact of defensive medicine on the cost and quality of care by general
practitioners be further investigated through research.

Information management and information technology

95 That general practitioners, national GP organisations and governments
recognise that increased uptake of information management and
information technology is vital to the future of general practice.

96 That the Federal Government support the RACGP–AMA Principles for
Implementation of Computerisation in General Practice, taking initiatives
to encourage the rapid development of software that meets appropriate
standards for general practice and the rapid uptake of appropriate
hardware and software that will support better information management in
clinical practice.
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97 That funds be provided to an organisation, such as Standards Australia, to
set standards that should be met by information systems in Australian
general practice, particularly for a Good Australian Health Record
architecture based on the European model. Funding should be provided to
enable the relevant standards to be established in a maximum period of 12
months.

Such standards should cover the following:

• security and privacy;

• data dictionaries and data sets;

• terminology and coding systems;

• quality information management systems and tools, especially a new
Australian Health Record and prescribing and clinical support
systems;

• communication standards;

• software prescribing products that incorporate a ‘quality use of
medicines’ approach.

98 That funding be allocated to develop and implement core modular applications
that meet agreed standards along the lines of the advanced functional
specifications defined in the IBM consultancy.

99 That the Minister support GP organisations in their negotiations with the
Australian Taxation Office to secure sales tax exemptions/accelerated write-
offs for both computer systems and software that meets minimum
standards for clinical and epidemiological purposes in general practice.

100 That funding be allocated by the Commonwealth, State and Territory
governments to enable trials of integrated patient-held records that meet
appropriate standards for use in general practice and more broadly across the
health system.

101 That the Commonwealth and State and Territory governments standardise to A4
all government-initiated forms used in general practice, with the highest priority
being given to computerised prescription forms.

Production of standard forms should be incorporated in the graphics contained in
the Australian Electronic Health Record prescribing application.

102 That the Health Insurance Commission provide computerised prescription forms
free of charge to all GPs on request.

103 That general practices be funded to provide de-identified data through Divisions
or State Based Organisations within a framework that ensures stringent
protection for privacy and confidentiality. Such an initiative is supportive of
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improved health outcomes of local areas and is a further incentive for GPs to
computerise.

104 That the Commonwealth and State and Territory governments facilitate
development of secure data communication networks that provide the most
appropriate access for GPs to personal health information from all members of a
treating team and that facilitate relevant data interchange. Suitable data
communication networks could include an intranet, the Internet or a wide area
network. Such networks should be trialed in a variety of situations and
evaluated.

105 That funding be provided through State Based Organisations to enable Divisions
of General Practice to

• promote the use of appropriate information technology and information
management systems to local GPs;

• assist GPs to select and install information technology and information
management systems that meet appropriate standards;

• provide hands-on experience and training in the use of computers and
appropriate applications;

• enable IT support officers or their equivalent based in Divisions to
provide services to GPs, including telephone help when needed.

106 That the proposed General Practice Partnership Advisory Council have direct
input into national processes related to the development and implementation of
the National Health Information Management Agreement with a view to
developing a more GP centred information model.

107 That the Health Insurance Commission provide to practices on request an
electronic data set for the demographics of all patients seen by the practice in the
previous six months, the data set to be agreed between the Commission and the
proposed General Practice Partnership Advisory Council.

Overall funding framework

108 That, over time, through a process negotiated with representatives of GPs, the
blended payment system be broadened to enable more choices in the form of
payment for GPs and practices that reflect diversified models of GP service
delivery.

109 That the Commonwealth Government agree in principle to full annual
indexation of its total funding for general practice services, including
Medicare Benefits Schedule fees. The question of how to implement this
within a context of an understanding of overall growth in Commonwealth
outlays on GP services should be referred to the proposed General Practice



The recommendations of the General Practice Strategy Review Group

xxxv

Partnership Advisory Council for inclusion in the proposed partnership
agreement.

110 That means be explored through which GPs providing certain consumable items
(such as vaccines) as part of a service are able to charge the patient for these
items at the same time as being able to bulk bill for that service.

111 That the ‘measure and share’ possibilities arising from an increase in electronic
claims processing be referred for consideration in the proposed partnership
agreement between the Government and general practice.

112 That GPs be made aware that currently practices are able to lodge Medicare
claims on behalf of their patients and charge a ‘moiety’ for the balance of their
fee, but the ‘Pay Doctor’ cheque can go only to the patient.

113 That, where requested by the GP, the Health Insurance Commission provide GPs
with a list of ‘Pay Doctor’ cheques that have been issued; that is, unpaid
accounts.

114 That organisations representing general practitioners enter into negotiations with
funders such as private insurers and State and Territory governments with a view
to identifying and implementing mechanisms for ‘measure and share’ or other
arrangements for an enhanced role for general practitioners in services paid for
by those funders.

115 That, in the next six months, the Commonwealth Government and
representatives from general practice organisations enter into negotiations
to develop a five-year financing agreement.

116 That the five-year financing agreement cover substantial matters likely to be of
significance to strengthen and appropriately recognise general practice, to ensure
a strong primary medical care sector that provides high-quality, cost-effective
care consistent with effectively meeting the community’s needs and priorities,
within an overall cost acceptable to the community.

117 That, as a minimum, the agreement should seek to give GPs, the Government,
and consumers more certainty and predictability about matters of importance to
them and about what changes might occur in the future. It must contain
provisions designed to address the complex issues underlying each party’s
concerns.

Fee for service

118 That the fee-for-service component of the blended payment system
minimise perverse incentives and maximise incentives for good-quality
care.

Mechanisms should be explored to minimise the perverse incentives of the
fee-for-service component of the blended payment system and maximise
incentives for good-quality care.
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119 That the proposed new item structure for attendance items developed for
the Relative Value Study be implemented as soon as practicable once a
better understanding of the effect of its early introduction is achieved. The
Review Group considers that this will address, in part, some of the perverse
incentives in the existing structure.

120 That the relative values for GP items flowing from the Relative Value Study take
full account of both the actual and the opportunity costs incurred by GP trainees.

121 That the concept of introducing separate mechanisms for the payment of practice
costs and professional components within the Medicare rebate be the subject of
broader informed debate within the profession. To facilitate such debate the
Review Group recommends that there be further examination of the concept
through the proposed partnership processes.

122 That the General Practice Partnership Advisory Council explore funding
mechanisms for the payment of non–patient contact time within the RVS outside
the immediate consultation system; for example, talking to police, allied health
professionals, and statutory bodies such as child protection agencies.

123 That the General Practice Partnership Advisory Council explore funding
mechanisms for practices for work delegated to appropriate non-medical health
professionals in the practice.

The Better Practice Program

124 That the current Better Practice Program be replaced by a new form of
non–volume related funding comprising a system of targeted programs that
over time will operate with a single entry point. The new Program should
be called the Practice Incentives Program.

125 That the use of the continuity index be abolished.

126 That the Practice Incentives Program comprise a number of discrete
elements that recognise different aspects of general practice. These enable
payments for

• data— basic data collection about the practice and a higher level of
payment for de-identified data for a divisional database. This would
provide an incentive for computerisation and encourage practices to
focus on population health;

• after hours— after-hours access for patients and a higher level of
payment for greater levels of participation in after-hours care;

• targeted incentive programs— the first example is the Immunisation
Incentives Program;

• rurality— rural practices, at higher levels in more remote areas;
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• teaching practices— a base amount for accreditation for teaching
and at higher levels depending on the extent and nature of
involvement.

127 That the details of how the funding should be distributed between the discrete
elements be progressed as a matter of urgency. They may need to proceed ahead
of the detailed financing agreement but should occur as part of the partnership
discussions.

128 That the current Better Practice Program continue to be available to existing
practices receiving payments under the Program and any others wishing to join
which demonstrate eligibility until the introduction of the new Program.

129 That the Practice Incentives Program be introduced as soon as possible, with
different elements being phased in if this assists in early implementation.

130 That from 1 July 1998 the eligibility requirements for entry to the Better Practice
Program be simplified so that practices could choose to apply either through the
existing process or through confirmation of participation in the accreditation
process by the general practice accreditation agency.

131 That the eligibility requirement no longer include reference to a past record of
fraud or inappropriate servicing.

132 That, in determining the penalty for a doctor found guilty of fraud or
inappropriate servicing, the court or the determining officers include non–fee for
service income.

133 That during the transition period between the two programs, practices already
receiving Better Practice Program payments continue to be so paid and new
practices be paid on the current Better Practice Program formula until the new
arrangements for the discrete elements can be introduced.

134 That if the new components are phased in over time existing practices receiving
Better Practice Program payments retain current levels of payments for a set
period or until their payment under the new system exceeds their current one,
whichever is the earliest.

135 In relation to the Practice Incentives Program,

• that, as most discrete elements would need an estimate of practice size,
the standardised whole-patient equivalent be used as the appropriate
measure;

• that the standardised whole-patient equivalent be reviewed to ensure its
application is relevant to Indigenous and disadvantaged populations;

• that Divisions of General Practice have a key role in assisting practices to
participate fully in the Program and validate participation in relevant
aspects of the Program;
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• as funds become available and ways of assessing performance are
developed, other discrete elements could be added for further targeted
payments.

136 That spending of the Government’s non–fee for service component of GP
funding, including the Practice Incentives Program, be reviewed mid-year and
that measures be established in line with the Government’s accountability
requirements to ensure the funding is fully expended within the General Practice
Program.

137 That methods of funding to encourage improved care for people with
chronic and complex conditions be explored through the partnership
agreement as a matter of urgency.

Future financing options

138 That funding be provided for demonstration projects to explore new funding
arrangements to enable the expansion of GPs’ roles.

139 That a process be established between general practice, the Commonwealth, and
State and Territory and local governments to explore ways of maximising the
effective use of existing funds at the local level.

140 That the following issues be further examined through the partnership group:

• funding models for GP-ordered services;

• Commonwealth and State health funding issues and broader
developments related to the funding and organisation of the health
system.

Divisions

141 That Divisions of General Practice continue to be supported: they are
integral to the implementation of the Review Group’s Vision for the future
of general practice.

142 That Divisions of General Practice provide a corporate identity for all GPs
at the local level, serving to improve health services and population health
outcomes through the provision of an organisational infrastructure with
clinical, management and professional support for GPs.

143 That Divisions of General Practice, national GP organisations, the
Commonwealth, and State and Territory governments endorse the charters for
State Based Organisations, Rural Workforce Agencies and Australian Divisions
of General Practice.

144 That the Divisions and Project Grants Program allow a period of consolidation
following the introduction of the new program funding arrangements and
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thereafter to enable the phased further development of Divisions in line with the
identified new roles.

145 That an infrastructure that supports the charter for Divisions, their State-based
coordination and support structures and their national organisation be
progressed.

146 That Divisions offer opportunities for salaried support for GPs to undertake a
range of non–fee for service generating activities on the condition that during
that time they do not undertake any fee-for-service activities.

147 That there be a dedicated pool of funds for innovative divisional activities.

148 That in order to provide predictable funding for Divisions, core funding be
provided on a triennial basis subject to satisfactory meeting of the outcomes,
objectives and other performance indicators identified in the business plans which
are subject to annual review.

Support at the State level

149 That the Commonwealth Government encourage all State and Territory
governments to establish formal mechanisms with general practice.

150 That services to GPs by the Divisions include participation in policy and service
development and the development of service agreements with local hospitals,
community health services, local government, and other professional bodies.

151 That governments endorse and resource the State Based Organisations and Rural
Workforce Agencies to undertake their proposed roles and functions.

152 That for State Based Organisations and Rural Workforce Agencies to maintain
links with organised general practice they have appropriate representation from
the AMA, the RACGP and the Rural Doctors Association of Australia.

153 That State Based Organisations and Rural Workforce Agencies work to develop
formal mechanisms, such as co-location, sharing of resources and reciprocal
representation on their management boards, to facilitate their ultimate
partnership, recognising the tensions that currently exist around unity and focus
of purpose and the quarantining of funds.

154 That new funding be provided to State Based Organisations in each State and
Territory to engage Rural Workforce Agencies, which, in turn, fund Divisions
for the collection of data (according to the content and protocols agreed in the
minimum data set). The Rural Workforce Agencies would collect this data for a
Division only where the Division is unable to do so.

155 That general practice have a central presence in the areas being negotiated with
the Health Care Agreements, including

• financing and public service reforms;
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• improved health care outcomes in non-hospital and hospital settings (or
pre- and post-acute care);

• integrated and coordinated care;

• the new National Development Fund supporting major projects
enhancing integration;

• improved sharing of patient information across sectors— for example,
linking GP and hospital records with agreed protocols on access, use and
ownership of medical records;

• the improvement of mental health services with a focus on prevention.

156 That the role of Divisions with key stakeholders be strengthened through a
formalised relationship with State and Territory governments via the Health Care
Agreements.

157 That the Health Care Agreements formally recognise the pivotal negotiating role
of State Based Organisations in the development of health policy and initiatives
on State- and Territory-wide issues.

158 That the Health Care Agreements detail the recognised and central role of Rural
Workforce Agencies in liaison with State and local governments regarding rural
and remote general practice and the subsequent development of State policy in
relation to the recruitment and retention of GPs.

Support at the national level

159 That funding be provided for the Australian Divisions of General Practice as the
national organisation of Divisions to enable it to fulfil its charter and any
functions required of it by the proposed General Practice Partnership Advisory
Council.

160 That the future general practice partnership adopt the strategic principles in
relation to research and development in Australian general practice.

161 That in seeking to achieve these strategic principles, the future general practice
partnership include an identified commitment to promoting and supporting
research and development, in addition to evaluation, as a central strategy to
create a research-based culture within general practice.

162 That the current General Practice Evaluation Program be replaced with a
broader General Practice Research, Evaluation and Development Program.

163 That the focus of the new General Practice Research, Evaluation and
Development Program be primarily on targeted areas of research and
development that have clinical and/or policy relevance.
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164 That within the General Practice Research, Evaluation and Development
Program identified funding be available to maintain and further develop the
capacity of the existing general practice workforce through consideration of
initiatives such as funding a postdoctoral scholarship program, establishing
‘general practice career scientist’ posts, and strengthening the research base of
academic departments of general practice.

165 That the proposed General Practice Partnership Advisory Council review
existing barriers and incentives to non-clinical general practice researchers
developing their expertise in key areas of general practice research.

166 That consumer involvement in the general practice research, evaluation and
development agenda be actively encouraged and supported.

167 That, in developing the general practice research, evaluation and development
agenda, full use be made of divisional networks, particularly in areas such as
patient-based data collection, development of evidence-based clinical practice
guidelines, and development of models of applying best evidence.

168 That research, development and evaluation be an identifiable component of all
divisional strategic and business plans, as part of the move to outcomes-based
funding.

169 That the proportion of the non–fee for service budget devoted to general
practice research and evaluation be increased to reflect a greater emphasis on
research and evaluation flowing from the Review Group’s recommendations.

170 That general practice research and evaluation funds be strategically managed
under the auspices of the General Practice Partnership Advisory Council but with
close collaboration with the National Health and Medical Research Council and
other Department of Health and Family Services research and development
programs.

171 That funding be provided within the research, evaluation and development
budget to support a general practice policy research coordinating unit.

172 That the National Prescribing Service be supported in its aims of improving
health outcomes for consumers through encouraging the quality use of medicines
in Australia.

173 That the National Prescribing Service be seen as a model for further partnerships
between the medical profession and other stakeholders in targeted areas to
enhance the quality of care, independently of government.

Moving forward

174 That the proposed partnership between general practice, government and
consumers— to achieve the Vision for the future of general practice— include at
least the following areas of work:
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• quality improvement, education and training;

• broader financing, including development of the new, targeted general
practice payments;

• information management and technology support systems;

• workforce planning, including new models of practice organisation
development;

• support for the Divisions of General Practice;

• rural and remote practice support and development;

• the general practice Indigenous health support program;

• research and evaluation;

• managing change.
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1 Introduction

1.1 What is the General Practice Strategy?

General practice has undergone a number of significant changes since the late 1980s.

In 1989 the Commonwealth introduced arrangements for vocational registration: many
consider that this marked the beginning of the General Practice Strategy.

In its 1991–92 Budget the Commonwealth announced a series of initiatives designed to
improve the delivery of general practitioner services to the Australian community. The
main areas for attention were

• information management in general practice,

• the supply and distribution of general practitioners throughout Australia,

• alternative forms of remuneration for general practitioners,

• trialing ‘budget holding’ as a means of cost management,

• quality and standards in general practices,

• more effective integration of general practitioners with the rest of the health care
system,

• quality in general practice.

Fundamental to the Strategy was the conviction that most general practitioners were
professionally committed to delivering high-quality care to their communities. One of
the Strategy’s aims was to investigate options for structural change that would facilitate
the cost-effective delivery of care. Of particular concern was the fact that some aspects
of the existing structures provided active disincentives to the delivery of quality care.

Negotiations with GP organisations began late in 1991. The first joint proposals for
dealing with the challenges confronting general practice were detailed in The Future of
General Practice: a strategy for the nineties and beyond (DHHCS, AMA & RACGP
1992). This document identified areas of agreement reached between the Australian
Medical Association, the Royal Australian College of General Practitioners and the
Department of Health, Housing and Community Services, who met as the General
Practice Consultative Committee. The RACGP Council endorsed the Strategy while the
AMA Federal Council endorsed the thrust of the Strategy as a basis for further
consideration by the profession.

As part of its response, the Commonwealth included in its 1992–93 Budget funding for
a range of programs and activities designed to address the four key issues of general
practice— quality, workforce, integration, and financing— that had been outlined in the
Future of General Practice.
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Having canvassed various approaches to defining the General Practice Strategy, the
Review Group agreed to consider the Strategy as an evolutionary process embracing the
many changes that have happened in general practice since the introduction of
vocational registration. Box 1.1 summarises the initiatives developed in terms of the four
aspects of general practice that the Commonwealth had focused on.

Box 1.1 General practice initiatives in 1992–93 Budget and subsequent
action

Issues identified in 1992 Initiatives in 1998

Quality – vocational training, registration and
recognition

– development of entry standards for general
practices

– accreditation
– the General Practice Evaluation Program
– continuing medical education and quality

assurance
Workforce
• oversupply – measures to control numbers of overseas-

trained doctors
– the ‘provider number’ legislation

• maldistribution – the Rural Incentives Program

Integration – the Divisions of General Practice Program

Financing – Divisions— sessional payments
– 50 per cent indexation for recognised GP

unreferred MBS items, zero indexation for
other unreferred consultations

– the Relative Value Study
– coordinated care trials
– the Better Practice Program
– early trials of alternative practice models (for

example, budget holding)
– differential payments for vocationally

registered and non–vocationally registered
doctors

In 1996–97 the Commonwealth allocated $223.45 million to the General Practice
Strategy. The following are the main initiatives that were funded:
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• the Divisions and Project Grants Program, which aims to foster the development
of Divisions of General Practice. Divisions are local networks that enable GPs to
come together as a group and aim to better integrate GPs with the rest of the
health care system;

• the General Practice Rural Incentives Program, which is designed to attract GPs
to and retain them in rural and remote communities in Australia;

• the General Practice Evaluation Program, which was established in 1990 to
evaluate changes in general practice and determine the extent to which those
changes improve quality and provide better value for money;

• the Better Practice Program, which was introduced in November 1994 with the
purpose of providing a supplement to fee-for-service income to general practices
that met specific certain eligibility criteria based on the provision of a defined
range of services;

• the Relative Value Study, which began with two main aims

– recognising that the existing Medicare Benefits Schedule had become
distorted over time and as a result of the advent of new technology, to
attempt to revalue work done in terms of skills and resource use,

– to remove the disincentives to quality care that were inherent in the
existing Medicare Benefits Schedule;

• the RACGP Training Program, which provides postgraduate vocational training
for graduates entering Australian general practice and training and supervision
for registered medical practitioners in both hospital and private general practice
settings. Completion of the Training Program and success in the College
examination lead to the award of Fellowship of the RACGP.

Resources have also been provided to support the development of standards for general
practice; to develop an accreditation system aimed at improving and ensuring quality at
the practice level; to encourage information management and information technology
initiatives in general practice; to develop evidence-based and consensus guidelines; to
examine hospital training and career development for doctors, with a view to achieving
more efficient and more effective service delivery in the hospital sector; and to trial
budget holding.

1.2 Development of the Strategy

The General Practice Strategy was developed by the General Practice Consultative
Committee, which consisted of three representatives from each of the Australian
Medical Association, the Royal Australian College of General Practitioners and
government. The General Practice Working Group, also consisting of three
representatives from each of the AMA, the RACGP and government, was responsible
for day-to-day development work. As the Strategy began to take form, the Working
Group established sub-groups to deal with specific aspects of the work. These sub-
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groups subsequently became steering groups with four areas of responsibility:
accreditation; information management; and rural incentives.

Further development and implementation involved consultation with individual general
practitioners and representatives of GP organisations, consumers, and State and
Territory health departments. Consultation has been continuous and thorough— specific-
purpose meetings, conferences, workshops, market research, and so on.

Implementation of some elements of the Strategy has at times led to controversy and
disagreement between the Government and general practice as well as disagreement
between the various GP organisations. The Government has been impatient for action;
the profession has been cautious, occasionally hostile. The intention was that
implementation of the various aspects of the Strategy would proceed concurrently but
the reality was that some aspects (such as the development of Divisions of General
Practice) were developed much faster than others (such as accreditation of general
practices).

1.2.1 A breakdown in collaboration

A high level of cooperation characterised proceedings until the 1994–95 Federal Budget
was brought down and the Government surprised the profession by announcing that
rebates for recognised GP items would be increased by only 50 per cent of the CPI, with
the balance being used to provide additional funding for a blended payment program
under the General Practice Strategy. The profession saw the announcement as contrary
to the position declared in the Strategy document and as a breach of faith, but it almost
certainly reflected the Government’s frustration at the slowness with which certain
elements of the Strategy were being advanced. The GP organisations were unsuccessful
in their attempts to have the decision reversed and, in protest, the AMA and the RACGP
withdrew from further Strategy negotiations.

Then, again without consulting the profession, the Government introduced the Better
Practice Program as a means of providing non–volume dependent funding to general
practices. This aggravated the situation.

1.2.2 Resumption of discussions

When the GP organisations finally agreed to participate in further development of the
Strategy, the relationship between them and the Government changed from a close
collaboration to one of simply providing advice to government.

An overarching committee, the General Practice Coordinating Group, was established
early in 1995 to provide advice for the General Practice Strategy. Its members were
representatives of GP organisations, consumer groups, and the Department of Human
Services and Health, and the chairs of the various steering groups.

The previous steering groups were re-established in a different form:

• the Divisions Strategy Group;
• the Strategic Evaluation Group;
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• the Rural Incentives Program Implementation Committee;
• the Information Management Strategy Group;
• the Better Practice Program Monitoring Committee.

Their membership was drawn from GP representative bodies, consumer groups and the
Department, as well as experts in particular areas, who were selected by the
Department. Members elected their own chairs.

The General Practice Coordinating Group was to bring together the work of the five
committees. But the Group was large and unworkable: it only met twice and has not met
for more than a year.

1.3 Why review the General Practice Strategy?

The General Practice Strategy began almost a decade ago. After the election of the
Howard Government in March 1996 the RACGP and the AMA wrote to the new
Minister for Health and Family Services, the Hon. Dr Michael Wooldridge MP, asking
that the Strategy be reviewed, so as to determine what had been achieved and whether
there was a need for any change in direction. The Minister agreed that it was timely to
review what had and had not worked and to assess whether the various strategies
implemented in the early 1990s would continue to be relevant for the new millennium.

There is a widespread view that general practice still confronts serious problems.
Innovative approaches are required if these problems are to be resolved.

1.3.1 The context for the Review

A number of other initiatives under way within the health care sector have implications
for general practice. It is important that future general practice approaches take account
of these initiatives and that the initiatives be developed and implemented taking account
of both the current and the potential roles of general practice in realising broader health
care objectives.

The following initiatives are relevant:

• the Relative Value Study, which was mentioned in the Future of General
Practice and was established to

– review the structure of consultation and attendance items in the Medicare
Benefits Schedule,

– review the relative values of items of service in the Schedule, both within
and between consultation and procedural items,

– develop a process for continuing review of the Schedule.

Technical work for the RVS is due for completion at the end of 1998;
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• re-negotiation of the Australian Health Care Agreements, which are the
mechanism by which the Commonwealth contributes, through Medicare Hospital
Funding Grants to the States and Territories, to the funding of the public hospital
system. Historically, the Agreements have been renegotiated every five years,
and the current Agreements are due to expire on 30 June 1998;

• development of the National Public Health Partnership between the
Commonwealth and the States and Territories. The Partnership aims to provide a
more systematic and strategic approach to public health priorities and to assess
and implement new directions and national public health initiatives. Bilateral
Public Health Outcome Funding Agreements between the Commonwealth and
each State and Territory are also being negotiated;

• reform of the Council of Australian Governments and implementation of its
coordinated care trials. The trials have started enrolling patients with the aim of
identifying innovative ways to provide better health care for Australians with
ongoing, complex health and community care needs that cannot be met by a
single service provider;

• the Review of General Practice Training, initiated by the Minister for Health and
Family Services at the same time as the General Practice Strategy Review, with
the aim of

– reviewing current educational service–delivery mechanisms and advising on
future needs, including reviewing the arrangements for vocational training by
the RACGP Training Program,

– advising on practical support for rural vocational training,

– advising on how hospital experience might be best articulated with GP
training,

– advising on appropriate linkages between undergraduate and postgraduate
general practice education, including vocational training and continuing
medical education for general practice.

1.4 The terms of reference

The Minister for Health and Family Services, the Hon. Dr Michael Wooldridge MP,
announced the terms of reference for the General Practice Strategy Review in January
1997. The terms of reference were preceded by a ‘policy context’, which detailed the
Government’s commitment to general practice as well as the political context within
which the Review Group’s recommendations would be considered.

Policy context

The Government recognises the fundamental role of general practitioners as pivotal to
the provision and co-ordination of health services to the community. Its intention is to
provide opportunities for GPs’ contribution to health outcomes to be recognised and
better integrated with program delivery.
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The Government has reaffirmed its commitment to retaining Medicare in its entirety,
including bulk-billing. Co-payments will not be introduced.

The recognition arrangements for GPs have been accentuated to ensure that the
discipline of general practice is properly acknowledged and appropriate postgraduate
training and quality assurance mechanisms become entrenched.

The Relative Value Study will be exploring changes to the GP items in the Medicare
Benefits Schedule.

Of central importance to the Government is a focus on quality and health outcomes
and a capacity to better target payments as incentives for improvement in practice. To
achieve this:

• the system of payment should recognise that all the issues of general practice
cannot be dealt with solely through Fee for Service and, while Fee for Service
shall remain at the heart of the system, some form of blended payment is
necessary;

• outcomes and evidence-based medicine will be rewarded either through payments
direct to practices and/or through divisions of general practice; and

• a national practice accreditation system will need to be established to ensure that
GPs are providing services of appropriate quality.

To achieve the Government’s public health objectives and to ensure that the full
potential of GPs is realised, links between GPs and other health service providers will
need to be further strengthened.

Better information management systems, including feedback from services to which
GPs refer, will be needed to maximise the opportunities for GPs and the community to
benefit from influences on downstream costs.

The rural medical workforce problems must be addressed to ensure that the current
oversupply of GPs in metropolitan areas can be enlisted to support and strengthen
rural practice.

Terms of reference

A number of broad questions have been raised about the General Practice Strategy
such as the extent to which the Strategy has fulfilled its purpose and has been
successfully implemented; the elements of the Strategy which have actually benefited
general practitioners and the community; and the extent to which general
practitioners are aware of the Strategy.

Within the above policy context, the Review Group will:

1. review progress on the General Practice Strategy to date;
2. identify achievements and areas for improvement; and
3. provide advice on future directions.

In particular the review will include the future form of the Better Practice Program
and advise on an appropriate consultative structure.

The Minister for Health and Family Services personally invited members of the Review
Group to join. The members represented a broad range of interests in and perspectives
on Australian general practice. Eleven of the 16 members (who were drawn from every
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State and the Northern Territory) are practising GPs; two other members have had
extensive experience in general practice. Some have or have had formal representative
roles with medico-political organisations in the area of general practice; others could be
regarded as ‘grass roots’ general practitioners. Of the three non–medically qualified
members, two represented the Department of Health and Family Services and one
represented consumer interests. Appendix A provides details.

1.5 The review process

1.5.1 Resources

The Department of Health and Family Services provided secretariat and research
resources for the General Practice Strategy Review Group. An independent research
unit was also established to assist members of the Group review and assess relevant
issues.

1.5.2 Meetings

The Review Group met nine times between July 1997 and March 1998. In addition, a
special meeting of the Group was held in early November 1997, to enable the Group to
focus solely on the development of its vision for general practice into the 21st century.

1.5.3 Identifying issues

Early in the process the Review Group spent a considerable amount of time ‘scoping’ its
work and identifying the principal areas for attention. This led to the formation of a
range of sub-groups charged with considering matters identified as the main concerns of
Review Group members. The following sub-groups met regularly during the term of the
Review:

• the Enhanced Management of Care Sub-group
• the Indigenous Health Sub-group
• the Rural and Remote General Practice Sub-group
• the Managing and Evaluating Change Sub-group
• the Role of Divisions Sub-group
• the Remuneration and Financing Sub-group
• the Workforce Sub-group
• the Vision Sub-group.

The Review Group also developed processes for considering matters that did not fall
neatly into one or other of the sub-groups’ scope. Among these matters are
Commonwealth–State issues and the interaction of general practice with the wider
health care system; community and consumer issues; the relationship between general
practice and public health; and access to GP services by marginalised groups and
individuals with chronic health conditions.
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1.5.4 Submissions

The Review Group went to great lengths to ensure that the Review was well advertised
and that anyone with an interest in making a submission knew how to do so.

In August 1997 advertisements were placed in all major national and regional print
media and with radio networks and the medical press. In addition, letters were sent to
300 individuals and organisations advising them of the Review’s terms of reference and
asking for written submissions. By the end of the Review 134 submissions had been
received (see Appendix B). The main themes emerging from them are discussed in
Chapters 3 and 4.

1.5.5 Consultations

The Review Group also engaged in extensive consultation. Appendix C lists the
individuals and organisations who met with the Review and its sub-groups.

Consultations were held in all capital cities. Invitations were issued to all individuals and
organisations had made submissions to the Review: state-based representatives of the
RACGP, the AMA and the Rural Doctors Association of Australia; representatives of
university departments of general practice; State Division forums; and any other
individuals and organisations suggested by members of the Review Group. The Review
Group also met with other organisations representing the varied interests of both general
practitioners and consumers of general practice services, and with representatives of the
Rural Health Alliance, the Royal Australian College of Nursing, and the National
Aboriginal Community Controlled Health Organisations.

Finally, the Review Group consulted extensively with representatives of the various
advisory committees established to oversee parts of the current General Practice
Strategy. It also met with representatives of all State and Territory health authorities to
discuss ways of further integrating general practice with the broader health care system
and removing the barriers created by Commonwealth–State funding arrangements in the
health care sector.

1.5.6 Reporting progress

The Review Group was careful to report on the progress of its deliberations.
‘Outcomes’ documents detailing the main issues and decisions resulting from each of its
meetings were disseminated widely, individual members provided the medical media
with updates on the scope of matters being discussed, an article for Australian Doctor
Weekly was commissioned by the Group, and an Internet site was established to make
important documents available to interested parties.

1.5.7 The time frame

The Review Group’s recommendations were initially required by the end of December
1997, but because of the delay in beginning the Review it was acknowledged early in the
process that recommendations would not be available until early in 1998.
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1.6 The structure of the report

The Report’s structure reflects the need to consider general practice from the
perspective of an industry as well as a profession and to consider the context within
which general practice services are provided.

General practice is an industry in transition. It is changing from being a ‘cottage
industry’, characterised by small self-contained workplaces with a craft tradition and
work practices firmly grounded in the direct experiences of the workforce and passed on
to the next generation through an apprenticeship model. Increasingly it is developing the
characteristics of a sophisticated industry. Some of these characteristics, such as
relationships with other parties in the health system, quality control of products, regional
and national structures, and a research base, are still relatively undeveloped and were the
focus of much of the Review Group’s deliberations.

• Part One of the report outlines the process of the Review.

• Part Two provides a context for the Review Group’s deliberations and discusses
the achievements of the General Practice Strategy to date and possible solutions
to issues confronting general practice at the end of the 20th century. In doing
this it relies heavily on the views that were expressed in the submissions and
during the consultation process and on the views of members of the Review
Group.

• Parts Three to Eight provide a detailed analysis of a range of complex matters:

– an examination of the main interested parties and the need for
partnerships to be forged between general practice and others to promote
quality practice and ensure that general practice achieves its Vision and
receives the recognition it deserves for its role at the heart of the
Australian health care system;

– workforce matters— the efficiency of general practice as an industry,
training, standards, workforce planning, recruitment and retention, and
industrial issues;

– general practice’s role in meeting the needs of specific groups in the
community whose access to general practice services requires special
consideration;

– the provision of quality services at the individual GP, practice and
industry levels, including an analysis of matters related to information
management and information technology;

– financing and remuneration;

– regional and national structures (including Divisions), the need for a
research base, and networks and relationships with other key players.

• Part Nine outlines a process for moving forward.
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The report of the General Practice Strategy Review draws together a vast amount of
information about Australian general practice. All members of the Review Group
endorse all the recommendations, although not all members agree with all interpretations
of the text.
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2 Why is general practice important?

General practice is widely regarded as being at the heart of both the primary health
care system and the health system overall.

GPs play a crucial role as ‘gateways’ to the rest of the medical system: in this role
they have a profound influence on both health outcomes and health expenditures.

The role of the GP is becoming increasingly important as the population ages and
there are consequent increases in the burden of chronic disease requiring continuing
long-term care.

This chapter discusses the benefits of a strong primary care sector and describes the
place of general practice in the broader Australian health care system.

2.1 The importance of primary medical care

In Australia, general practice is usually regarded as being at the centre of the primary
medical care system, which is the sub-set of the primary health care system that is
specifically concerned with the provision of medical services. General practice is
characterised by

• being people’s first point of contact with the health care system;
• providing continuity of care;
• providing comprehensive care;
• coordinating care within the community.

These features of general practice and primary health care offer a variety of benefits:

• in the case of first-contact care— where people seek treatment from their primary
care provider for the first visit in a new episode of care— more appropriate and
less expensive care. Good primary care has been shown to reduce the costs of an
entire episode of illness by more than half (Starfield 1996);

• in the case of continuity of care— where there is a relationship between a
practitioner and a provider or between a facility and a population— better
recognition of patients’ problems, more consistent preventive care, better
compliance with a doctor’s recommendations for treatment, fewer incidents of
inappropriate hospitalisation, and increased satisfaction among patients (Starfield
1992);

• in the case of comprehensiveness of care— where the primary care provider is
responsible for the management of all common conditions— greater efficiency
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and effectiveness, largely as a consequence of reduced flow-on costs in the form
of pathology testing and interventions by specialists;

• in the case of coordination of care, greater efficiency and less likelihood of
adverse effects resulting from incompatible treatments (Starfield 1996).

Primary care is the level of the health care system that offers the means of achieving
optimal equity, effectiveness and efficiency of health services (Starfield 1996). It is
widely perceived, in Australia and internationally, as being at the heart of a rational and
effective health care system: a strong primary care sector has been demonstrated to
result in better health outcomes (whether measured in terms of available health
indicators, total health care expenditures, medication use per capita, or the population’s
satisfaction with its health system) than a system that has a strong specialty orientation
(Starfield 1994b). The evidence clearly shows the following.

• Higher ratings for health outcomes across a population are correlated with a
strong primary care sector.

• Higher ratings for primary care are associated with lower costs.

• Areas with greater primary care doctor-to-population ratios and lower specialist-
to-population ratios have lower costs and better health, even after controlling for
other determinants of health outcomes (see Starfield 1994b; Shi 1994; Farmer et
al. 1991).

For most Australians the general practitioner is the first point of contact in the health
care system. More than 80 per cent of Australians visit a general practitioner at least
once a year (Macklin 1992). Many elements of general practice are important:

• prevention;
• early detection and anticipation of disease;
• exclusion of serious illness;
• treatment of common illnesses;
• promotion of healthy lifestyles;
• skills to manage undifferentiated and/or multiple conditions;
• the ability to work within a psychosocial framework;
• care for the dying;
• provision of domiciliary care;
• efficient and appropriate access to other sectors of the health system;
• the capacity to manage chronic and palliative care in a community setting;
• comprehensive continuing care for individuals and families in a community

setting.

General practitioners’ role will become increasingly important as the population ages
and there are consequent increases in the burden of chronic disease requiring continuing
long-term care (Department of Health and Family Services 1996a).

General practitioners, optometrists and pharmacists are the only private providers of
primary care in Australia whose services are directly reimbursed by the Commonwealth
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Government. Yet the primary health care system also comprises an array of other health
care providers— physiotherapists, dentists, nurses, podiatrists, and so on. General
practitioners’ ability to coordinate care for patients across a range of health care needs
necessarily has a profound effect on patient outcomes, particularly in the case of
individuals with chronic conditions.

General practitioners also have important relationships with specialist providers of
secondary and tertiary medical care, and there is much evidence to support the
proposition that a strong ‘gatekeeper’ role for GPs leads to a strong primary health care
system (Starfield 1996). The first-contact nature of primary care implies that patients do
not visit specialists without a recommendation from a GP. Since specialists are much
greater users of investigations and procedures, and since all interventions bring with
them a risk of complications (as well as a cost-inflating effect), general practice has the
potential to protect patients from both unnecessary procedures and adverse events
(Starfield 1994b).

In addition to improving outcomes, the gatekeeper role also has a positive effect on
health care expenditure. For instance, in the United Kingdom and Spain, where general
practitioners have strict control over patients’ use of hospital and specialist services,
there is a lower overall cost of health care (7.1 per cent and 7.3 per cent respectively). In
Germany and France, where patients can choose to visit either a GP or an office-based
specialist, health expenditure as a proportion of GDP is 9.8 per cent and 8.6 per cent
respectively (Zayed & Manning 1995).

2.2 General practice in the context of the broader health care system

General practitioners act as gateways to the rest of the health care system by virtue of
their referrals to specialists and allied health professionals, hospital admissions, and
pathology and imaging. In this way they have a profound effect on flow on-costs. Costs
arising as a result of GP consultations in Australia in 1995–96— including costs for
pathology, diagnostic imaging and prescriptions, but not the cost of the actual
consultation— amounted to $3.06 billion (Department of Health and Family Services
1997).

General practitioners are responsible for coordinating patients’ care. In doing so, they
are confronted by an enormously complex web of different types of services and forms
of help. This complexity demands an extensive knowledge of the local community; for
this reason alone information management is becoming an increasingly important tool
and has consequently been a focus of the Review Group’s deliberations.

While the Commonwealth Government is responsible for funding private medical
services through the Medicare Benefits Schedule, the States and Territories are
responsible for the provision of public hospital services— albeit with substantial
Commonwealth support via the Australian Health Care Agreements (submission 47).

In its April 1995 communique, the Council of Australian Governments announced its
decision to launch a major reform of health and community services with a view to
providing services that meet people’s needs better and contain in-built incentives for the
most effective use of funds. The main elements of reform were as follows:
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Figure 2.1 is a reproduction of an advertisement calling for applications from
GPs interested in working in the Braidwood Multi-purpose Services Program; it
appeared in the national print media during the review period. The Review
Group considered it a good example of the way service delivery in the health
sector is changing; it is included here to illustrate innovative approaches to
financing and organising medical services.

Figure 2.1 Advertisement from the Canberra Times, 21 February 1998



Changing the Future through Partnerships

22

• The 1996–97 Federal Budget included a proposal to cash out Medicare funding
for patients undergoing methadone treatment and pay participating general
practitioners a capitation for providing this service. Negotiations on how this
proposal is to be put into operation are still under way with interested groups
(including some Divisions of General Practice).

• The Department of Veterans Affairs provides funding to many general
practitioners to cover the costs of care provided to veterans. It is currently
testing a case-management approach that involves the Department’s agreement
to the conduct of a comprehensive care plan. Payment depends on the quality
and standard of the care plan.

• Aboriginal medical services have traditionally relied on salaried and non–fee for
service arrangements, although Medicare billing is increasing. The services are,
however, also looking for increased flexibility in purchasing and funding health
services. An example of this is a community purchasing GP services on a time
basis via an Aboriginal medical service from the four local general practitioners,
while the service provides other health care services. In Kalgoorlie, the
Aboriginal medical service is purchasing services on a contract basis (for
example, for eye treatments by general practitioners).

• The after-hours primary medical care trials are another initiative with potential to
develop other workable models of remuneration for GPs. The trials are intended
to allow local stakeholders to work together to test models of after-hours care
appropriate to their area. Fee for service has, however, proved to be a poor form
of remuneration after hours because of providers’ differing cost and income
expectations; for example, a general practitioner woken at 2.00 am and a locum
for whom 2.00 am is within a standard rostered arrangement. It also provides no
incentive for services to be operated efficiently across a local area, and there is
evidence that while many general practitioners may be on call they are rarely
contacted.

For these reasons, the trials will try to develop a framework for flexible funding
arrangements to match the needs of local participants. For example, one area
may choose to contract full-time after-hours general practitioners who are paid a
mixture of salary and fee for service. Trials have the option of cashing out
Medicare funds (like the coordinated care trials) to allow them to pay
participating GPs on a sessional basis or for telephone consultations or triage.

• Private health insurers are currently looking at better targeting of funds, one way
being to sign contracts with their providers. Private health insurers are not large
contractors with general practitioners, but it would not be surprising to see
contracts eventually signed with GPs (to cover obstetric services in a rural area,
for example), effectively employing a form of managed care. While private health
insurers are allowed to sign such contracts, professional opposition has been
strong and no contracts are known to have been signed at this time.

• Private hospitals sometimes have a relationship with general practitioners; for
example, allowing them to provide an emergency clinic for the hospital after
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hours. Arrangements of this kind often involve Medicare funding, but as private
hospitals seek greater control over income and costs there is the possibility that
they might also seek to formalise their relationships with general practitioners
with different contractual arrangements.

• Several States are examining the scope for working in partnership with general
practitioners in areas such as ambulatory care, acute care (for example, ‘hospital
in the home’), qualitative care and emergency care. It is proposed that actual
models would be developed in concert with Divisions and would probably use
multi-disciplinary teams involved in some kind of managed care model as well as
new funding models such as capitation.

• A number of other models of coordinated care and case management already
exist. Shared care has been developed in a number of areas, notably obstetrics,
psychiatry, drug and alcohol abuse, palliative care, and diabetes. Shared care
arrangements vary, from simple informal arrangements (such as the district
nursing service meeting the GP at a patient’s house to discuss management of
the patient’s care) to more sophisticated managed care projects where GPs are
involved in developing care plans with hospital services, participating in
teleconferences with resident medical officers, and receiving discharge
summaries on their patients’ progress.

Some examples of case-management approaches can be found in the area of
workers compensation, where some health insurers are using a managed care
approach to provide care for people injured during the course of work. For
example, Comcare employs case managers who participate in the development of
a case plan and costing of the treatment for eligible clients.
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• organisation of services— the boundaries of existing programs to be redrawn;

• planning arrangements— new structures to enable planning and management on
the basis of health care outcomes rather than program inputs;

• funding arrangements— new arrangements to better reflect diversity of care and
support needs and services reform;

• data— an improved nationally consistent database to re-focus on meeting
people’s needs, to ensure accurate monitoring, and to support best-practice
approaches.

The following are examples of current initiatives— beyond the Medicare Benefits
Schedule fee-for-service arrangements— to improve heath service provision that are
relevant to general practice.

• The coordinated care trials have been developed with the aim of overcoming
some of the difficulties involved in coordinating care in a federal system.
Anticipated expenditure for the trial group is pooled, with each contributing
agency bearing the risk in proportion to the funds pooled (although voluntary
agencies will mostly be underwritten by the Government). The sponsoring
organisation has responsibility for managing the funds and establishing the trial
infrastructure. Guidelines have been developed for participating general
practitioners.

Two trials involve considerable input from Divisions of General Practice: the
North Brisbane Division is acting as a sponsoring organisation and the ACT
Division is acting as a co-sponsor with the ACT Government. In other trials,
Divisions are represented on the management committee but do not bear the risk
for managing the trials.

• The Multi-purpose Services Program is a joint Commonwealth–State
government initiative that aims to improve the provision of aged, health and
community care services in rural and remote areas. It provides a flexible,
coordinated and cost-effective framework for the delivery of services outside
conventional existing program structures.

Multi-purpose services are generally focused on rural communities with a
population of around 2000. Funds from the Commonwealth Aged Care Program
and State and Territory health and community services programs are pooled to
provide a variety of locally based services. In 1997–98, $13.688 million has been
allocated to the Program from the Commonwealth Aged Care Program. At
present the Aged Care Program is the only Commonwealth initiative to ‘cash
out’ funds to the Multi-purpose Services Program but consideration is being
given to the possibility of cashing out Medicare Benefits Schedule and
Pharmaceutical Benefits Scheme expenditure in the near future.

The multi-purpose services model is of particular relevance to rural practice,
which operates most obviously at the interface of Commonwealth–State
services.
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3 Perspectives on what has happened so far

The effects of the General Practice Strategy as a whole are difficult to evaluate
because the Strategy extends well beyond specifically funded programs and has
changed over time. Different expectations and realities and the differing agendas of
the various stakeholders have emerged constantly throughout the review process.

The Strategy has been implemented at a time of major change in general practice—
the cohort effects of new graduates, greater feminisation of the workforce, changing
structures, and a changing health care system are just some of the influences. In all,
however, they confound the measurement of the Strategy’s effects.

This chapter examines what has happened in general practice since 1991 and what
has had the greatest effect. The discussion draws on comments made in submissions
and during the consultations to analyse the past seven years of change.

Overall, a very broad range of issues were covered in the submissions and
consultations, and some polarised views were expressed. There were, however,
recurring themes.

• The prime achievement of the Strategy is the opening up of general practice
to greater integration with other professionals, to greater research and
evaluation scrutiny, and to new models of care with a public and community
health orientation.

• The establishment of the Divisions, the Rural Incentives Program and the
General Practice Evaluation Program, and the drive for greater engagement
in a formal continuing medical education and quality assurance program,
have produced noteworthy results and been agents for positive change.

• General practitioners’ morale is low.

• General practice is poorly remunerated and not appreciated by either
government or the public.

• Although the problems may not be entirely due to the General Practice
Strategy, much of the blame is laid on it.

• General practice–related developments in information management and
information technology have not been proceeding adequately under the
Strategy.

• There is much controversy about the introduction of vocational registration,
the Better Practice Program, and the 50 per cent redirection of indexation
funds from the Medicare GP items to programs within the Strategy.

• Conflict between the profession and government has been accompanied by
disagreement within the profession itself.
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3.1 Introduction

The General Practice Strategy programs funded by the Commonwealth in the last seven
years have been developed with the contribution of many general practitioners. They
have also occurred in the context of the many changes occurring in general practice,
some of which have been the responsibility of the Commonwealth, some of which have
resulted from actions by State and Territory health departments, and some of which
have taken place within the profession/industry itself.

Monitoring and evaluation of changes to general practice and the General Practice
Strategy are therefore complex tasks in a fluid environment: the different programs and
program elements are not static; they continue to evolve. Furthermore, implementation
of programs has involved considerable lead-times, partly because of the need for
extensive consultation with all participants. The profession’s and government’s differing
agendas and levels of enthusiasm for different parts of the Strategy have resulted in
uneven progress across the various program areas.

The result is that Strategy components are at different stages of implementation, so
evaluation is problematic. Furthermore, the lack of an agreed definition for ‘general
practice’ and the lack of baseline data further complicate attempts to evaluate the
Strategy as a whole.

The challenges facing general practice have also changed since the Strategy was
initiated. Changes to the wider health care system— such as the move towards primary
health care and to casemix-based funding systems, the coordinated care trials, and the
increasing emphasis on quality and demonstrated outcomes— have all had an influence
on implementation of the various elements of the General Practice Strategy.

In relation to the Strategy’s impact on the quality of care, it is difficult to quantify the
contribution of general practice to health outcomes in a complex health system. Account
must also be taken of the extent to which variability in health care provision across State
and Territory health systems affects general practice.

And general practice itself has changed. Some parts of the ‘industry’ are becoming
corporatised: this has implications for both the business and the clinical aspects of
service delivery.

Recent entrants to the GP workforce have differing expectations in relation to working
conditions and remuneration. Many demand a more balanced lifestyle, which means
shorter working hours and the ability to work part-time for extended periods. Salaried
or sessional positions are increasingly being negotiated by general practitioners who are
unwilling to shoulder the responsibilities and difficulties associated with small business.

Changing consumer expectations have also been influential. Consumers are becoming
better informed and are seeking better dialogue about their health care. A growing
number of consumers are questioning the evidence base that is used for clinical decision
making.
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3.2 The impact of the General Practice Strategy

Few submissions to the Review Strategy Group dwelt on the overall impact of the
General Practice Strategy, but many called for urgent attention to the problems that
continue to confront general practitioners. For example,

... the average grass-roots GP considers that general practice has become more
difficult, more stressful and less rewarding over the past five years. Although this may
not be entirely due to the GP Strategy, much of the blame is laid on this.
(submission 35)

Many submissions referred to the importance of lifting general practitioners’ morale.
The Review Group’s consultations confirmed that GPs’ low morale was a serious
problem— if not the ‘number one’ problem— that needs to be redressed in a revised
General Practice Strategy. Some see this purely in terms of income; others see it in
terms of raising GPs’ status through, for example, increased funding for academic
general practice and involving more GPs in research. The submissions revealed a
strongly held view that, for the average general practitioner since 1992, there has been
little progress in linking remuneration to quality.

The principal concern for the members of the General Practice Strategy Review Group
should be the worsening morale of General Practitioners. (submission 60)

It was asserted that, despite the Strategy’s increasing emphasis on the quality and cost-
effectiveness of GP services, a funding shift to those GPs who have demonstrated an
involvement in improving quality has not been achieved. For example,

the areas that impact on morale such as comparative decreasing income, time
pressure, threat of litigation and workload have not been altered. (submission 76)

A non-GP perspective on GPs’ morale noted that ‘the GP Strategy will not be able to
improve GP morale until the issues surrounding GP incomes are addressed’
(submission 77), which was confirmed by a general practitioner in Tasmania, who said,

The major problem for general practice is a belief, which has considerable basis in
fact, that compared to specialist medical practitioners, general practice is poorly
remunerated and appreciated by both government and the public. (submission 84)

One submission stated that a number of remuneration and financing issues (such as the
Relative Value Study; reasonable rebates for after-hours care, telephone calls and work
done for statutory bodies; the introduction of co-payments; private billing for
consumables; and ‘Pay Doctor’ cheques being sent to the doctor) were important ‘... in
helping general practice reassert itself as the cornerstone of cost-effective primary health
care’ (submission 17).

Overall, general practitioners’ income was one of the ‘hottest’ topics in the submissions.
The remuneration aspect of the Strategy was considered a failure, with fee for service
remaining inequitable and cumbersome and not rewarding quality. There was great
resentment of the fact that the level of indexation for recognised GP items in the
Medicare Benefits Schedule was discounted in comparison with the indexation that
applied to specialists’ items. One submission captured this resentment well:
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... I would like to reiterate the resentment still felt in the general practice community
at the discounted rather than full CPI rebate payment available to GPs when my
fellow health care professionals (already well remunerated) are virtually automatically
compensated to the full CPI figure. Cost pressures in general practice are increasing
rapidly and the goodwill generated by an increase in the percentage CPI rebate to GPs
would be an immensely important gesture of government acknowledgment of the
importance of Primary Health Care. (submission 23)

Views on blended payments varied, from increasing them to ‘scrapping’ them, and many
submissions made suggestions for improving or replacing the Better Practice Program,
which was criticised for not providing the right incentives for quality care, for measuring
processes not outcomes, and for being inequitably distributed— that is, it has failed
general practitioners working in urban practices and part-time and female GPs, and it
imposes additional demands on time and additional practice costs for GPs. Further
strident criticism of the Program was directed at the consistently low uptake rate, the
low level of satisfaction of those who have participated in it, and the minimal, if any,
impact it has had in positively changing GPs’ behaviour.

Where there was praise of the General Practice Strategy, it tended to be directed at the
achievements of specific components; for example,

the major achievement of the Strategy is the opening up of general practice to greater
integration with other professionals, to greater research and evaluation scrutiny and to
new models of care with a public and community health orientation. (submission 101)

... the support for academic general practice, the development of Divisions and the
rural initiatives have been agents for positive change. (submission 3)

In this context, there was notable backing for the Divisions of General Practice:

The 1992 goals for Divisions have stood the ‘test of implementation’ [and] ... the
future funding structure for Divisions is a critical element in the reform of general
practice. (submission 127)

The formation of Divisions of General Practice was, in the main, considered a positive
initiative of the Strategy1, although a small number of submissions suggested that the
Divisions be discontinued and some suggested that they be replaced with other models,
such as ‘divisions of consumers’ (submission 39) or ‘divisions of primary health care’
(submission 70). There was a suggestion that, particularly in remote areas, Divisions
may need to include membership from other professions in order to have a stronger role
(submission 5).

Overall, however, the submissions and the consultations revealed great support for the
continuation and strengthening of Divisions. One submission stated,

To some degree, Divisions have fulfilled the function and achieved the outcomes
envisaged for them. However, there is much still to do to develop an acceptable level
of efficiency. (submission 128)

                                               

1 At least 58 submissions commented favourably in this regard.
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It was also considered that the divisional roles and functions need further clarification in
the context of the role and function of other GP representative groups (submission 127).

The lack of continuity of care for patients between hospitals and GPs and the lack of
formal arrangements for the care of a mutual patient were highlighted (submission 87),
and many submissions noted that current deficiencies in the health care system could be
remedied through improved communication and stronger collaboration between GPs
and other interested parties, specifically

• hospitals (submission 64), particularly accident and emergency departments;

• specialists, Aboriginal health workers (submission 34), and other allied health
care providers (submission 56);

• public health agencies and providers (submission 118).

State and Territory health departments’ lack of involvement in the design and
implementation of the Strategy was considered to have limited the potential of the
Strategy to enhance GP integration with the wider health system (submissions 12, 75,
103, 109).

It was claimed that limited resources have been made available from the Strategy to
assist workforce planning, including the development of databases and research to
facilitate better planning and targeting of funds matched to community need.

Some submissions argued that the Rural Incentives Program had been successful; similar
comments were made in almost all the consultations. At one meeting the view was
expressed that the Program had been ‘very important in bringing players together for the
first time to collaboratively share concerns and issues and to seek solutions’ (K Boyer,
Hobart, 13 February 1998). There were, however, claims that the rural workforce
shortages had not eased since the start of the Strategy and that much more funding is
required to redress the problem of poor access to general practitioners in rural and
remote areas (submissions 11, 108, 110).

The need to support academic general practice in order to raise the status of general
practice as a discipline was forcefully expressed.

3.3 Lessons learnt

Originally the Strategy focused on what needed to happen at the national level. There
was little formal information about matters of relevance to general practitioners in their
practices. The review process has made it clear that planning needs to take into account
factors at both the ‘macro’ and the ‘micro’ levels. In the late 1980s very few GPs were
in a position to think about or debate issues at the national level, and there was little
information to support this process.

At the end of the 1990s, there are no parallels in the world for the attempts at
collaboration between the profession and the Government that have been made in
several of the elements of the General Practice Strategy (Department of Health and



Perspectives on what has happened so far

29

Family Services 1998). Many overseas governments have focused on promoting their
agenda from the national perspective, but none have attempted to foster local level
engagement by the profession in the process of reform.

Yet from the general practice perspective it is argued that there is still much to be done
to minimise the barriers to open communication between the profession and
governments, as expressed in one submission:

... I think the perception amongst the profession that the Government says one thing
and does another (especially in relation to Medicare rebates) is a problem.
(submission 36)

It was apparent early in the Strategy, when some parts of the profession campaigned
against the Demonstration Project Grants, that there were specific areas in which the
profession and government were bound to conflict, especially in relation to financing
issues. The political context of negotiation has also been a source of tension. Although it
is acknowledged that government departments are regulated by governments’ terms of
office and budgetary cycles, the inevitable changes and delays in moving forward with
negotiations have been a source of frustration to the profession.

The profession has wanted very rapid responses on matters such as access to funds but
has moved more slowly than was acceptable to government on the introduction and
development of the national system of accreditation and the introduction of non–fee for
service forms of payment. The conflict between the profession and government has,
however, also been accompanied by divergence and disagreement within the profession
itself. The important lesson is the need to be clear about what can be achieved and
within what time frame.

The level of awareness and understanding of the reform package may have been
diminished by the marketing of specific programs within the General Practice Strategy,
rather than marketing the Strategy as an integrated whole.

The Strategy was considered difficult to ‘sell’ to general practitioners, and a vision for
general practice was considered crucial. A GP in the remote Top End suggested,

The GP Strategy does not have a happy starting point. Its history is not buoyed with
enthusiasm from the grassroots ... You have an opportunity to change this negative
history with new strategic approaches to communication. (submission 78)

In the early stages of the Strategy the lack of consultative infrastructure to communicate
with ‘grass roots’ GPs made communication difficult. Operational programs were
developed from broad objectives: there was little certainty about the consequences of
the reforms for both general practice and the broader health care system.

Considering that there are about 24 000 non-specialist medical practitioners, only a
small minority have been actively involved in the Strategy. Benchmarking studies
suggest, however, the majority are aware of elements of the Strategy but may have
chosen not to engage with it (Wendy Bloom & Associates 1995).

The profession has argued that the Strategy was originally developed on the
understanding that funding for new programs would have no impact on the fee-for-
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service pool, and this difficulty has compounded resistance to implementation of other
elements of the Strategy.

Despite these tensions, it is evident that a large proportion of the profession now accepts
the value of a blended payment system in rewarding quality and targeting specific health
outcomes, and many general practitioners are now willing to engage in debate about
alternative financing models.

The Strategy has contributed to some important changes in thinking about general
practice concerns— for example, that workforce issues go beyond numbers to the role of
general practice, practice styles, changing lifestyles, and matching services with
community needs. The Strategy has also contributed to the development of a new
culture that encourages the profession to seek evidence and plan for the future.

Establishment of the Divisions, the Rural Incentives Program and the General Practice
Evaluation Program, and the insistence on greater participation in a formal continuing
medical education and quality assurance program, have brought positive results.

Although the effects of the Strategy, particularly for the ordinary hard-working and
committed general practitioner, have been small, and possibly negative in financial terms,
the greater engagement at a professional level has been very important for general
practice as a whole.

3.4 What are the achievements upon which the future can be based?

Through the development of the Divisions of General Practice, the Strategy has
provided opportunities for general practitioners to take on extended roles in general
practice and become more involved in policy, planning and local health service delivery
beyond individual patient care.

As a result of the local infrastructure for general practice provided by Divisions,
communication channels have greatly improved.

Divisions must remain a common centre for the GPs of a locality, a place where
individuals can access support, skills, knowledge and information to assist them in
coping with the many changes and pressures that they are facing. Divisions must be
organisations that facilitate the involvement of individual GPs in the ongoing
evolution of health and medical care. (submission 16)

The establishment of support and coordination structures for Divisions and rural
workforce matters at State and Territory levels and the development of a national
organisation for Divisions, will further enhance the networking, planning and delivery of
services on a larger geographic scale.

The Strategy has created new forms of payment, some of which have been well
received; for example, rural continuing medical education and locum grants have
brought much relief for those in rural practice. Payments through Divisions have enabled
general practitioners to do administrative and project-management work and establish
collaborative ventures with other elements of the health system to meet local health
needs.



Perspectives on what has happened so far

31

Furthermore, there is now a professionally owned and led national practice-accreditation
process that is moving to provide support in both the management of practices and the
building of a culture of continuous quality improvement.

The Strategy has produced, for the first time, information and evidence that describe,
from a national perspective, various features of the profession. It has stimulated new
areas of research inquiry and data and created the impetus for changes in medical
education to support rural general practices.

General practice research and evaluation now have more visibility and relevance for the
general community and in wider academic circles. The first monitoring report on general
practice, General Practice in Australia: 1996 provided, for the first time, a
comprehensive profile of available information and data on general practice and
constitutes a source of baseline data to allow general practice to be monitored and
evaluated (Department of Health and Family Services 1996a).

There have also been important advances in the consideration of general practice as a
distinct discipline, requiring postgraduate training for unsupervised practice and
stimulating much greater participation by all GPs in continuing medical education and
quality assurance.

More detail on some of the activities and evaluative comment is contained in Parts Three
to Eight.
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4 Perspectives about emerging challenges and some
possible solutions

This chapter examines how general practice in the late 1990s differs from general
practice at the start of the decade.

Emerging challenges are the need for improved information management and
information technology; better integration with State and Territory public sectors;
building on Divisions, accreditation and research and evaluation initiatives;
continuing medical education and quality assurance; care of those with chronic
illness and, in turn, their carers; and the role of general practitioners in relation to
the health of Indigenous Australians.

Among the proposed solutions to emerging and continuing problems (about which
opinions varied) were different payment mechanisms to reward quality; patient
enrolment; fund holding; the Relative Value Study implementation of the new
Medicare Benefits Schedule consultation item structure; ‘Pay Doctor’ cheques;
evidence-based medicine; provider number controls; better workforce data; and a
stronger primary health care approach.

4.1 How do today’s challenges differ from those of 1992?

Despite the good intentions of the Strategy in 1992 ‘to provide a framework that will
allow general practice to reassert its role as the cornerstone of Australia’s health care
system and ensure the highest quality of care for patients’, GPs are experiencing
difficulties in continuing to provide quality services for patients under ongoing and
escalating financial and professional pressures. (submission 127)

Three important factors currently affecting general practitioners were described as the
structure and remuneration of GP care, the inadequacy or absence of data to inform
GPs’ decision making, and the challenges of linking remuneration to quality practice
(submission 101).

Although many of the challenges remain essentially unchanged since 1992, the scope and
understanding of them and possible solutions have changed greatly. This evolution has
occurred in part as a result of greater access to general practice research and improved
interaction between GPs and the broader health care community. The following
paragraphs summarise emerging perspectives on contemporary problems confronting
general practice. These problems have been identified on the basis of Review Group
members’ experience, the submissions and consultations, and the available literature.
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4.1.1 Workforce oversupply and maldistribution

Workforce problems do not relate simply to doctor–patient ratios; they also reflect the
complexity of broader considerations such as

• the role and scope of general practice,

• practice organisation,

• practice structure,

• the need for alternative models of sustainable general practice, particularly in
rural areas,

• accessible health infrastructure,

• the availability and use of other health services and professionals.

4.1.2 The need to improve quality

The need to describe and monitor quality has been identified as an essential step in
enhancing the professional standing of general practice in the wider health system. The
increasing emphasis on evidence-based medicine poses a challenge for general
practitioners who manage undifferentiated and diverse clinical presentations. Important
strategies include

• practice accreditation,
• recognition arrangements for doctors,
• information management and information technology at the practice level,
• clinical decision-support tools such as clinical practice guidelines,
• monitoring of health outcomes at the divisional level.

4.1.3 Integration and information flows

Divisions of General Practice have been instrumental in improving communication
between individual general practitioners and between practices and the wider health
system. Substantial work remains to be done in two particular areas:

• information management and information technology initiatives to improve
information exchange within general practice and with other health providers;

• developing a more sophisticated understanding of relationships between the
Commonwealth, States and Territories and other health professionals.

4.1.4 Financing alternatives

Alternative financing models are needed to encourage investment in practice, provide
outcomes payments, eliminate inefficiencies and waste in structures and payment
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systems, and resolve differences in how individual general practitioners are paid within
practices.

4.1.5 Negotiating with government

Alternative mechanisms for negotiating with government are essential if general practice
is to effectively influence future health reform.

4.1.6 Managing change

There is a growing awareness of the need to identify general practitioners’ needs and
attitudes in relation to health care reforms in order to effectively plan and implement
future changes.

4.2 Emerging directions

Three main challenges were identified as priorities for future general practice initiatives:
general practitioners and the health of Indigenous Australians; information management
and information technology for general practice; and integrating general practice with
State and Territory public sectors.

4.2.1 General practitioners and the health of Indigenous Australians

In relation to general practice in Indigenous communities, a number of submissions
highlighted the need for new models that are multi-disciplinary and assure a balance
between the achievement of public health objectives and one-to-one clinical care (for
example, submission 5).

The Central Australian Remote Practitioners Association (CARPA) model was
considered successful in the main (submissions 5, 134) because it enabled health
professionals from different primary health care services to interact and share their
experiences with health professionals who were not working in Aboriginal community–
controlled health services. Another submission stated,

General practitioners entering such communities must learn to work alongside
Aboriginal health workers and nurses as part of the Primary Health Care Team
(submission 34).

In view of the population distribution of Aboriginal and Torres Strait Islander peoples, it
was considered vital that the Review approach the question of Indigenous Australians’
health within a national framework, as opposed to one that focuses solely on rural and
remote concerns. The low Medicare expenditure on the Aboriginal and Torres Strait
Islander population, compared with the national average, was specifically raised. The
high cost ratio of GP consultations in Indigenous communities (as a result of the low
volume of patients seen combined with the complexity of services provided) was
recognised as warranting consideration in reforming the current remuneration system for
general practice (submission 96).
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4.2.2 Information management and information technology for general practice

The need for an information management and information technology framework for
general practice emerged as a high priority during the Review.

There was considerable support for an integrated, coordinated plan to encourage
computerisation of general practice, including software improvements; development of
standards and protocols; education; targeting and supporting early adopters of the
technology (for example, short-term incentives and removal of disincentives); change
management to support the transition to electronic systems; and expansion of the range
of electronic services and facilities currently available to general practitioners
(submissions 49, 72, 76, 80, 87, 106, 109, 115, 127, 128, 130).

While over 50 per cent of GPs in Australia have a computer in their practice, only a
small proportion, probably about 10 per cent, use a computer for some clinical
application. (submission 115)

Many submissions referred to information management and information technology as
the cornerstone of success; for example,

The systematic introduction of [information technology] in general practice ...
provides the vehicle to underpin all general practice reform. (submission 127)

Various potential benefits were attributed to the delivery of an information management
program for general practice— it would help with the incorporation of evidence-based
preventive activities in general practice; it could link State and Territory hospital
information management systems with the rest of the health care system; it could
support horizontal integration of general practice, along with a benchmarking system to
monitor quality; and it would result in better ordering and reporting of pathology as a
result of using information technology. The place of telemedicine in supporting the
delivery of high-quality care was emphasised.

One submission noted three important areas for reform in a revised General Practice
Strategy— the structural environment, professional development, and financing and
remuneration. It claimed that the establishment of a technological infrastructure in every
general practice is pivotal to the framework for such reform and that an information
management and information technology strategy for general practice would

... create the communication links between practitioners, other sectors of the health
system and government agencies necessary to ensure effective coordination of care
and improved patient access to care. The technology will also support accurate
collection of data within general practice; comprehensive knowledge bases to
supplement clinical decision making; delivery of education programs; and the
requisite links to government agencies to facilitate more efficient administrative
payment processes. (submission 127)

Even though information management for general practice was considered a priority by
many, another perspective was reflected in the view that ‘many GPs are holding back
[on computerising their practices], not committing to computerised records, because of
possible future incompatibility’ (submission 80).
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It is important to note, too, that throughout the consultation process there was no
consensus that information management and information technology should be the
major, or even one, platform for reform in general practice. It was said that until general
practitioners could be convinced that an investment in information management and
information technology would save them time and money they would be reluctant to
computerise their practices and that they remain unconvinced about the benefits of doing
so. It was also suggested that GPs would not be inclined to participate in providing data
for other purposes, including for the Government, unless the benefits at the general
practice level were evident.

The need for continuing training, in addition to the introductory training in the use of
information management and information technology, was perceived as a hurdle for
some GPs. The plethora of different software packages would also need to be
rationalised: one suggestion was that the Government fund the development of one or
two applications, as was the case with the National Health Service in the United
Kingdom.

4.2.3 Integrating general practice with State and Territory public sectors

Improved cooperation between general practice and State and Territory health
departments was raised consistently, both in the submissions and during the
consultations. It was felt that, although the Commonwealth–State divide cannot be
directly influenced by the General Practice Strategy, certainly the way that collaboration
occurs needs to be dealt with.

State and Territory health departments informed the Review Group about a number of
general practice–related consultative mechanisms. Some of the general practitioners at
the consultations said, however, that there were problems with such links and that more
often than not they were quite temporary, informal and dependent on the personalities
and commitment of the public sector individuals involved.

It was also apparent that many general practitioners were becoming accustomed to
being involved in planning and decision making at both the State and Territory and
regional or area health service levels and that they not only expected these ‘partnerships’
to continue and be enhanced but that they should be paid for their participation.

Some participants in the consultation process suggested that the emerging State- and
Territory-based organisations for Divisions of General Practice should have a key role in
the future coordination and planning of health services at the State and Territory and
zonal levels.

4.3 Possible solutions proposed by stakeholders

In reviewing the Strategy, some submissions suggested that an ‘overarching’ policy
framework for comprehensive primary health care should be developed, to guide future
investment in general practice and other relevant infrastructure and to provide an
opportunity for achieving other health policy objectives.
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Suggestions for broadening the focus and impact of the Strategy ranged from changing
the balance of funding from tertiary to primary care and moving from an illness-
management model to a health promotion culture to maximising the opportunities for
seamless continuity of services by ensuring integration with a range of intersectoral
activities that form the components of a federal government primary and community
care policy.

In addition, the need for the Australian Health Care Agreements to strengthen GPs’
representation at the decision-making levels in State and Territory health departments
was a recurring theme in submissions and during the consultations. Targeted
consultation with State and Territory governments was suggested, as was a joint
Commonwealth–State approach to establishing the links and formal advisory
mechanisms between GPs and other health service providers.

Despite divergent opinions, the consultations revealed a number of areas for attention by
the Review Group:

• consideration of the importance of the role of the general practitioner as the
patient’s advocate;

• exploration of a range of payment mechanisms in recognition that GPs are not a
homogeneous group and require different payment mechanisms to suit different
styles of practice;

• establishing general practice on a sound academic basis, with support for
evidence-based medicine;

• ensuring a more equitable spread of funding to GPs practising quality medical
care;

• supporting information management and information technology for general
practice, so that in a climate of rising demands for accountability there is
adequate remuneration for GPs’ expanding roles and the uptake of technology;

• redressing inadequate general practice research funding levels;

• taking action in relation to the unproductive lines of demarcation between the
responsibilities of the Commonwealth and the States and Territories and the lack
of structural connections between funding programs and resultant cost shifting;

• pursuing a model of patient registration (enrolment) because it would lead to
efficiency within the system, as would GP and divisional budget holding arranged
on the basis of geographical area.

4.3.1 Financing and remuneration

A number of possible solutions to the problems of financing and remuneration within
general practice were proposed. The perverse incentives of ‘six-minute medicine’ were
discussed and some submissions recommended that time-tiered consultation items be
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introduced (submissions 2, 3). Capping fee-for-service payments at $300 000 a year to
discourage quick consultations was also suggested (submission 31).

Many felt that completion of the Relative Value Study was long overdue and were keen
for it to be finalised and its recommendations implemented (submissions 17, 28, 81, 83,
128.

A number of submissions argued that ‘Pay Doctor’ cheques should be forwarded
directly to practices (submissions 17, 56, 76, 81, 83, 106), while some submissions
claimed that the Government’s best chance of reducing the use of GP services is to
permit co-payments with bulk billing (submissions 17, 18, 19, 35, 81, 83, 91).

Included in the recommendations that the Medicare consultation structure be revised
were calls to create financial incentives to encourage longer consultations and the use of
computers and to offer reasonable rewards for after-hours services, telephone work
performed on behalf of patients (including case conferencing), and work performed for
statutory bodies (submissions 17, 20, 58, 83, 91, 116, 127).

The needs of those with chronic illness and the needs of carers emerged as concerns.
The structural problems associated with GPs’ care of these groups were discussed in
many submissions and in the consultations. The view was put that the current fee-for-
service payment mechanism is not necessarily the most appropriate arrangement.

Accordingly, there were proposals for a Medicare item to be introduced to provide for
adequate and appropriate coordination of complex care, including care of older people,
care of people with disabilities and those with mental health problems and disorders,
care of people requiring palliative care, preventive care, and care of people with a
chronic health problem (submissions 127, 128).

It was suggested that the Review Group consider new ways of funding general practice,
such as salaried and fund-holding models. Whilst budget holding was recommended by
some as a way of overcoming the many problems endemic to general practice in
Australia, there were also clear messages from others that managed care should not be
supported (for example, submission 56). One submission stressed that the low rates of
computerisation of general practices, low infrastructure capacity, and low numbers of
GPs actively involved in Divisions presented serious barriers to advancing managed
care–type arrangements in Australia (submission 50).

The drive towards health outcomes–based funding received attention in many
submissions, ranging from suggested changes to the nomenclature to proposals that the
‘health outcomes movement’ be passed by— ‘evidence-based medicine is a fad’. There
were suggestions that any savings resulting from reforms within general practice (such
as savings effected through improved clinical and management practices) should be
retained to directly support general practitioners (submission 18).

4.3.2 Patient linkages to practices

Patient enrolment— the formal linkage of patients to specific doctors or practices— was
seen by some as the next major reform for general practice. Some submissions suggested
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that doctor–patient linkage could be effected via a practice or a Division and could
reduce ‘doctor shopping’, obviate duplication of investigations, and achieve better
health outcomes (submissions 83, 90). Other submissions strongly opposed the concept
of patient enrolment. One submission recommended that research into the effects of
such enrolment be done in consultation with consumers (submission 110).

4.3.3 Practice accreditation

It was recommended that improved quality of care remain the goal of the General
Practice Strategy.

A number of submissions argued that accreditation of general practices is the key to
improved quality of care and that consumers need a practice-accreditation system that
uses recognised standards, has a process for monitoring the implementation of those
standards, and is part of a quality improvement process (for example, submission 110).
It was also suggested that accreditation should be an open, independent, accountable
and continuing process, with consumer participation at all levels (submission 129).

Nevertheless, the subject of accreditation was not without contention. Some submissions
expressed concern that accreditation was ‘academic’ in an under-serviced town where
there was no competition (for example, submission 14). Other submissions argued that
the rewards for accreditation must outweigh the financial costs (for example,
submission 17). There was also a request that the accreditation process take into
account the fact that some practices have a high proportion of part-time practitioners
and such practices should not be disadvantaged (submission 121).

It was recommended that any accreditation program be rigorously evaluated soon after
it is introduced (submission 42). Further, it was suggested that Divisions have a key role
in introducing accreditation and providing training to general practitioners to facilitate
its uptake (submission 29).

4.3.4 Education and training

A number of submissions dealt with aspects of medical training and continuing medical
education. For example, some submissions called for greater flexibility in CME
requirements and argued that overall improvements are necessary, noting the critical link
between quality general practices and the quality of postgraduate education. There were
also calls for increased emphasis on general practice in the undergraduate years, thus
exposing all medical students to the differences in medical practice in the community as
opposed to the hospital setting. The current vocational registration system received both
positive and negative comment, and the view was put that it discriminated against newly
trained doctors (submissions 21, 22, 35, 72, 112).

4.3.5 Quality

The characteristics of a quality system of general practice were seen to be time for the
general practitioner to spend with the patient developing a therapeutic relationship, time
for the GP to make a reasoned assessment, time for the GP and patient to each
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contribute to the care plan, time for GPs to educate themselves, and increased provision
for GPs to work with other health care providers as part of a professional, multi-
disciplinary team (submission 2, 33, 35, 38, 100).

4.3.6 Personal health information

There was support for protection of consumers’ rights to privacy and confidentiality in
relation to their health information, and it was recommended that consumers have a right
of access to their own personal health information, including patient-held records, in
addition to the practitioner’s records (submission 110).

4.3.7 Rural concerns

There was a strong view that the Strategy must redress the gross inequity in access to
Medicare funds that exists between cities and ‘the bush’. It was claimed that this
inequity of access had improved only marginally since 1992 and that much less Medicare
funding still goes to rural patients compared with their urban counterparts
(submissions 37, 132).

4.3.8 Workforce concerns

Some submissions explored workforce concerns such as whether there are too many
general practitioners or the right number but in the wrong places, whether ‘provider
number’ controls would help, and whether GPs should be paid to retire (submissions 31,
37, 80, 128).

Innovative solutions to the problem of workforce maldistribution were proposed— for
example, ‘buying out’ provider numbers at $400 000 per full-time equivalent to reduce
the total number of GPs; tighter coordination of medical practice development in terms
of town-planning needs; facilitation of country–city exchanges, including schemes where
urban GPs ‘adopt’ a rural practice to help with locum shortages; after-hours
cooperatives, possibly coordinated by Divisions; ensuring access to temporary resident
doctors for locum work, with appropriate controls; better models to encourage female
GPs into the rural workforce; and greater involvement on the part of shires and
community groups in educating consumers about ‘looking after their doctors and
attracting doctors’ (submissions 31, 37, 80).

‘Re-credentialling’ (at ages 65 and 70) was suggested as a possible way of decreasing
GP numbers, encouraging early retirement, and ensuring that the community receives a
high standard of general practice services (submission 76).

A number of submissions noted the need for reliable workforce data to examine the
requirements for general practice training, in terms of what work GPs should be
required to do, what work they do now that could be transferred to other providers, and
what work is now performed by specialists and hospitals that should be returned to
general practice (for example, submissions 48, 111, 128).



Perspectives about emerging challenges and some possible solutions

41

Furthermore, the reasons GPs are leaving clinical practice and choosing the career
pathways they are choosing should be examined with a view to reducing the high
attrition rate in the profession. In particular, it was suggested that workforce planning
should take account of the need for procedurally trained GPs for Indigenous
communities; it was claimed this could be done in a number of ways, including the
creation of distinct and attractive career paths for doctors working in Indigenous health
and the development and implementation of strategies that facilitate movement between
the different paths and strategies to increase the number of Indigenous medical
practitioners (submissions 96, 117).

4.4 The role of the general practitioner

Some submissions claimed the general practitioner should be the coordinator of patient
care, using the range of health care services available (for example, submissions 58, 72).
Other submissions claimed that GPs should work as part of the primary health care
team. At the same time, some discontent was expressed about allied health services’
encroachment on general practice. The consequent erosion of traditional areas of general
practice by pharmacists, midwives, nurse immunisers, nurse practitioners, and so on,
was seen as a serious concern (submission 58).

It was suggested that research and evaluation be major components of the revised
General Practice Strategy, building on the existing achievements of general practice
research (submissions 13, 25).



42

5 What does the future hold?

During the next decade general practice will face an environment that is complex,
fast-changing, uncertain, unfamiliar and competitive.

Some particular challenges will both influence and be influenced by this changing
environment: new and developing roles for general practitioners, their practices and
professional organisations; a reorientation of health systems from an institutional to
a community basis; intensifying consumerism; and altered power relationships
resulting from greater information access brought about by rapid technological
change and the communications revolution.

This new future requires general practice to organise itself in innovative ways, with
leaders and managers who can enable, coach and mentor, encourage and assist
members of the profession.

Failure to seize the opportunities that present themselves will see general practice in
disarray and conflict.

5.1 The international context

By the mid-1990s, international evidence showed that developed countries were moving
from a relatively laissez-fare approach to health to a greater emphasis on
accountability— for both expenditure on health and for health outcomes— and on sharing
the financial risks with a greater number of the parties involved. The concept of the split
in responsibilities between funders, purchasers and providers was started as an attempt
to create internal markets and managed competition.

The introduction of practice budgets, fund holding and, more recently, primary care and
total purchasing trials in the United Kingdom, and the introduction of managed care in
the United States, have led to stark differences in the delivery of and access to health
care services at the local level.

Managed care has resulted from the involvement of large corporations in the funding
and delivery of health care. Although this approach has been opposed by some
professional groups (because of concern about perceived loss of control and
professional autonomy and interference with the doctor–patient relationship), it could be
argued that it represents efforts to obtain the best value for money for consumers,
individually and collectively, and better information to manage risks clinically and
financially. This was a vacuum not filled by the profession.
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5.2 Global health policy trends relevant to future directions for
general practice

A number of global health policy trends are relevant to future directions for general
practice:

• pressure on governments internationally to offer value for money in health
services and demonstrate responsiveness to consumers;

• higher consumer expectations associated with higher levels of education;

• increased chronic illness because of ageing populations;

• higher levels of education for allied health professions, with corresponding
expectations of more independent roles;

• increased emphasis on community-based care and a changed role for hospitals,
emphasising shorter stays;

• an exponential increase in information and technology relating to medical
treatment and diagnostic and management options.

5.3 How will these trends affect general practice in the future?

General practitioners will be asked to demonstrate that their practices reflect the best
available evidence of effectiveness in attaining health outcomes and offer high-quality
practice delivered in cost-effective ways. It is probable that further resources will be
made available only as a result of cost efficiencies GPs may be able to generate.

General practitioners will need to respond to and seize the opportunities presented by
the trend towards greater community-based delivery of health care, as high-technology
hospitals take on redefined roles in short-stay treatment and as more and more
conditions become treatable by day surgery. Community-based care will bring with it the
need to provide more intensive follow-up to hospital treatment and to manage chronic
conditions over long periods.

In taking on these extended roles, general practitioners will need to coordinate care with
a range of other health providers, both in hospitals and in the community. This will be
crucial in responding to the needs of people with chronic illness. Such coordination may
take place in a practice that employs a variety of allied health practitioners or in
partnership with community-based providers in the local area. To manage chronic illness
within a general practice, GPs will need to work with other health professionals and
many patients will need help in gaining access to these other professionals.

This linking in with a variety of other health care providers will also require general
practice involvement in decision making about the organisation of health service delivery
to ensure that new forms of service delivery facilitate rather than impede effective liaison
with general practice.
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General practice will need to take greater account of increased consumer expectations
for high-quality information and good communication. Consumers expect to be involved
in a ‘partnership’ when decisions are made about the most appropriate treatment or
management options. Consumers will also come to expect times of access to general
practice that fit in with other demands of their lifestyle.

Surveys continue to demonstrate the popularity of Medicare, and consumers will
continue to expect high-quality medical care provided from within that framework.
General practitioners will need to find effective ways of gaining access to the increasing
amount of information about management and treatment options to maximise health
outcomes. Adoption of appropriate information systems that allow rapid access to
clinical support is something GPs will need to explore.

5.4 Constraints on the future of general practice

There are a number of constraints on the future of general practice.

• Because of the current constraints on the health budget within a tight overall
budgetary situation, there will be little, if any, additional government finance
available for reforms in general practice.

• General practices will have to demonstrate more efficient operation within the
available funds.

• The Government has a commitment to retain Medicare and bulk billing.

• The Government needs to be able to demonstrate some gains from general
practice reforms in a short period.

• Any new reform strategies must be evidently worthwhile to general practitioners.

5.5 What is the alternative to reforming for general practice?

One possible consequence of these developments is that general practitioners and GP
organisations lose the ability to shape their destiny and general practice does not
contribute to strengthening a primary health care model of service delivery. Such a
situation could arise if GPs and GP organisations remain disunited and fail to speak with
one voice.

A number of things could occur:

• the proliferation of a corporate model, in which general practice is just another
business— a part of a broader range of business interests— and in which the
nature of practice is influenced by this context;

• models of health insurance that allow insurers to set the terms and conditions
under which GP services are purchased and referrals are approved;

• models of coordinated care that do not promote primary health care and do not
provide acceptable roles for general practitioners;
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• service substitution, in which cheaper service providers are inappropriately
substituted for GPs in the provision of care for conditions such as chronic illness;

• competition for GP roles in community care by hospital outreach teams of
specialists and nurses;

• GPs facing problems with economic viability and being left to ‘sink or swim’,
with resulting conflict and competition between individual practices and a danger
of compromising standards in order to survive;

• forced restructure of general practice by government introducing disincentives
for forms of practice not seen as cost-efficient, with resulting resentment and
confusion among GPs and lack of cooperation for any future government
initiatives to improve the quality of care.

Large medical centres and, in some instances, chains of medical centres have been
established in urban Australia in recent years. Using bulk billing, they have been able to
cream off the ‘easy’, short cases whilst referring on more difficult problems and those
likely to take considerable time. Often patients will choose to use these clinics for simple
conditions but return to their more traditional ‘family GP’ for more complex or time
consuming problems.

Some larger companies have started entering the business of general practice, sometimes
by purchasing a number of small general practices and continuing to employ the
previous owners. These companies see the potential of well-run general practices that
are strategically located, of sufficient size, or linked to other practices to enable them to
benefit from economies of scale, that are accessible to consumers over extended hours,
and that are staffed appropriately.

The purchase of general practices by pathology providers circumvents the ban on
offering inducements for GPs to use their services. These pathology providers may have
determined that sufficient funds can be generated from the pathology services to allow
them to use the practices as ‘loss leaders’.

A future of this kind is not in the interests of consumers, government or general
practitioners: it could jeopardise the quality of primary medical care and a valuable
community resource.

Both GPs and the communities they serve must be assured of the Government’s
commitment to ensuring viable general practices that are able to deliver a guaranteed
core range of high-quality, well-coordinated services with well-established links to a
broad range of health service providers. Such a future would place GPs as the active
managers of general practice services.

The remainder of this report presents a vision of hope for the future of general practice
and how such a vision might be achieved. The new future requires general practice to
organise itself in innovative ways, with leaders and managers who can enable, coach and
mentor, encourage and help members of the profession (Shannon & University of
Canberra Health and Counselling Centre 1997).
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6 The Vision for general practice into the 21st century

6.1 Why a vision for general practice is important

At its first meeting the General Practice Strategy Review Group identified low morale as
a serious problem for general practitioners. The literature on the subject suggests that
GPs’ low morale generally derives from feelings about lack of direction, limited future
options, low relative income, poor relationships with others, and loss of control. For this
reason, the Review Group gave priority to the development of a clear vision statement
for the future of general practice to the year 2010.

A vision is a commitment to establishing, rethinking and reviewing who we are and what
we are here to do. It should be a clearly expressed, simple to understand, inspirational,
focusing statement.

Groups that can formulate and work towards a vision have the potential to become more
than just collections of professionals and employees. A shared vision for general practice
offers the profession the opportunity to organise and present itself as a credible
participant with consistent messages whilst allowing individual practitioners to continue
to exercise their own judgment.

A vision for general practice should also help the profession attract and retain new
doctors whose personal vision is consistent with the profession’s vision, thus avoiding
costly human resource mistakes.

In developing a vision statement for general practice, the Review Group used the
following resources:

• the skills, experience and knowledge of individual members of the Review
Group;

• submissions to the Review;

• consultations with interested parties across Australia;

• data on projections of the burden of illness in the future;

• information about probable demographic and social trends that will affect the
nature and organisation of future health service delivery in Australia.

Recommendation 1— key recommendation

That national GP organisations endorse the Vision for the future of general practice
as the basis for cooperation and collaboration between GP groups.
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Recommendation 2— key recommendation

That the Commonwealth and State and Territory Governments endorse the Vision
as the basis for partnerships and collaboration.

Recommendation 3

That, as soon as possible after the release of the report, a workshop be held with the
aim of generating understanding of, and consensus and support for, the Vision and
the recommendations of the Review Group.

THE VISION FOR GENERAL PRACTICE INTO THE 21ST CENTURY

General practitioners will

• be unified in their purpose of providing quality medical care to individuals,
families and the community,

• have partnerships with patients and carers that promote maximum
independence, self-care and self-responsibility for health,

• be assisted in the care of patients through utilising advanced technology,
electronic communication links with providers of health services, and
information systems to guide best practice,

• be able to develop initiatives in primary health care and create opportunities
for better patient care as a result of the shift of resources from hospitals to
communities,

• be actively involved in research, evaluation and teaching and be
appropriately remunerated for these activities,

• acknowledge the diversity of their profession and show respect and open-
mindedness in dealing with each other and other health professionals,

• embrace the team approach that ensures their central role in the
coordination and integration of health care,

• be recognised for their essential role in health care delivery through
appropriate remuneration and support,

• be proud to work in general practice.

General practice will

• provide a well-trained workforce that operates within a recognised discipline
of knowledge and skills supported by systems designed to ensure that skills
are maintained and developed,
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• remain the prime entry point to specialists and other medical services,

• have a variety of practice models to meet differing community needs and
settings that support professional independence in the interests of quality
care,

• play a pivotal role in the management of chronic illness in the community,

• ensure that medical schools provide a strong focus on primary health care in
medical curricula and provide inspirational general practice teachers and role
models,

• have an accreditation process that is supported by patients, the community
and general practitioners,

• have clear and well-developed mechanisms for consultation with consumers,
governments and others who impact on primary health,

• have a recognised role in the planning and development of health services
and be an active participant in the ongoing evaluation of the effects of policy
implementation,

• be positioned at the heart of the health care system through collaborative
efforts with consumers, Divisions of General Practice and other groups,
enabling patients and communities to receive seamless delivery of their
health care.



52

7 Building partnerships

The health care system is changing and will continue to do so. If we are to pursue
the Vision for General Practice into the twenty-first century, an integrated strategy,
adequate resources, and mechanisms for general practice to work with others are
essential.

General practice has been isolated from the rest of the health care system and
suffers from fragmentation and competition at the local level, despite the
development of Divisions of General Practice.

Previous attempts at collaboration have led to tensions about control and
ownership.

New working relationships are needed at a number of levels— between GPs and
community groups, between GPs and other health professionals, between GPs and
specialists, among GPs, and between GPs and governments.

A partnership arrangement between general practice, the Commonwealth
Government and consumers is proposed.

7.1 The need for strong working relationships

Great doctors do not make great health care. Great doctors interacting well with all of
the other elements of the health care system make great health care. Medical
associations that wish to lead socially responsive improvements in technical care,
service, outcomes, and costs have no choice but to invest in improving
interdependency among individuals, professions and organisations. This is not their
traditional concern ... traditional medical associations are encountering an opportunity
in threat’s clothing. (Berwick 1997)

The changes that are already occurring in the health care system are well documented.
Work commissioned by the Review Group identified the essential elements of a
framework for managing change:

• a compelling case for change
• clear vision
• an integrated strategy
• adequate resources
• physical capability
• motivation,
• feedback mechanisms.

This raises questions about how well general practice is positioned to actively manage
change.
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In 1992 the National Health Strategy’s issues paper The Future of General Practice
discussed some of the main challenges and proposed a series of reforms for general
practice. The paper made a number of recommendations designed to strengthen the links
between GPs and the health system, to avoid GPs’ marginalisation over the next decade
(DHHCS, AMA & RACGP 1992). It pointed to several ways in which marginalisation
was occurring: the role of GPs in public hospitals had been reduced; communication
between GPs and other community-based providers of health care was frequently
unsatisfactory; and GPs were playing only very minor roles in the planning and
development of health services.

In 1992, as part of the General Practice Strategy, support for the concept of Divisions of
General Practice was announced and a program, the Divisions and Project Grants
Program, was implemented to sponsor their development. The Program provided
infrastructure and project funding for GPs to become involved in cooperative activities
designed to improve integration with other elements of the health system and meet local
health needs. Supported through the Program, Divisions endeavoured to improve health
outcomes for patients by encouraging GPs to work together and link with other health
professionals and by allowing GPs to be involved in health policy decision making.

Nevertheless, although various players and bodies within the health system have many
interests in common with general practice, strained relationships— and indeed barriers to
collaboration— persist.

Evidence provided to the Review Group suggests there is considerable scope to enhance
the communication and links between GPs and consumers; GPs and specialists; GPs and
the community; rural and urban GPs; special-interest GPs and broad-spectrum GPs;
Divisions; GPs and practice nurses; GPs and other health professionals; undergraduate
and postgraduate students; general practices; hospitals and GPs; and State and Territory
governments and the Commonwealth Government.

The establishment of Divisions has provided a corporate framework for general practice
to interact with other sectors of the health system at an organisational level, as well as
providing a mechanism to improve collaboration between general practitioners.

7.2 Achievements and opportunities at the local level

At the local level there is evidence that a great deal of collaborative activity has resulted
from the formation of Divisions of General Practice. The original guidelines for the
projects funded under the Program stressed the need to demonstrate collaboration with
local parties in the development of project proposals, although it is not possible to
evaluate the extent and nature of this collaboration.

7.2.1 Collaboration with consumers and community groups

Consumers interact with general practice at several levels: with GPs on a one-to-one
basis as patients; with general practices; with Divisions; and with the profession as a
whole.
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Extensive consultations with consumers about general practice revealed that an
underlying relationship of trust and confidence with a doctor, and a practice as a whole,
is critically important to consumers. In fact, one of the common themes that emerged
from the consultations was the desire for a more equal dialogue (Consumers Health
Forum 1997). Chapter 8 discusses consumers’ expectations in depth, but Box 7.1
provides an example of how both parties can gain from better working arrangements.

Box 7.1 An effective working relationship between general practice and a
community group

In her submission to the Review, Dr Helen Manion of Home Hospice Inc. described a
service that has been operating for the last five years in southern Sydney. The service
was established to meet people’s demands for support while caring for terminally ill
relatives and friends at home and during bereavement.

Dr Manion notes that, although numerous surveys reveal that the majority of people
facing a terminal illness would prefer to die at home (where they are able to maintain
some degree of control and dignity, where intimacy is possible, and where family can
stay or come and go), less than 10 per cent of Australians actually die at home. One
of the reasons for this is that in many cases carers are simply not able to cope without
help in those last difficult stages. Much as they, and the patient, would like to have
continuity of care from their own GP in their own home, Dr Manion argues that we
have failed as a community to make that possible.

Modern medicine, with all its technological advances, has tended to medicalise
dying, the friendly family GP having to relinquish that special role at the most
crucial time of care in favour of others we have been told are more competent and
better equipped to assist in the dying process.

The Home Hospice Program draws on the local GP (who has specific training in
palliative care), a counsellor, and 20 or so volunteers from the community. It allows
the patient’s own GP to provide continuity of care for both the patient and his or her
family and organises assistance from friends and family (which the carer may not
otherwise know how to seek or accept). It is therefore playing an important part in
building and strengthening its community’s social capital. By exposing the community
to a model of the GP visiting the home, sometimes out of hours, the Program is also
playing a central role in the integration of services.

Divisions of General Practice have an important task in working with consumer
representatives in their local area to enhance mutual understanding of what constitutes
quality in general practices. Consumer representation on a Division of General Practice’s
management board provides a useful example of a strategic alliance.

Overall, the work of the Divisions of General Practice has helped to improve consumers’
access to general practice and provide a conduit to other health professionals. This has
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occurred as part of the development of models of care, GPs’ mentoring of patients
through the health care system, and patient education.

Recommendation 4

That Divisions of General Practice be required, as part of their formal outcomes
contract, to specify their areas of partnership and alliances with consumers,
specialists and other professional groups.

7.2.2 Collaboration with other health professionals

The World Organisation of Family Doctors states,

The discipline of general practice needs to be firmly established as the central
discipline of medicine around which medical and allied health disciplines are
arranged to form a cooperative team for the benefit of the individual and the
community. (WONCA 1991, p. 12)

The lack of integration between GPs and allied health professionals has been redressed
to some degree by encouraging GPs to become involved in cooperative projects through
Divisions, such as shared use of allied health workers (GPCC, AMA, DHHCS &
RACGP 1992). Between 1993 and 1996, 315 divisional projects were classified as allied
health projects (National Information Service 1997) and all Divisions had at least two
projects involving allied health professionals.

Most of these projects involved collaboration with local health services and at least a
quarter were concerned with integrating care between GPs and hospital or community
health services. Projects focused on areas such as facilitating patients’ access to allied
health professionals (for example, bilingual paramedical personnel); cooperative group
education programs (GPs and allied health professionals); dealing with shortages in
allied health services (such as physiotherapy and psychology services); extending
physiotherapy services to financially disadvantaged consumers; and conducting
assessments of the demand for GP and allied health services.

All interprofessional collaboration requires that trust and respect among those involved
be characterised by

• an appreciation of the skills, knowledge and expertise of other providers, in
order to respect and value one another’s participation in the decision making of
the health team;

• an understanding of the functional roles of providers within the team;

• interpersonal skills suited to practice within a multi-disciplinary health team;
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• the learned skills of group behaviour, such as leadership, conflict resolution and
negotiation, since the team, no matter how loosely constructed, is a group of
people that need to work together.

From a community standpoint, the effectiveness of the role, function and relationships of
GPs and other health service providers is critical to sustainable GP services. If allied
health professionals are to ‘share the load’, they must be confident of support from local
GPs; the reverse also holds good (Strasser 1997b). This aspect of teamwork can be
problematic because some GPs see allied health professionals as a threat and are
concerned that they are intruding on the territory of general practice. In addition, some
allied health professionals do not always recognise their own limitations in terms of
training and expertise. This can lead to undiagnosed problems and inappropriate
treatment.

Some general practices that employ a nurse find they are able to see more patients than a
practice not employing a nurse and that the nurse’s contribution enhances the overall
health management and efficiency of the practice. Some practices co-locate with other
allied health service providers, such as dietitians, psychologists, physiologists and
specialists.1

The relationship between non–community health centre GPs and community health
centre staff varies, depending on the GPs. Some GPs refer patients to allied health
professionals in the centres but most do not. Factors such as an inability to identify who
their patients would be seeing, frequent staff changes, lack of written communication,
and different political ideologies and professional backgrounds were identified as
barriers to better relationships and integration between GPs and the staff of community
health centres (Department of Health and Family Services 1996a).

7.2.3 Collaboration between general practitioners

Strategic alliances, even if confined to the level of the individual practice, can result in
more effective collaboration and cooperation between GPs, producing better intra-
practice results and ultimately more sustainable services. In terms of forming strategic
alliances within general practice, a particularly useful example of new ways of working
together can be found in an extension of the current arrangements for rural locums— see
Box 7.2.

7.2.4 Collaboration with local health authorities

All State and Territory health departments have devolved their management roles to
more localised structures such as regions, districts, and area health services.

                                               

1 Of the 9 per cent of practices that employ other health professionals, the estimated breakdown is
psychologists (33 per cent); physiotherapists (32 per cent); podiatrists (18 per cent); dieticians
(17 per cent); chiropractors or osteopaths (15 per cent); radiographers (5 per cent); optometrists
(3 per cent); social workers (2 per cent); naturopaths (2 per cent); speech pathologists (2 per cent);
pharmacists (1 per cent); Aboriginal health workers (1 per cent); and acupuncturists (1 per cent).
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Box 7.2 Extending current arrangements for rural locums

A number of practices within a Division, or a single practice, could form an alliance
with a particular rural practice and agree to supply a general practitioner on a roster
basis. Such a scheme could help urban GPs support rural GPs by

• sharing workloads and after-hours rosters,

• using skills developed in the urban setting,

• providing peer and social support and encouragement,

• creating time for non–patient contact activities for rural GPs.

In return, the rural GP could help the urban GP by providing supervision in areas
where the urban GP needed to improve their skills, at least in the initial stages. Such
an alliance, based on inter-practice and rural–urban collaboration, could result in
better health outcomes for rural communities as a result of the more equitable
distribution of trained GPs; steps toward resolving the problems associated with the
rural medical workforce shortage; and enhanced skills for urban GPs.

Locally based structures are in the best position to know the health needs of, and the
incidence of disease and disability in, their local communities and can help in planning
and making decisions about how local health services should be provided, particularly
for ambulatory and community-based care. As the prime entry point to the health care
system, GPs are fundamental to the efficient delivery of health services.

A 1997 organisational survey by the University of New South Wales, investigating links
between community health centres and general practice, showed that both community
health centres and Divisions consider that collaborating with each other is important if
their respective organisations are to reach their goals.

7.3 Achievements and opportunities at the State and Territory and
national levels

7.3.1 Collaboration between GPs and their professional organisations

General practice is the largest single group in the medical profession. Its size could be
one of its great strengths if the profession were united. At the moment, however, the
disharmony between the various representative groups makes its size a serious
weakness. Unity and the need for a single voice for the profession are a pressing concern
for some GPs.

General practice is at present represented by 16 organisations— the Australian Medical
Association; the Royal Australian College of General Practitioners; the Australian
Association of General Practitioners; the Australian Association of Academic General
Practitioners; the Rural Doctors Association of Australia Ltd; the National Association
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of General Practitioners of Australia; the Australian Urban Divisions of General
Practice; Australian Rural Divisions of General Practice; the Australian Federation of
Medical Women; the Australian Medical Centres Association; the Doctors Reform
Society; the Private Doctors of Australia; the National Association of Medical
Deputising Services; the National Registrars Association; the General Practice Forum;
and union representation for salaried medical officers.

A survey conducted by the weekly newspaper Australian Doctor (1 August 1997) found
that 88 per cent of GPs want a united ‘umbrella’ organisation to represent their medico-
political interests.

Providing leadership

The fact that so many organisations speak on behalf of general practice may reflect the
heterogeneity of general practice. It may also be a consequence of people in
management positions focusing on the differences each group represents rather than
what they have in common. And it may be a consequence of the differences in GPs’
education, training and experience and the lack of a common, expressed vision.

Senge (1990) said that the first duty of a leader is to define reality. General practice in
Australia in the year 2010 will be different from general practice in Australia today, and
if the profession agrees with that assertion, then, in providing leadership, there is a need
to help GPs ‘... achieve more accurate, more insightful and more empowering views of
reality’ (Senge 1990).

The medical profession’s culture itself can be a barrier to finding common ground
among GPs and with others. Many doctors choose general practice as a vocation
because they do not operate comfortably in hierarchies. But their efforts to preserve
autonomy can in turn contribute to the isolationist image of the profession.

If general practice is to evolve as a learning profession, the role of its leaders will need
to focus on gaining more insight into the current realities of the profession. There will
need to be greater sharing of information, particularly between general practice and
governments; the development of networks across the entire health care sector; and an
exploration of, and at times challenge of, the assumptions that are held by general
practice leaders, GPs themselves, governments and other interested parties.

Providing leadership in general practice is about making cultural changes within the
profession. This should include broadening the education base of medical
undergraduates so they understand the health care system in Australia and what roles
and potential roles GPs can have within the system. It should also be about preparation
for new roles and empowerment within the system, so that GPs can act as agents of
change and advocates for their patients.

A good case study can be found with the Divisions of General Practice. The major
management challenges facing Divisions could be tackled through a range of
management and leadership development and support strategies at individual, divisional
and program levels. Among the demands and constraints confronting Divisions is the
need for GPs to keep control of their direction and provide leadership, incorporating
continuing environmental analyses and reflection, strategic management and the
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management of change, advocacy and influence. As well as building alliances, Divisions
also need to deliver services, run their organisations, and work together with other GPs,
committees and staff (Deakin Australia 1996).

Recommendation 5

That funds be made available within the Divisions and Project Grants Program for
the development of management education and training appropriate to the needs of
Divisions, State Based Organisations and Rural Workforce Agencies. Divisions,
State Based Organisations and Rural Workforce Agencies should have ready access
to such management training to encourage the longer term development of cohorts
of GPs who are able to undertake management roles.

Recommendation 6

That Divisions encourage participation in these programs by GP registrars and
undergraduate medical students.

A number of dilemmas surround leadership within general practice.

• Many GPs are having trouble grappling with the reforms under way in the health
sector and as a consequence do not aspire to leadership positions.

• A ‘future focus’ is lacking— limited numbers of GPs appear to be thinking about
the future and what they and their organisations might need to do now to achieve
such a focus.

• Some GP leaders are perceived as being too far ahead of ‘the pack’— being a
‘one man band’ instead of a ‘conductor’.

• Many GP leaders are weary— some appear close to burn-out.

• There are few guiding principles or role models for leadership (Deakin Australia
1996).

Until recently leaders in general practice have focused their attention on events and
patterns of behaviour—  ‘who did what to whom’. This means that organisations are
predominantly reactive or, at best, responsive. There must be a specific focus on
systemic structures: only then can the underlying causes of behaviour be examined. The
profession can then plan a course for the future that removes impediments and enables
GPs to practice in a system that supports quality medical care for all Australians.
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Recommendation 7

That national GP organisations continue to support and sponsor forums that
encourage as many GPs as possible to engage in debate about the General Practice
Strategy and other matters that affect the future of general practice.

Recommendation 8

That GP organisations further develop and implement leadership courses to assist
those GPs who wish to make a contribution to the advancement of general practice
in Australia.

7.3.2 Relations between GPs and specialists

Although GPs are the ‘gateway’ to secondary and tertiary medical services, their
relationship with their specialist colleagues is not always straightforward. GPs are at
times concerned about the unequal nature of the relationship, and this is often cited as
one of the sources of low GP morale and recognition.

Yet specialists are aware that much of their livelihood depends, to some extent, on GPs.
Recent collaborative work between pathologists and GPs may offer a way forward. The
RACGP should be commended for its work with other professional colleges through
joint consultative committees and other processes designed to improve mutual
understanding and agreement on matters of common interest, such as the roles of GPs
vis-a-vis specialists in certain types of care and the cooperation of the specialist colleges
in enhancing the skills of GPs in agreed areas.

An example of this is the Joint Consultative Committee in Psychiatry’s project to review
and appraise general practitioners’ roles in mental health service provision and linkages
with specialist mental health services as a basis for education and training of GPs (Joint
Consultative Committee in Psychiatry 1994).

7.3.3 Relations with State and Territory governments

Chapter 28 describes the range of mechanisms that now exist at the State and Territory
level to promote stronger working relationships between these governments and general
practice.

7.4 The need for better working relationships between general
practice, the Commonwealth Government and consumers

The framework for actively involving general practice in the management of change
stresses the need for an integrated strategy, adequate resources, sufficient motivation,
and a clear vision, among other things. At present the views of those who represent
general practice are not unified. The fragmented nature of general practice service
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delivery and its professional representative structures suggests that the profession is not
in a good position to manage change.

As the principal funder of general practice services, the Commonwealth Government has
an obvious interest in making the best use of the resources of general practice to
optimise health outcomes and encourage high-quality services. It can assist with
financial and other resources.

Consumer groups also have an obvious interest in the provision of high-quality general
practice services; they can assist in a number of ways, such as working at the community
level to help develop sustainable models in rural settings, educating patients in making
the best use of their time with GPs, and managing community expectations.

If these parties can agree on both the need for, and the content of, the Vision for the
future of general practice— and agree on what needs to happen to achieve the Vision—
and harness their joint resources to create an integrated program of activity there would
be a much greater probability of realising general practice’s substantial potential.

7.4.1 Why has this not happened before?

The General Practice Strategy’s development to date has been characterised by close
consultation and collaboration in a number of areas where there was clear agreement
between the parties. Examples are the implementation and design of the Rural Incentives
Program and the development of the Divisions of General Practice program, where the
profession played a pivotal role in determining the Programs’ shape, nature and
operation.

In contrast, in areas where the agenda was not agreed there has been controversy and
disagreement. There have also been difficulties in relation to ownership and control,
which inevitably arise from the tension between the profession’s desire for autonomy
and the Government’s exposure in terms of spending in a publicly accountable way. In
addition, there are obviously going to continue to be differences between the
Government and the profession about agendas and the pace of change.

Among the factors that have prevented a more effective relationship between the
Government and profession to date are the lack of unity among GPs, lack of
sophistication on the part of all involved, lack of understanding of each other’s motives,
and unilateral action by the Commonwealth in the face of what it perceived to be
continuous blocking by the profession.

The concept of a partnership offers a different way of moving forward. A partnership
involves formal recognition of the interests of and risks borne by each party. It involves
agreement to work toward common ends by agreed means. It also involves motivation
and resourcing. And it implies a commitment to press ahead in areas where there is
agreement and not to let areas of disagreement stand in the way of progress.
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Recommendation 9— key recommendation

That there be a new partnership formed between general practice, consumers and
the Government.

7.5 How can a partnership arrangement best be promoted?

The partnership could be managed through the establishment of a new council that
draws together the partnership members on the basis of their agreement to work jointly
on a program of activities designed to form the basis of a new, integrated strategy.

The broader partnership council would also provide the basis for broad collaboration
across the diverse perspectives of general practice. The basis of the proposed model is a
partnership group consisting of:

• a funder (the Commonwealth Government)
• providers (general practitioners),
• consumers.

The partnership would need to operate at two levels. The first involves identification of
areas for collaboration and joint development by the three partners. The second involves
a more intense negotiation process, which would involve the profession and the
Government in acknowledged areas of risk. This could occur through the development
of a more detailed financial agreement intended to provide greater certainty and
predictability for both parties. Chapter 23 describes the nature of the agreement.

7.5.1 The relationship between the proposed council and existing GP groups

The Review Group considered several different types of composition, membership and
modes of operation for the proposed council. Among the questions that needed to be
resolved were whether existing forums such as the General Practice Forum should
provide the means for drawing together the collective views across general practice;
whether individuals should be appointed by the Minister and how would they then relate
to their constituency; whether the council needs to be smaller than the Review Group to
undertake its role effectively; and how to resolve the demands of medico-political and
industrial roles and other areas of negotiation about program content and so on.

Although the General Practice Forum has been instrumental in bringing together the
various national groups representing general practice, the Review Group did not
consider that the Forum currently represents the breadth and diversity of general
practice interests. In particular, the perspective of female practitioners and the
geographic differences across Australia are not apparent in its current form. A natural
link could, however, be achieved by asking the Forum to provide nominees along with
other national GP groups.
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Ministerial appointment was considered appropriate, in recognition of the
Commonwealth’s role as the principal funder of general practice activity and to ensure
that GPs appointed in an individual capacity are able to act as leaders rather than solely
as representatives. Individual practitioners participating in their own right, rather than
being bound by allegiances to any particular organisation, offer a better opportunity to
achieve representation of the full range of perspectives and interests.

But the difficulties of non-representative participants are illustrated by the need to
negotiate on medico-political and industrial matters. Participants without the support of
a strong constituency are relatively exposed in terms of their personal responsibilities to
the profession. For this reason, and because industrial discussions need to be
quarantined from the broader view if they are to have the best chance of finding
compromises, the Review Group considered it useful to separate the areas of intense
negotiation from the broader partnership arrangements.

It would obviously still be necessary for the negotiations to occur in the full knowledge
of what the partnership group might be trying to achieve. The partnership group’s terms
of reference should therefore reflect this connection. It would be inappropriate, and
beyond the Review Group’s terms of reference, for the Group to advise on how
negotiation processes are developed and operate.

7.6 The proposed General Practice Partnership Advisory Council

The Review Group proposes the establishment of a General Practice Partnership
Advisory Council, with members appointed by the Minister for Health and Family
Services to reflect the diversity of general practice and general practitioners. The Group
envisages the Council would have 16 members: two consumers, two government
representatives, four individual GPs, and eight representatives of GP organisations
chosen from among three nominees of each of the following organisations: the
Australian Medical Association, the Royal Australian College of General Practitioners,
the Rural Doctors Association of Australia, the Australian Association of General
Practitioners, the Australian Divisions of General Practice, the General Practice Forum,
the Australian Federation of Medical Women, and the National Registrars Association.
Figure 7.1 shows the proposed general practice consultative structure.

Membership of the Council would also be chosen to ensure gender balance and
representation from each State and Territory in Australia. The chairperson would be
appointed by the Minister and the deputy chairperson by the Council.
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Research and
Development

Coordinating Units
Secretariat

Executive

Consumer       GP       Government

Taskforces, working parties, sub-committees

General Practice Partnership Advisory Council

Consumer                  GP                 Government

on a case-by-case basis

Figure 7.1 Future general practice consultative structure

Recommendation 10— key recommendation

That this partnership be progressed through the establishment of a new General
Practice Partnership Advisory Council, with membership as outlined.

Recommendation 11

That the general practice and consumer membership of the General Practice
Partnership Advisory Council encompass the broad diversity of general practice,
including gender balance, urban and rural interests, doctors in training and the range
of State and Territory jurisdictions where possible.

Recommendation 12

That the interests of general practice be best served by the organisations
representing general practice conducting negotiations with the Commonwealth
Government through the proposed structures.

The Review Group has been effective in the context of a tight time frame and a specific
task, but over time it would probably be difficult to keep such a large group operating
effectively if it met frequently and attempted to deal with all issues in detail. The
proposed Council would have fewer meetings— say, two to four a year— and would
need to manage a large amount of business through working parties.
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7.6.1 The proposed mode of operation

It is proposed that the general practitioner members of the General Practice Partnership
Advisory Council would elect a small number (three) of Council members to act as an
executive, to deal with administrative matters between meetings and to take on a dispute
resolution role.

Secretariat support for the Council would be provided by the Department of Health and
Family Services, and an independent Research and Development Coordinating Unit
would be established to support the work of Council and its working parties, taskforces
and sub-committees.

7.6.2 Working parties, taskforces and sub-committees

The Council would oversee the work of a number of working parties, taskforces and
sub-committees in such areas as Divisions, rural and remote general practice, evaluation
and information management and in examining particular matters in detail or developing
the new programs arising from the Review Group’s work.

In the interest of efficiency and to avoid the creation of a large bureaucratic structure,
rigorous control of the number, role and period of operation of working parties,
taskforces and sub-committees is essential.

7.6.3 Proposed terms of reference

The General Practice Partnership Advisory Council would

• facilitate implementation of the Vision for the future of general practice;

• provide advice to the Minister for Health and Family Services;

• develop policy relating to the general practice partnership;

• monitor policy and programs relating to the general practice partnership;

• develop a work program that ensures progress in all areas of the partnership;

• set up task-oriented groups, working parties and sub-committees as required;

• develop terms of reference, a work program, and organisational arrangements
for the Research and Development Coordinating Unit;

• direct and oversee the Secretariat, the Research and Development Coordinating
Unit, and the taskforces, working parties and sub-committees;

• ensure effective communication and consultation with all interested parties;

• provide advice to and receive advice from GP organisations and the group
negotiating the proposed funding agreement.
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The executive of the Council would

• perform administrative tasks for the group between Council meetings;

• act to ensure that decisions made by the Council are put into effect;

• monitor and oversee the Secretariat, the Research and Development
Coordinating Unit, and the taskforces, working parties and sub-committees
between meetings of the Council;

• be responsible for dispute resolution within the Council.

7.6.4 Funding

The Commonwealth would fund the Council and a substantial number of areas of
development. GP professional groups would fund areas of specific responsibility.
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8 Consumer and community expectations

Consumers and the community have a vital interest in the future of general practice.

An important concern for them is their inclusion in processes and structures
designed to improve access to, and the quality of, general practice. Too often the
inclusion of consumers on committees is ‘tokenistic’. It is time to acknowledge that
consumers have a role, that their views are important, and that they want to
contribute and be treated equally.

This chapter presents an overview of general practice–related matters that are
especially important to consumers and the community. The discussion and resultant
recommendations cover the following:

• who uses GPs’ services;

• what consumers say about general practice;

• how consumers define or think about quality in general practice;

• the importance of choice for consumers and how they currently exercise that
choice;

• strengthening consumer links with practices;

• consumers’ rights and obligations;

• confidentiality, privacy and consumers’ access to information;

• support for consumers’ involvement and participation in general practice.

8.1 Important concerns for consumers

In its submission to the Review Group the Consumers Health Forum identified six
important concerns for consumers:

• improving the quality of care provided by general practice;

• supporting consumers’ right to choose a general practitioner;

• maintaining bulk billing to enable universal access to general practice services;

• ensuring accessibility of general practice services, regardless of geographic
location;

• supporting consumers’ involvement and participation in general practice;
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• protecting consumers’ rights to privacy and confidentiality in relation to their
health information and to have access to information on which to base decisions
about their health care (submission 110).

8.2 Who uses GPs’ services?

Medicare data show that in any given year over 80 per cent of the population has at least
one consultation with a private GP. Each year there are 5.5 services per head of
population, or 6.9 services for each person who uses a GP service (Department of
Health and Family Services 1996a).

These broad statistics mask substantial variations in use though. For example,
51 per cent of the population has between one and four unreferred consultation items,
accounting for 19 per cent of these services, while 4.4 per cent of the population has 20
or more unreferred consultations, accounting for 20.3 per cent of these services
(Medicare data). Some of the differences are related to differences in health status,
others to where people live and others to different types of help-seeking behaviours; yet
others are related to the different practice styles of GPs.

Average use by people in rural and remote areas is much lower than that of urban
residents. These differences reflect poorer access resulting from the relatively low
doctor-to-population ratios in rural and remote Australia (see Chapter 17).

As Figure 8.1 shows, there are big differences between genders and between age groups
in use of Medicare services (AIHW 1996). Children aged less than 4 years are relatively
high users. With the exception of those aged less than 4 years, males’ per capita use is
generally lower than females’. The differences are particularly marked in the late teens to
early middle age. Use by males increases steadily from age 34 years; for females use is
relatively high from the mid-teens to age 34 years, after which there is a small drop until
age 45 years. Thereafter use increases steadily, roughly paralleling that of males but at a
higher level.

These figures demonstrate the degree to which everyone has a legitimate interest in the
availability and quality of general practice services.

8.3 What consumers say about general practice

Extensive consultation in 1997 revealed that consumers find it critically important to
have a relationship of trust and confidence with a GP and with a practice as a whole
(Consumers Health Forum 1997). One of the themes that emerged from the
consultations was the desire for a more equal partnership.

Communication is an essential aspect of GP services, and the patient’s perceptions of the
interaction are likely to determine whether or not to visit a GP or the same GP in the
future and whether or not to follow the advice they received.
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  Figure 8.1 Medicare services per capita, by age group and sex, 1994–95
Source: AIHW 1996; Health Insurance Commission data.

For Indigenous Australians and those with culturally diverse backgrounds, adequate
communication is a major concern. The ‘adequacy’ of the communication will be
assessed differently, of course, by one patient and another and could be based on a
variety of features, such as

• the GPs’ attitude and style of communication,

• satisfaction with the explanation provided about the nature of the patient’s illness
or condition and what was happening for them as a result,

• sufficient and acceptable details about treatment,

• the patient’s attitude and coping ability.

One survey of consumers showed that 43 per cent of adult Australians have been
dissatisfied with a general practice, but the way they dealt with this varied: 52 per cent
left without complaining; 14 per cent complained and left; 12 per cent complained and
stayed; 22 per cent did not complain and stayed (Frank Small & Associates 1995).
Considering the high proportion who did nothing to inform the practice of their
dissatisfaction, it would not be surprising if GPs and consumers held different views
about how well consumers were satisfied with their general practice.

8.4 How consumers define or think about quality in general practice

One project funded under the General Practice Strategy attempted to comprehensively
and systematically gather and analyse consumers’ thoughts on how they make judgments
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Cameron Research & ARTD Research and Management Consultants 1996). Its
literature review identified 25 attribute categories that consumers associated with high
quality in general practice. Focus groups of Australian consumers then identified and
ranked attributes they considered important in determining quality and service.
Attributes that were rated as high priority and occurred frequently were

• technical competence
• the GP’s interpersonal skills and qualities
• provision of information by the GP
• the length of the consultation.

Other market research funded under the General Practice Strategy concluded that
consumers judged quality of care by the extent to which

• the practice considered them important enough to see them promptly
• the practice treated them as a client of value in business dealings
• the practice treated them as a client of value in personal dealings
• the GP treated them holistically
• the GP was able to communicate well (Frank Small & Associates 1995).

8.5 The importance of choice for consumers and how they currently
exercise that choice

The maintenance of freedom in one’s choice of doctor has long been seen as an
important consideration in people’s heath care decisions. For example, surveys on
private health insurance show that choice of doctor is an important consideration for
purchasers of health insurance. Research funded under the General Practice Strategy has
shown that consumers value highly the freedom to choose their GP (Consumers Health
Forum 1992).

Reliable figures on the degree to which consumers use only their regular general practice
are not available. Medicare data and information from a variety of market research
surveys suggest, however, that around half of consumers visit only one practice; the rest
show considerable variation in the choices they make. The Better Practice Program uses
a patient continuity index of zero to one as an indicator of this, but it covers only a 12-
month period.

The PCI averages around 0.64, with little variation between types of areas. For example,
the index ranges from 0.62 in metropolitan areas to 0.66 in small rural areas. The
variation between practices— 0.16 to 0.89 nationally— suggests a wide variety of types
of practice in terms of the degree to which they appear to be providing continuity of
care to their patients (Department of Health and Family Services 1996a).
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Data from practices applying to the Better Practice Program1 suggest that, for
consumers attending a GP in a specific year,

• 30 per cent are loyal to a particular practice;

• 35 per cent are ‘mostly’ loyal (only one attendance away from their usual
practice);

• 25 per cent show no particular preference;

• 10 per cent attend only once.

These figures give no measure of stability over time. One survey reported, however, that
58 per cent of consumers who used only one GP had been going to their regular practice
for more than five years (AGB Australia 1992).

Some surveys suggest that up to 87 per cent of consumers have a practice they use
exclusively or mainly (Frank Small & Associates 1995). The proportion of these people
who never visit another practice varied from 46 to 58 per cent; the remainder reported
that they visit other practices to varying degrees.

Market research has shown that consumers exercise choice between practices in quite
sophisticated ways (see, for example, Frank Small & Associates 1995). Some of the
factors they take into account are

• the nature of the problems;
• their wish for a second opinion;
• the need for a particular skill;
• ease of appointments (in an emergency, for instance);
• convenience, opening hours or location.

In addition, 13 per cent of those surveyed had no regular general practice so that on
each occasion choices were based on what was important at the time.

The findings of consumer research confirm the GPs’ view that some consumers like the
convenience and zero costs of extended-hour clinics for relatively minor problems but
visit their regular GP for more substantial problems (AMR:Quantum Harris 1997). Thus
the ‘swings and roundabouts’ notion inherent in the existing MBS item structures and
relativities is increasingly inappropriate.

These factors and how to accommodate them should be important considerations in any
moves to strengthen consumers’ links to a particular practice.

                                               

1 Data supplied by the Department of Health and Family Services. While these practices are thought by
the Department to be fairly typical of general practice in Australia (but with under-representation of
smaller practices) there is no certainty that these loyalty figures are typical of patients generally.
Practices in rural areas, where patients have less opportunity to visit a variety of doctors, are relatively
over-represented. There is another 20 or so per cent of the population that does not attend a private GP
in any given year. Their ‘loyalty’ characteristics are not accounted for in the figures derived from the
Better Practice Program.
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8.6 Strengthening consumer linkages with practices

The term ‘linkage’ is used here to refer to the concept whereby individual patients are
committed to receiving their primary medical care, or specific aspects of it, from a
particular general practice or practitioner.

Under Medicare, consumers can attend any general practice of their choosing and obtain
the same level of rebate. No enrolment or formal linkage is required.

The subject of consumer linkages was raised frequently in submissions, during the
consultations, and in discussions within the Review Group itself. Conflicting views
emerged.

Some people favoured compulsory enrolment with a practice for everyone or for
specific groups with high-care needs (for example, submissions 24, 48, 83, 90, 97).
Other ideas involved different levels of rebates depending on whether a patient had
chosen to enrol. The Consumers Health Forum and others wanted to retain the current
arrangements, which offer complete freedom of choice within the limits of a GP’s
availability. Some submissions suggested a range of mechanisms to encourage voluntary
enrolment.

To some degree these differences reflected differences in perspectives. Consumers value
choice of GP very highly; some GPs believe that their capacity to provide high-quality
care to any individual is seriously threatened if they are not the sole or main provider of
care to that individual.

Research does suggest that consumers could be interested in closer linkages with a
practice. One research project found that ‘there being convincing evidence that you
would receive better quality of care by seeing only one GP’ was the factor most likely to
influence behaviour, ahead of ‘availability of home visits’, ‘the provision of additional
services’, ‘higher rebates’ and ‘bulk billing only being available from the chosen GP’
(AGB Australia 1982).

The coordinated care trials now under way involve voluntary registration for individuals
with health conditions targeted by the trial, but they do not have to register with a
specific general practice. A major aim of these trials is to test outcomes and the cost-
effectiveness of a more coordinated approach to the care needs of people with chronic,
complex conditions. The Consumers Health Forum submission emphasised that this
form of enrolment is acceptable because of the voluntary nature of the trials and the
consumers’ right to opt out at any time (submission 110). People enrolled in the trials
retain the right to visit any doctor at any time with no financial penalty.

The Review Group organised specific discussions with the Consumers Health Forum to
explore the idea of patient linkage, to make sure the Group was fully aware of
consumers’ views on the matter and to ensure that the Consumers Health Forum had the
opportunity to consider the views of other parties.

Enrolment with general practice is a common feature of other countries’ health systems.
Compulsory registration applies in the United Kingdom, the Netherlands, Eire,
Denmark, Italy and Spain. In Canada there is voluntary enrolment in health service
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organisations, which co-exist with traditional private fee-for-service practices. The
payment mechanism varies, but capitation is a prominent feature where patients register
with a specific practice. This is often part of blended payments with other components
such as salary, fee for service for some services, grants for computerisation and
employing allied health staff, budget holding and ‘measure and share’ schemes.

The main benefits flowing from strengthening patient linkages in Australia might be as
follows:

• encouraging GPs to take greater responsibility for the total health care of their
identified patient group;

• encouraging quality of care through improving continuity of care and
coordination, especially for people with chronic conditions, and through
strengthening the therapeutic relationship;

• helping GPs adopt a greater population–health approach to their practice
population, including increasing their capacity to measure outcomes;

• strengthening the ‘gatekeeper’ role of general practice;

• providing a known patient base to facilitate new forms of financing in general
practice— for example, fund holding and various forms of capitation;

• discouraging excessive patient demand through ‘doctor shopping’ or otherwise;

• discouraging duplication and doctor-induced over-servicing;

• facilitating workforce redistribution;

• providing a mechanism for dealing with fixed costs that avoids
over-recompensing doctors with very high throughputs;

• improving the predictability of budget projections for Medicare outlays on GP
consultations.

Two other important reasons for trying to enhance patient linkages with a practice
concern the problem of low morale resulting from GPs not knowing who their patients
are and the fact that the doctor–patient relationship is a defining characteristic of general
practice.

In a review of the evidence on various aspects of continuity of care Freeman (1984)
concluded that no case could be made at that time for striving for personal care (that is,
continuity of care with an individual GP) in all situations in general practice. He argued
that delivering good-quality, consistent care requires agreed standards for the
management of common and important conditions, adequate medical records, and a
better understanding of which types of patients might gain most from personal continuity
and the possible benefits.

Veale (1996) argued that continuity of care with a single GP or even within a single
general practice is no longer feasible, desirable or necessary for high-quality care. She
identified four patterns of patients’ behaviour in Australia— visits one GP, visits one
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practice, visits a variety of GPs in different practices, and visit-by-visit use— and
suggested that three of these four patterns can be consistent with continuity of care and
high quality. This research is limited, however, involving a small number of women.

Overall, it seems that the extent to which benefits might result from strengthened patient
linkages would depend on the degree to which consumers were already receiving their
care through one practice. The figures presented earlier in this chapter demonstrate that,
after allowing for factors that would lead to consumers using more than one practice,
even under more formal linkages, there is already a considerable degree of loyalty to
practices.

The Review Group concluded that there was no strong case for introducing compulsory
enrolment with a general practice at this time.

Recommendation 13

That the introduction of compulsory patient linkages at this time is not supported.

Nevertheless, considering the potential benefits for some consumers and the
considerable interest in some areas, there is a strong case for gathering and documenting
evidence on the impact of strengthening voluntary consumer linkages, through research,
trials, and monitoring of the outcomes of the coordinated care trials.

A number of models are possible, as the following examples show.

Example 1

Consumers nominate a practice to provide a particular set of services (for example,
preventive care) over a set period and the practice attracts a special payment for this
service (for example, a periodic ‘ill-health prevention’ payment).

Example 2

Consumers with a chronic or complex condition nominate a practice to be responsible
for primary medical care related to the condition and to have the practice as coordinator
of their care. The practice receives from all other providers information about the care
they provide and is paid for this coordination role over a set period.

Example 3

A consumer enrols with a third-party organisation that purchases services from a range
of providers on the consumer’s behalf. The coordinated care trials are an example of this
in Australia; health maintenance organisations in the United States are an example from
overseas.
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Example 4

A consumer nominates an area within which they will receive their primary medical care
but retains the freedom to choose a practitioner within that area. Providers have access
to medical records, which are kept by the consumer or centrally (with appropriate
safeguards on access, privacy and confidentiality), to promote continuity and integration
of care but enable outcomes to be determined on a broader scale.

A central administrative organisation is responsible for population health services such
as reminders for pap smears and immunisation, and the consumer chooses when and
where to obtain such services. Divisions of General Practice could play such a role.
Other primary care providers may not willingly accept Divisions taking on this role,
though, because Divisions’ membership is limited to GPs.

Example 5

A consumer has a preferred provider (practitioner or practice) that coordinates their
care for acute and chronic illnesses and offers population health services such as
reminders for pap smears and immunisation.

Wages for an agreed number of hours of allied health care are paid to the practice by the
Government for every 100 patients linked, provided there is electronic evidence of
population health activities with the linked patients (for example, a percentage of pap
smears, mammograms, adult immunisation and blood pressure monitoring).

Each practice has autonomy in terms of which allied health professionals to employ, thus
allowing responsiveness to local health needs.

For government, this model offers a number of benefits:

• improved management of chronic illness,
• satisfied consumers because of improved access to allied health services,
• happier GPs because of increased remuneration for quality,
• improved preventive services,
• less ‘doctor shopping’,
• potential improvements in information management and information technology.

For consumers, the benefits are

• better access to allied health professionals,
• improved preventive services,
• better care of chronic illness.

For general practitioners, the benefits are

• rewards for quality,
• use of allied health professionals to enhance the GP team,
• promoting GPs as the centre of the primary health care system,
• developing management skills, resulting in increased job diversity and

satisfaction,
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• preventive services rewarded,
• financial rewards for computerisation.

Discussion

Examples 3 and 4 would require substantial changes to the current arrangements in
Australia, but should be borne in mind as possible longer term directions that might
become more feasible if in the shorter term particular decisions are made about how to
promote a population health–based approach.

Consumers’ responses to such approaches would largely depend on the specific
arrangements and the possible effects on quality of care, individual needs, attitudes and
behaviour patterns, and the skill used to explain the change. Successful trials would
provide a good basis from which to market any change that could be supported by the
emerging evidence. A pilot approach, complementing the coordinated care trials, would
be consistent with the Consumers Health Forum’s submission (110) and with the
outcome of discussions between the Review Group and the CHF.

The Review Group considered that work during the next two years should focus on
gathering and documenting evidence on the impact of strengthened patient linkages,
through research, trials and monitoring of the outcome of the coordinated care trials.
Potential models of patient linkage need to be developed and used to stimulate
community debate. The development and provision of information ‘packages’ would be
one way of helping the community understand the proposed model(s) and the broader
aspects of patient linkage.

Recommendation 14

That the proposed General Practice Partnership Advisory Council, which includes
consumers, further investigate voluntary patient linkage to practices.

8.7 Consumers’ rights and obligations

The principles of Medicare encompass a number of consumer rights. Among them are
freedom to choose one’s doctor for out-of-hospital care and a public subsidy to help
defray the cost of obtaining medical care. In the case of access to general practitioners,
out-of-pocket costs are generally low, being zero for the 80 per cent or so of services
that are bulk billed and averaging $8.65 for patient-billed services (Department of Health
and Family Services 1997).

With these entitlements comes an obligation to use services responsibly. This means not
seeking help for minor or trivial conditions.

The lack of any information about diagnosis in the Medicare data makes it impossible to
determine the nature of the problems for which patients seek help, but there is anecdotal
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evidence that patients attend GPs with many minor conditions that do not warrant the
attention of someone so highly trained. The reasons for this may vary. For example,
some patients may not be able to decide how serious a particular symptom or problem
is; for other patients the problem presented is not the real reason for attending— other
more serious concerns are the real reason.

Another consumer obligation concerns providing the treating doctor with all information
that might be relevant. A person’s use of a variety of practitioners at different practices
makes it difficult for a GP to know what recent or concurrent conditions are being
treated and what tests or referrals may have been ordered and the results of those. This
means that continuity of treatment is lost, that the knowledge gained from previous
tests, and so on, is not effectively shared, and that tests may be repeated. Complications
can also arise from interactions between different drugs.

There is a strong case for doing more to educate the public about how to make the best
use of general practitioners’ services.

Some people seem to have enormous difficulty finding a GP who is able to provide the
type of care they seek. Some of this behaviour is related to inappropriate drug use and
the person’s attempts to have several sources of supply. For others, this help-seeking
behaviour may be related to their inability to get the type of help they most need.

There is little reliable information about inappropriate use of GP services. More research
needs to be done to identify the causes of such behaviour and so inform policy
development in this regard.

Recommendation 15

That research be funded to examine, in collaboration with consumers, the reasons
why some consumers appear to make inappropriate use of general practice services,
and that the findings of this research be addressed by the General Practice
Partnership Advisory Council.

8.8 Confidentiality, privacy, and consumers’ access to information

As the health system increasingly uses information technology to facilitate the exchange
of information— to assist in continuity of treatment and to measure outcomes—
consumers want assurances that their personal health information will not be misused
(see, for example, submission 110).

The identification, collection, analysis and publication of data that will improve
knowledge about and understanding of general practice will be of vital interest to
consumers. It will help them understand what they can reasonably expect from general
practice care and, over time, establish benchmarks of high-quality care.
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Although there are tensions between consumers and doctors in relation to access to
medical records held by individual practitioners, it is important that consumers have
access to their own personal health information. It is also important that there be an
opportunity for consumers to work with GPs and others to find mutually useful and
acceptable ways of enabling consumers to have access to their own health information.

8.9 Support for consumers’ involvement and participation in general
practice

Consumers strongly believe that meaningful involvement in health-related matters
requires their participation at all levels, from local-level involvement in service planning,
delivery and evaluation to national-level involvement in policy and program
development, implementation and review. They consider that too often their inclusion in
committees has been ‘tokenistic’. They expect a policy of inclusion, not tokenism.

General practice is no different. Consumers argue that it is time for GPs and government
to recognise that consumers have a legitimate role and that their views are important.
They want to contribute and be treated equally.

Consumers interact with general practice at a number of levels— with general
practitioners on a one-to-one basis; with general practices; with Divisions; and with the
profession as a whole.

General practice needs to be in touch with changing consumer preferences to ensure that
it remains relevant. Divisions of General Practice should work with consumer
representatives to enhance mutual understanding of what constitutes quality in general
practices and to ensure that services are locally relevant. Consumer representation on a
Division of General Practice’s management board provides a useful example of a
strategic alliance.

Consumers’ first formal national involvement in what is now termed the General
Practice Strategy began in 1991–92, when the Department of Health, Housing and
Community Services commissioned the Consumers Health Forum to conduct limited
consultations to determine consumers’ views on the 1991–92 Federal Budget proposals
for restructuring general practice. The CHF produced an interim report in March 1992
and a final report in February 1993, following more extensive consultations that were
able to take account of the emerging directions for the General Practice Strategy, as
stated in The Future of General Practice (DHHCS, AMA & RACGP 1992).

The CHF reports stated that consumers saw a need to improve the quality of general
practice and saw a role for consumers in doing this. Consumers were concerned that the
nature of the reforms would be determined solely by GPs, leading to a lost opportunity
to shape new directions to better meet the community’s needs.

The reports also indicated broad support for the proposed areas of new initiatives for
general practice. Consumers supported alternative funding for GPs, GPs’ use of
information technology, and improving the distribution of GPs. They saw accreditation
as a route to improving the quality of care in general practice, but were concerned about
this becoming a closed process dominated by the profession and with little meaning for
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the community. Similarly, their support for Divisions was qualified by concerns about
GPs controlling the Divisions.

Since then, through national, State and Territory and local activities, consumers have
played a substantial role in working with GPs and government in an endeavour to have
consumers and the community accepted in the change process. Consumer activities have
been coordinated through several structures— such as the Consumers Health Forum,
Divisions of General Practice, and the Rural Incentives Program— at the national and
State and Territory levels.

To assist it in this work, the CHF has received funding since 1992 from the
Commonwealth to work on a special project known as the ‘General Practice Project’.
Activities have included the following:

• providing for the Department policy advice on the reforms to general practice;

• producing a range of publications for GPs, consumers and others;

• identifying specific consumer needs and making recommendations in relation to
the development of the RACGP’s 1996 entry standards for general practice (see,
for example, Frank Small & Associates 1995);

• development of a consumer-feedback package for general practice (see ARTD
Management and Research Consultants & Albany Consulting Group 1997);

• facilitating links between Divisions and the communities in which they are based
(see, for example, Consumers Health Forum 1996);

• providing continuing support for, and coordination of, consumer representatives
on departmental, RACGP, and other working parties and committees;

• developing strategies for consumer participation in research and evaluation of
the reforms to general practice;

• continuing to raise the level of awareness of the Government’s reforms among
community and consumer groups— for example, by publishing a regular
newsletter, Links;

• consulting consumers about their experiences and expectations of quality general
practice services (see, for example, Albany Consulting Group, Ian Cameron
Research & ARTD Research and Management Consultants 1996).

Similarly, consumers have had substantial involvement at the local level. Some Divisions
have established very effective working relationships with consumers, and the Better
Practice Program requires that practices provide a practice information sheet and have
system of patient feedback. The RACGP’s entry standards for general practices (used
for accreditation of practices) have similar requirements.

The involvement of consumers and the roles they have played have been very valuable in
increasing awareness of consumer perspectives and having these taken into account at
all levels of the General Practice Strategy. Maintaining and further developing a strong
consumer voice in general practice will, however, require continued capacity at the
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national level to identify and work on national issues as well as to support consumer
representatives at all levels.

Recommendation 16

That consumers be actively involved in all planning structures and processes that
relate to health planning, policy and service delivery to improve the quality of and
access to general practice services. Specifically that

• there be a minimum of two consumer representatives on the proposed
General Practice Partnership Advisory Council;

• Divisions strengthen formal links with consumers and incorporate consumer
views into their activities and decisions;

• consumers be encouraged to participate in initiatives to increase the number
of GPs in rural and remote areas;

• entry into the new form of the Better Practice Program will retain a
requirement that practices have a patient feedback instrument and readily
available practice information as incorporated in the accreditation process;

• consumers continue to have an important role in the accreditation process.

The Review Group also considers that consumers should be represented in any national
structures arising from the General Practice Strategy Review and that it is important to
enhancing mutual understanding between consumers and GPs that consumer groups
have input from GPs when considering matters related to general practice.

Recommendation 17

That consumer health groups invite GP participation when considering general
practice issues.

Recommendation 18

To enable consumers to play effective and meaningful roles, that there be

• funding for participation, networking, policy development and support;

• education programs for consumer representatives;

• measures to identify and encourage a greater number of individuals willing
to accept the responsibilities of representing consumers.
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9 What is a general practitioner? Training, definitions
and roles

Increasingly Australian GPs have general practice–specific postgraduate training.
Qualifications are recognised through Fellowship of the Royal Australian College of
General Practitioners or equivalent.

Defining ‘general practitioner’ is not easy. But failure to agree on a definition makes
it difficult to develop the discipline and ensure quality.

The definition must take account of the training and skills of GPs, the settings in
which they exercise these skills, and the approach to care implicit in the generalist
role.

The role of GPs is not static: it changes to reflect the needs of the community, the
interests of GPs, and wider factors in the heath care environment.

Diversity now characterises the role of GPs. Increasing specialisation is occurring,
especially in urban areas, where competition has both restricted roles and focused
practices on areas of special interest. Many rural GPs fulfil a very broad role.

Emerging roles of particular note are the care of people with a chronic illness and
public health, reaching beyond the scope of preventive activities on a one-to-one
basis.

The recommendations in this chapter deal with the need to retain the safeguards
that at present largely prevent doctors from entering unsupervised general practice
without certified competence. They also deal with the funding required to
encourage a wider public health role for general practitioners.

9.1 Training for general practice

Doctors in Australia can basically be classified into two broad groupings: doctors who
mainly see people who come to them directly (that is, unreferred or undifferentiated
patients); and specialists, who mainly see people who have been referred to them by
another doctor.

All doctors in Australia who work in a community setting and are not specialists have a
medical degree from an Australian university or an overseas university. Overseas-trained
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doctors, except those trained in New Zealand, must demonstrate through rigorous
processes medical competence equivalent to that of an Australian graduate.1

In Australia medical education involves at least five years as a medical undergraduate
followed by a minimum of one year in supervised practice as an intern in a public
hospital. In some universities medical education is now a course of four to six years and
the entry requirement is a degree in another discipline. Following satisfactory completion
of the intern year, doctors receive full medical registration through a State or Territory
medical registration board. They may then practise independently.

In some countries general practice services are provided by people who have become
registered as doctors but have no other training. Some commentators argue that specific
formal training is not necessary for providing unreferred services.

In the last 10 years Australia has moved increasingly to a system that requires
postgraduate training and qualifications for medical practitioners who work with
unreferred patients in community settings. This has come about because of an awareness
of the unique skills required and the potential improvements to health outcomes if
practitioners are suitably skilled and competent and an awareness of the potential
problems and risks to public safety if they are not suitably skilled.

Until recently, registered medical practitioners could establish themselves in private
general practice without having had any general practice–specific training and were
supported through the Medicare arrangements. Since 1996, however, new doctors
seeking to provide services eligible for Medicare benefits must have formal recognition
as either specialists or general practitioners. In the case of GPs, this will generally
necessitate obtaining the Fellowship of the Royal Australian College of General
Practitioners.

The Fellowship is obtained by examination and taking other considerations into account,
usually after completing formal training through the RACGP’s General Practice Training
Program. Some doctors do, however, proceed independently to the Fellowship without
completing a formal training program.

Training for GPs aims to equip them to provide comprehensive whole-patient care,
working from a community base. The GP must be able to coordinate care as well as
collaborate with specialists and other health care providers when necessary to obtain the
best possible results for the patient. The GP must also be a cost-effective care provider
whom patients and consumers value highly.

GPs contribute to the delivery of primary medical care in a variety of settings and
circumstances and are specifically trained to provide the full range of primary care
services as the basic component of their practices.

                                               

1 Medical practitioners who obtain their qualifications from all countries outside Australia except New
Zealand are required to satisfy Australian State and Territory registration boards of their competence
through written and clinical examinations, as set by the Australian Medical Council.



What is a general practitioner?

85

A Review of General Practice Training has been conducted in parallel with the General
Practice Strategy Review and there have been meetings between the two Review
Groups. The results of the Review of General Practice Training will obviously be
important in enabling future general practitioners to play an effective role in the
scenarios outlined in the report of the Strategy Review.

Legislative backing firmly establishes general practice as a medical discipline in its own
right and ensures that GPs entering unsupervised practice meet minimum standards. It is
an essential component of the quality framework supporting GPs. Future GPs will all
have a Fellowship of the RACGP or an equivalent qualification.

The Strategy Review Group was advised that the legislation has a sunset clause, which
takes effect on 1 January 2001. Considering that GPs often work in isolation in the
community, it is particularly important that consumers continue to be protected by such
legislation, and the Review Group therefore recommends as follows.

Recommendation 19

That provider numbers for doctors wishing to enter general practice continue to be
restricted to doctors who are in or have completed a training program leading to the
Fellowship of the RACGP or equivalent.

The Review Group was also advised that some loopholes in the current legislation
permit doctors with existing provider numbers to enter general practice without formal
training in the discipline. This may dilute the quality safeguards of the legislation. These
loopholes and measures for dealing with the problem are discussed in Chapter 18.

9.2 Defining ‘general practitioner’

The term ‘general practitioner’ is not consistently used internationally. In some
countries— for example, the United States and Canada— generalist doctors who are
trained in community settings are called ‘family physicians’.

General practitioners are unique among medical practitioners in that their problem
solving requires the ability to discriminate between pathological and normal organic
processes across a broad range of organ systems and disease processes and between
organic and psychological processes. Yet effective management requires the continuing
re-integration of these complex factors to achieve optimal results for patients and their
families.

GPs’ daily work gives them a deep understanding of the patterns of illness and strain in
the community, the networks of care, and the deficiencies in community support
systems. This puts them in an ideal position to act as an advocate and coordinator of
care.
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In contrast with other doctors in the community who provide services to unreferred
patients for Medicare Benefits purposes, Fellows of the RACGP (and others who have
been admitted to the Vocational Register of General Practitioners by virtue of having
considerable experience in general practice) are currently referred to as ‘recognised
GPs’.

One of the clearest statements of what a general practitioner is has come from the
RACGP: ‘A general practitioner is a doctor who provides primary, continuing,
comprehensive whole-person care to individuals, families and the community’
(Department of Health and Family Services 1996a, p. xxvii). Although this is helpful in
giving a feel for the scope of a GP’s role it does not incorporate any notions of the prior
training required to enable a GP to be competent in this role. The Review Group prefers
a more comprehensive statement:

A general practitioner is a doctor who has completed the Fellowship of the RACGP or
has an equivalent qualification and who provides primary, continuing, comprehensive
whole-person care to individuals, families and the community.

9.3 Do all GPs offer the same range of services?

The health financing arrangements in Australia have as their basis universal access with
low out-of-pocket costs for medical care at the point of service, especially for GP
services. The number of GPs relative to the population in Australia has grown
dramatically, and this has led to considerable competition and expansion of consumer
choice, certainly in urban areas and to a lesser and variable degree in regional and rural
areas.

Changes in community attitudes to lifestyle, shared by many GPs, and increased
awareness of the risks of unsafe working hours mean that it is no longer appropriate— if
it ever was— for a GP to be available all the time, even if some consumers continue to
expect this. It may no longer be feasible for a single GP to be all things to all people
even most of the time in terms of meeting people’s need for medical care.

Furthermore, the changing work environment has expanded GPs’ roles and GPs have
responded in different ways to this.

Many rural GPs still provide a very wide range of services, from consultation to
anaesthetics, obstetrics, triage, emergency medicine, and relatively complex procedures
and operations in response to trauma. The comparatively low number of rural GPs per
head of population means that these GPs are stretched to respond to their communities’
physical health care needs and are often left with little or no time for the psychosocial
aspects of their role or for involvement in public health activities.

Urban GPs often do little else but one-to-one consultations. Public health roles are often
the province of other disciplines. GPs have been largely excluded from hospitals, so that
if they do do any surgery and procedures it is the relatively minor end of the spectrum
that can be provided from their practice. For a variety of reasons few urban GPs provide
the full range of obstetric care.
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Smaller practices are less likely to employ nurses and other health staff. This may mean
that the GPs in small, often solo, practices are not using their skills to best effect: they
have to deal with every aspect of care, whether or not it requires the skills and training
of a GP.

Some GPs have moved into ‘niche’ or ‘boutique’ medicine, providing services mainly of
a particular type (such as sports medicine) or to a particular client group (such as
women). Others have moved into ‘triage and referral’ medicine, dealing only with simple
problems that can be attended to quickly and referring elsewhere anything of greater
complexity.

Nevertheless, most GPs still provide a wide range of services to their patients. The range
of conditions treated and managed is illustrated by the work of Charles Bridges-Webb
and others in their continuing studies of general practitioners. For instance, in a major
study in 1990–91 Bridges-Webb et al. (1993) revealed that since 1969 GPs have
generally recorded managing an average of about three problems for every two patients
seen. The number of clinical problems managed at each encounter is a guide to the
complexity of general practice.

Britt et al. (1993) found that the main service provided by GPs is surgery consultations,
which account for about 75 per cent of their work in both rural and urban areas. Home
visits were more common in urban areas than in the country, but nursing home visits
were about the same. The biggest differences between urban and rural general practice
were in hospital work and procedures such as obstetrics, anaesthetics and surgery—
3.1 per cent in rural areas and 1.2 per cent in urban areas.

The most common reasons for patients visiting a GP were related to respiratory disease,
cardiovascular disease, musculoskeletal disease and skin disease. Preventive care seems
to have diminished, despite the current emphasis on illness prevention and screening in
primary care. Prescribing medication remains the most common form of treatment
(Department of Health and Family Services 1996a).

9.4 Emerging roles for GPs

Two emerging roles for GPs are important. One is the GP’s role in caring for people
with a chronic illness— this is discussed in Chapter 15. The other is the GPs’ role in
public health. Public health can be defined as

a combination of science, practical skills, and beliefs that is directed to the
maintenance and improvement of the health of all people. It is one of the efforts
organised by society to protect, promote, and restore people’s health through
collective or social actions. (Public Health Association of Australia 1997)

Public health activities should be an integral part of general practice; for example,
through the delivery of illness prevention and health promotion messages, through
practices and directly to patients during consultations, and through implementing
evidence-based screening programs. Because of the one-to-one contact with patients,
GPs are in a good position to take on this public health role, centred on planned or
opportunistic preventive activities.
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Many GPs are already involved in a range of important public health initiatives in their
clinical practice, through actions such as immunisation, reporting and monitoring of
communicable diseases, encouraging smoking cessation and other harm-minimisation
strategies, and providing lifestyle advice to promote health.

There is clear scope to both consolidate and expand the public health role of GPs.
Extending their public health role has implications for training, professional conduct and
the scope of general practice, requiring a variety of payment systems and GPs being
increasingly supported by their Divisions. For instance, the range of GPs’ public health
activity could be brokered by Divisions, and Divisions could appoint public health
coordinators to direct their organisation’s public health activities.

Other organisations involved in encouraging GPs’ public health activities should also
expand their roles: thinking strategically about the determinants of the population’s
health, including considering interventions to protect and improve health; monitoring the
quality of public health activities and providing feedback on their effectiveness; and
training GPs for their public health role (for example, in evidence-based decision
making). The Review Group considers that undergraduate education should reflect these
emerging roles for GPs.

Recommendation 20

That the Australian Medical Council be requested to review the undergraduate
medical curriculum with a view to

• improving the understanding of the role of general practice in the delivery of
health care in the community;

• increasing the general practice content in medical education;

• reflecting this increased content in the amount of time spent on general
practice teaching, especially in rural general practice.

Table 9.1 shows the range of actual and potential roles for GPs and GP structures,
across the levels of prevention and in different settings.
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9.5 Funding to support a wider role in for GPs in public health

If GPs reduced the time they spend on services involving direct patient contact, funded
through Medicare, and became more widely involved in public health activities funded in
other ways there would be offsetting savings against Medicare outlays. These savings
would result from reduced numbers of services by GPs and from reduced flow-on costs
because there would also be a consequent reduction in the number of tests, prescribing
and specialist referrals. These reductions would not correspond directly to the amount of
time GPs spent on public health activities because some consumers unable to see their
usual GP would use another doctor in the practice or go elsewhere.

A further complication is that GPs’ incomes derive from both Medicare benefits and out-
of-pocket costs from consumers. If the GP is to derive the same income from non–
patient contact activities the sessional rate must include an allowance to cover the
income forgone from the patient contribution as well as the Medicare Benefit. In
addition, there would be some administrative costs and expenses for the participating
GPs and for the Divisions involved in organising the activities.

There would be some reductions in Medicare outlays if alternative funds were provided
by the Commonwealth to support broader public health roles for GPs that substituted
for one-to-one services. It is not clear, however, whether such measures would be cost-
neutral for the Commonwealth.

Recommendation 21— key recommendation

That GPs be assisted to have a broader role in public health.

Recommendation 22

That Divisions of General Practice facilitate and undertake a range of public health
activities as part of core business. They should establish a close working
relationship with public health networks, with a particular emphasis on Divisions
playing a brokerage role to guide the overall profile of GPs’ public health activities.

Recommendation 23

That the Public Health Workforce Working Group of the National Public Health
Partnership identify measures that will enable trained public health practitioners to
work in close relationships with Divisions of General Practice on local public health
initiatives.
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Recommendation 24

• That a dedicated pool of funds be established and made available to
Divisions specifically to fund GPs to develop and apply skills in public health
initiatives.

• That GPs be remunerated for these public health initiatives on a sessional or
an hourly basis.

• That when calculating the pool of funds available for this remuneration the
Commonwealth take into account savings made by substitution of this work
for the GPs’ usual fee-for-service activity and flow-on costs.

• That the program be evaluated within 18 months.

9.6 Summary

Although GPs have a very broad range of roles, they also have much in common, which
can be summarised thus:

• specific vocational training for general practice, which helps to create and
reinforce the culture of general practice;

• an approach to care that is grounded in a generalist philosophy and involves a
therapeutic relationship with the patient that is vital to managing the health
problem in question so as to produce the best possible results, taking into
account the patient’s overall medical, psychosocial, economic and cultural
circumstances;

• a reliance on precise diagnosis, on understanding and explaining to patients the
causes, nature and possible consequences of their health problems, and on
arriving at an agreed approach to managing the problem.

This variety of roles offers benefits to GPs themselves, by creating opportunities for
them to make career choices that accommodate their professional interests and skills as
well as their lifestyle wishes.

For consumers and funders, however, this variety presents some problems. How do
consumers know what services they can expect from a GP, especially when advertising
by doctors is restricted by law? How do funders know precisely what activities they are
financing, especially since the vast majority of GPs services are itemised for Medicare
claims as consultations and no information is given about the nature of the problem, the
treatment proposed, and the eventual results? The funder needs to know the boundaries
of general practice that reflect cost-effective care and make the best use of GPs’ skills
and training without impinging on the roles of other health care providers.
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These questions led the Review Group to consider whether or not a greater focus on the
practice as a unit would provide a useful means of examining a range of issues. This
theme is pursued in Chapter 11.
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10 General practitioner workforce profile, trends and
planning

Despite Australia’s large number of general practitioners per head of population, by
international standards and historically for Australia, problems associated with
maldistribution, difficulties of access, and sectoral shortages persist.

We need to examine the extent to which the mismatch between local experience and
the national picture is a consequence of practice structures and organisation.

This chapter provides a brief profile of the current general practice workforce and
emerging trends such as a move to shorter working hours, including more part-time
work, and an increase in the proportion of female GPs.

The Review Group makes recommendations designed to improve data collection,
and thus workforce planning, for the general practice workforce, at the national and
the local levels.

10.1 Workforce measurement

The Australian Medical Workforce Advisory Committee provides advice to Health
Ministers on national-level matters related to medical workforce planning. An important
question for the Review Group involved reconciling AMWAC’s conclusion that there is
a substantial excess of non-specialist practitioners in urban areas (AMWAC 1996a) with
growing evidence at the local level of emerging shortages of practitioners for some roles
in urban areas, such as locum work and after-hours work, and for partnership positions
in practices.

10.1.1 Constraints on workforce data

As in other countries, medical workforce planners in Australia experience great difficulty
accurately predicting the number of doctors Australia might need or have in the future
(AMWAC 1996a). The difficulty of obtaining accurate information about even the most
straightforward of workforce questions— such as how many active general practitioners
are there?— is encapsulated in the work of Gill et al. (1997).

Medicare data show the number of practitioners who billed Medicare for at least one
service in a particular year and so do not include practitioners who are salaried in
hospitals or practitioners in other public and private settings who do not bill Medicare.
Nevertheless, the Medicare data are useful for showing the number of providers who use
the non-referred attendance items.
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The results of surveys by the Australian Bureau of Statistics (1996, 1997) are also useful
in providing a picture of the general practice industry and the characteristics of the
workforce. Other sources such as the Medical Labour Force Series from the Australian
Institute of Health and Welfare use survey results and also provide data that can be
compared over time. Survey data contain sampling errors to varying degrees but are still
useful for examining trends and attributes.

10.2 A profile of general practitioners in Australia

Unless otherwise noted, the discussion in this section is based on Medicare statistics
supplied to the Review Group by the Department of Health and Family Services. In the
context of this report, which is predominantly concerned with private general practice,
the limitations of the data are minimal.

The Medicare data separate doctors providing the majority of their services within the
category of ‘unreferred consultations’ into two categories: recognised GPs and other
medical practitioners. Recognised GPs have gained a Fellowship of the RACGP or hold
other equivalent qualifications. ‘Other medical practitioners’ includes a range of doctors,
some of whom are providing unreferred services in a general practice, others of whom
are providing only very specialised services such as acupuncture and psychosocial
counselling to unreferred patients.

10.2.1 The number of GPs in Australia

The number of full-time-equivalent practitioners is determined by dividing the total value
of Medicare services provided by non-specialists by the average value of Medicare
services provided by full-time non-specialists. In 1996–97 a full-time-equivalent
practitioner represented $180 857 in the Schedule fee value of services, and practitioners
performing more than $72 657 in the Schedule fee value of services were classified as
full time.

Recognised GPs and other medical practitioners constitute 40.3 per cent and
14.3 per cent respectively of the doctors providing services claimed through Medicare
(Department of Health and Family Services 1996a). In 1996–97, 18 078 recognised GPs
and 6447 other medical practitioners earned the majority of their Medicare-related
income by providing unreferred consultations. A large number of these doctors provide
quite a small number of services. The full-time-equivalent total was 16 200, of whom
14 619 were recognised GPs and 1581 were other medical practitioners.

If all these practitioners are included, the overall ration of practitioners per head of
population is one practitioner for 755 people, or one full-time-equivalent practitioner for
1143 people. This compares with one practitioner for 962 people in Canada and one
practitioner for 1715 people in the United Kingdom (AMWAC 1996a, p. 4). Compared
with European countries the non-specialist workforce in Australia is made up of a high
proportion of practising doctors (Zayed & Manning 1985).

In Australia, growth in the non-specialist workforce has exceeded population growth.
Between 1985–86 and 1996–97 the number of non-specialists increased at an average of
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1.53 per cent a year faster than the population increased. In the first part of that period,
1985–86 to 1990–91, the number of non-specialists grew even faster relative to
population growth, at an average rate of 2.70 per cent. More recently, growth in non-
specialist numbers relative to population growth has slowed in response to measures
such as controls on the number of local and overseas graduates being allowed to practise
in Australia and the provider number legislation.

Overseas medical practitioners constitute a significant proportion of the Australian
medical workforce. In 1994–95, 9005 practitioners whose primary medical qualification
was gained overseas (or 23 per cent of the total medical workforce) billed Medicare:
doctors who trained overseas made up 24.5 per cent of the non-specialist workforce
(Department of Health and Family Services 1996a, p. 40).

As discussed in Chapter 17, there is considerable variation in doctor:population ratios
between urban and rural areas.

10.2.2 Age and gender profile

Of full-time-equivalent non-specialist practitioners, 79.2 per cent are under the age of
55 years. As Figure 10.1 shows, recognised GPs are concentrated in the 35–55 age
range, whereas other medical practitioners are predominantly under 45 years. The
younger age profile of the other medical practitioners reflects the doctors who have
entered unreferred practice without a Fellowship of the RACGP in recent years and
hospital doctors (including specialist trainees) who do some unreferred practice in the
community as a supplement to their hospital work.

Figure 10.1 The GP workforce: age and gender
Source: Unpublished Medicare data.
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Female recognised GPs show a younger age profile than their male counterparts. In the
under-35 age group there are more female recognised GPs than males, but the opposite
is the case for other medical practitioners. If full-time equivalents are examined there are
more males than females in both categories in this age group.

10.2.3 The female general practitioner

About a third of recognised GPs and slightly less than a third of other medical
practitioners are female. When converted to full-time equivalents the proportions change
to 78 per cent male and 22 per cent female. Australian Bureau of Statistics (1996) data
show the following.

• Female practitioners work on average 39.2 hours a week— an average of
37.9 hours for those aged less than 35 years and an average of 43 hours for
those aged 45 to 54 years.

• Male practitioners work on average 55.8 hours a week— an average of
53.9 hours for those aged less than 35 years and an average of 60.2 hours for
those aged 45 to 54 years.

• Together, male and female practitioners aged between 45 and 54 years worked
the longest hours— an average of 55 hours a week.

The 1991 census showed that female GPs were more likely than male GPs and other
female professionals to have young children: 22.6 per cent of female GPs had children
under 5 years of age compared with 12.5 per cent of other employed women.

Career pressures often encourage women to delay child-rearing, and time away from the
workforce may mean that female GPs do not reach their professional potential and are
unable to take advantage of the career opportunities that are available to their male
counterparts.

Part-time work is often perceived as less valuable than full-time work. When compared
with their male colleagues, female GPs tend to have fewer patient encounters each
week, to have a greater number of long consultations, and to deal with more clinical
problems in a single encounter. Further, women, who are major users of general practice
services, show a preference for attending female GPs (Britt 1993).

It would appear that female GPs’ family responsibilities and their role as a doctor often
come into conflict, which makes participation in after-hours and on-call arrangements
problematic. Child-care options often lack the flexibility required to meet practice needs.
With the increased participation of females in general practice and the changing
expectations of younger doctors— male and female— the scope for parental leave and
flexible child-care arrangements must be considered and supported by the profession.

Full justice for women requires that they have equal opportunity for professional
success after acceptance to medical school. Women should be able to achieve more
equitable representation and greater visibility across the medical profession.
(AMWAC 1996b, p. 16)
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Recommendation 25

That GP organisations work towards attaining equitable gender representation at all
levels within organisations and on representative and consultative groups.

10.3 The changing workforce

The increased female participation in general practice and the general trends towards
fewer working hours per week will affect the future distribution of the workforce
(AMWAC 1996b). Strategies for increasing recruitment and retention of GPs in rural
areas, for example, will need to reflect these changes.

In discussing projections of the supply of medical practitioners, the Australian Medical
Workforce Advisory Committee (1996) presents five different scenarios for workforce
growth. In each, the number of female practitioners is projected to increase much faster
than the number of male practitioners. In one particular scenario, which reflects current
trends, between 1994 and 2025 the number of female practitioners will increase by
135 per cent and the number of male practitioners by 37 per cent.

There are profound implications for the GP workforce in the next two decades. In
10 years’ time, for example, nearly 10 per cent of current GPs will be over 75 years of
age and around 20 per cent will be approaching 65 years. Increased female participation
will see a reduction in the number of full-time equivalents.

10.3.1 How many GPs do we need?

The Review Group decided not to try to determine what the benchmark should be for
the ratio of GPs to population in Australia. In the Group’s opinion there is no ‘right’
answer to the question of how many GPs Australia needs. The number of GPs able to be
reasonably used in a country is a product of many factors, including the following:

• available funding;

• funding arrangements;

• income expectations;

• the overall health status of the community;

• the needs of the population and specific population groups;

• demographic factors;

• the structure of the health system;
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• the roles accorded the various provider groups by the community or
government;

• the number and availability of other providers;

• geographic factors;

• the development of career pathways for GPs;

• involvement of GPs in non-clinical roles such as management and leadership,
teaching and research;

• expanded roles of GPs (for example, in hospitals or as the use of community-
based settings for care previously provided in hospitals increases).

In the context of the pressures on GPs’ incomes and outlays deriving from the increasing
supply of GPs relative to the population, the Review Group considers it important that
there continue to be a mechanism to determine the number of doctors entering general
practice.

Very roughly derived current workforce projections by the Department of Health and
Family Services suggest a net entry of 150 new GPs a year. On a base of around 24 700,
this represents growth of about 0.6 per cent a year. Given the emerging trends just
outlined and increasing concerns about sectoral shortages of GPs in urban areas, it is
important that trends in GP numbers be monitored carefully and the number of training
places be adjusted accordingly.

Recommendation 26

That the Australian Medical Workforce Advisory Committee and the proposed
General Practice Partnership Advisory Council collaborate to keep the number of
training places under review in the light of emerging workforce trends and provide
joint advice as necessary to the Commonwealth Health Minister on the number of
training places required annually for general practice.

10.3.2 Improving workforce planning

Considering that general practitioners make up by far the biggest medical workforce
group and that problems of oversupply and maldistribution have been repeatedly
stressed in national workforce-planning reports (see, for example, AMWAC 1996a;
Medical Workforce Data Review Committee 1993), formal representation of general
practice on the Australian Medical Workforce Advisory Committee could enrich the
Committee’s processes and lead to more accurate predictions for the future. It could
also bring into consideration the anomalies between local experience and the national
picture, so that factors such as a practice structure and organisation are taken into
account.
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Recommendation 27

That general practice have additional formal representation on the Australian
Medical Workforce Advisory Committee with immediate effect to ensure that
general practice data and issues are fully taken into account in AMWAC’s reports
and advice to Health Ministers.

This in itself, however, would not be sufficient to bring about better national-level
planning for the future general practice workforce. Divisions of General Practice could
play an important part in improving workforce planning by collecting data at the
divisional level that can be aggregated for use by national and State bodies engaged in
workforce and health system planning. This could include data on local arrangements
and local health service provision brought together in a more meaningful way than can
be done at the national level.

Recommendation 28— key recommendation

That the minimum data set of workforce data for general practice be defined under
the auspices of the General Practice Partnership Advisory Council.

Recommendation 29

That a core role for Divisions be the task of collection and distribution of an agreed
standardised national minimum workforce data set:

• to local GPs, consumers, local health authorities and other interested local
parties;

• to Rural Workforce Agencies for collation and as an agent for State Based
Organisations for further processing and distribution to State and national
bodies engaged in workforce planning.

With time, implementation of these recommendations should lead to more effective
planning for the GP workforce. In the meantime, it is important that workforce policies
be directed at making the most effective use of the existing GP workforce by achieving a
better match between access to GP services and the serious need for primary medical
care. This theme is taken up in Part Five.
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10.3.3 Mechanisms for redressing workforce maldistribution

The Review Group also considered suggestions put forward in submissions and during
its consultation meetings that controls on access to provider numbers be introduced to
ensure a more even distribution of GPs across regions.

In the Review Group’s opinion, such a move would be very controversial, could face
legal challenge, and would require long lead-times and a range of preparatory steps. It
may also be that if there is a strong increase in the contracting of GP services (through,
for example, State and Territory health authorities) the provider number issue may not
be as significant in the future as a workforce lever.

The maldistribution of GPs in Australia— with many GPs in urban areas and few in rural
areas— is not unique to Australia. It is a worldwide problem. Medicare rebates subsidise
medicine in Australia. This means that patients in urban areas, where there is an
oversupply of GP services, can use these services most of the time for the rebate only; in
other words, for no cost at the point of service. This enables doctors with varying
qualifications and experience to maintain a relatively healthy income in urban areas,
providing a large volume of services at the rebate rate only.

There is a range of possibilities for resolving the problem of insufficient medical services
in rural areas. There can be incentives or restrictions and controls to encourage work in
rural areas. Examples of incentives are scholarships and HECS-fee waivers for
attachments in rural areas for specific periods, subsidies to income, and retention
payments. There are also long-term strategies to enable rural students to enter medical
schools: research has shown that these students are more likely to return to rural areas
(Rabinowitz 1988). An example of restrictions and controls is geographic controls on
provider numbers, but this option primarily targets recently graduated and trained
doctors and therefore results in the least experienced doctors working in rural areas,
where higher levels of skills are often required.

The Review Group therefore decided against recommending the introduction of
geographic controls on provider numbers. A majority of the Group considers, however,
that this and other ways of dealing with the workforce maldistribution should be further
explored through the proposed consultative structure for general practice.

Recommendation 30

The Review Group recommends against the introduction of geographic controls on
provider numbers, but the majority recommends that the issue and other
mechanisms to achieve this intent be further explored through the proposed
consultative structure for general practice.
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Recommendation 31

In the further exploration of geographical provider numbers, that the specific
concerns and future career needs of medical students and prospective and current
GP registrars be formally recognised.

10.3.4 Retirement incentives

In the light of the Australian Medical Workforce Advisory Committee’s conclusion that
there is an excess of GPs in urban areas and that some older GPs would like to retire but
are unable to because of the low resale values of their practices, the Review Group
considered whether or not to recommend that retirement packages be made available.

A study of GPs’ attitudes to retirement was funded under the General Practice Strategy.
The consultant concluded that making such packages available would not be a
productive approach (Reark Research Pty Ltd 1995).
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11 What is a general practice? Definitions and roles

There is enormous variation in the scope of services general practices offer.

This chapter proposes that in future general practices be defined in terms of a list of
core services that encapsulates the role and functions all general practices should
have.

Once this list is developed through a collaborative process involving the main
interested parties, there is considerable scope to explore a wide range of practice
models, structures and arrangements that could enable consumers to obtain the full
range of those core services from a single practice. This might involve interpractice
referrals and formal cooperative arrangements between separate practices, as well
as vertically and horizontally integrated practices.

In addition, there may be extended roles for some practices. Some of these might
reflect the limited availability of other services in the community; others might
involve contractual arrangements with other parties— for example, for the provision
of services currently provided in outpatient departments in public hospitals or a
wider role public health.

The Review Group also recommends that national medical organisations assist
individual GPs and practices in their negotiations about allocating practice payments
within practices.

11.1 The context

It is no longer reasonable for individual GPs to be expected to provide all the care
required to conform with the definition of a general practitioner, which requires that a
GP provide continuing and comprehensive care. The difficulty of defining ‘general
practitioner’— given the variety of roles GPs play and their career and lifestyle needs
now and in the future— suggests that focusing on the practice might allow individuals,
families and the community to receive the full range of care they need without being
prescriptive about what an individual GP might do.

Yet until recently there has been little focus on the practice as the place in which GPs
provide services. Discussion about general practice has tended to focus on the individual
general practitioner (for example, how they are trained, what they do, and how they are
distributed) or on broader questions about general practice (for example, how it is
funded and what its place is in the overall health system). There is an important
difference between the potential scope of general practice services provided from the
practice as a functional unit and what is actually being delivered by individual GPs in a
practice setting. This was conceptualised as shown in Figure 11.1.
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this diagram illustrates that different individual practitioners operate broadly or 
narrowly across the full spectrum of services

full scope of services by a General Practice
public health procedural work

examples of 
the range of
services by
individual GPs
within the 
practice

Figure 11.1 The range of GPs’ work

What Figure 11.1 shows is the freedom that focusing on a practice provides for doctors
working in the practice. So long as a range of core services (such as emergency after-
hours care) is provided by the practice as a whole, then GPs who wish to pursue their
own particular interests or pay attention to their own lifestyle needs can do so without
prejudicing the overall care provided to the community.

The other factor that emerges more clearly involves the need for GPs to be supported by
a core range of management services. There are different organisational arrangements
for their provision.

The practice forms the functional unit for the provision of services in the community— in
the same way that hospitals do— yet there are no agreed definitions, no terms readily
accessible to describe its characteristics, and no well-understood organisational models.

11.2 Confusion of terms

General Practice in Australia: 1996 discusses the definitional problems surrounding the
term ‘a general practice’ and lists a variety of definitions (Department of Health and
Family Services 1996a). Some of the definitions use a business or organisational unit
approach, some rely on the processes of care adopted by GPs, and some rely on the
consumers’ perspective, which could be as simple as the ‘place where the local doctor
is’.

An added layer of complexity comes from the array of legal and organisational
structures that cover general practices. For example, GPs often nominate a practice to
the Health Insurance Commission for receipt of bulk-billed rebates. But this does not
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necessarily mean that the nominating GP is employed in that practice: he or she may be a
private contractor renting rooms and sharing corporate facilities. Practices have also
been classified according their functions, size or their business or financial arrangements.
Some practices operate from a number of locations: they may be classified as one
practice or several.

The Review Group developed the following definition of a general practice:

A general practice is a medical practice that offers primary, continuing,
comprehensive whole-person care for individuals, families and the community.

This definition of a general practice can be expanded once an agreed list of core services
is developed. Section 11.5 provides a preliminary list of core services to be provided by
a general practice.

11.3 How many general practices are there?

Two recent surveys, one by the Australian Bureau of Statistics (1997) and the other
commissioned under the General Practice Strategy by the Department of Health and
Family Services (Campbell Research and Consulting 1997), have focused on the
practice. The surveys used different definitions of a practice— the Australian Bureau of
Statistics defined a practice from an accounting standpoint while Campbell Research and
Consulting used a functional definition.

The functional definition of a practice draws on the definition adopted for the Better
Practice Program, which requires the identification of practices as functional units, since
payments go to the practice and not to individual GPs. The Program’s definition is ‘one
or more practitioners providing care to a common group of patients’. Among the
indicators of this are shared arrangements such as common medical records and
appointment systems and shared rooms and surgeries.

Using this definition, the Department of Health and Family Services estimated that in
1994–95 there were approximately 5500 general practices in Australia, with an average
of 3.3 individual doctors (or 2.5 full-time equivalents) at the practice. On average, these
practices each conducted about 16 000 consultations and saw slightly more than
3800 individual patients in a year. This compares with estimates of 5965 patients in the
more recent General Practices Profile Study  (Campbell Research and Consulting 1997)
and 5500 by Britt et al. (1993).

11.4 Practice characteristics

There is much variation in practice sizes and the density of their distribution. Practices
range in size from ones with a single GP and possibly no other staff to ones that are
major primary care centres with six or more full-time GPs and a range of other health
care providers. Practice distribution tends to mirror the distribution of GPs.

Just as the roles of individual GPs vary, so do the nature and range of services available
through individual general practices. For example, Campbell Research and Consulting
(1997) showed that 77 per cent of practices do surgery, 36 per cent do obstetrics, and
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9 per cent do anaesthetics. The study also revealed little difference between regions in
the proportions providing surgery, although the proportion providing obstetrics and
anaesthetics is lowest in metropolitan areas. In addition, 78 per cent of practices provide
other specialised services such as acupuncture, sports medicine, travel medicine,
women’s health, counselling, paediatrics and geriatrics.

Which brings us to the question: Do all of these different types of practices have enough
in common to share the title ‘general practice’?

11.5 Core services as a definition of the role and scope of a general
practice

The variety in practices led the Review Group to consider whether or not there should
be a defined set of core services that could be expected from any entity calling itself a
general practice.

Consumers should be able to have access to a practice of their choice that provides the
minimum of core services, as defined and agreed by GPs, consumers and government. It
would not be necessary for every GP in the practice to have all the skills needed to
provide all the core services: several people in the practice might contribute to the care
of a particular individual.

This would help consumers feel confident that attending a general practice in a particular
area would give them access to a comprehensive core range of services that have been
developed to meet the needs of people in that area. And it would answer several
questions: How do consumers know what services they can expect from a GP? What are
the products that the third-party funder is underwriting? And where are the boundaries
of general practice?

The Review Group developed a preliminary list of core services that might be expected
to be available in a general practice and a preliminary list of other services appropriate to
a general practice.

11.5.1 Core services

The following core services might be expected to be available in a general practice:

• acceptance of all undifferentiated patients

• check of
– blood pressure
– pulse
– heart sounds
– chest
– abdomen
– weight
– peak expiratory flow rate
– urine
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– blood glucose
– ophthalmoscopy and auroscopy
– temperature

• basic
– cardiovascular assessment
– neurological assessment
– respiratory assessment
– musculoskeletal assessment
– gastro-intestinal assessment
– urogenital assessment
– endocrinological assessment
– hormonal assessment
– psychiatric assessment
– ear, nose and throat assessment
– opthalmological assessment, including conjuctival staining for ulcers
– nutritional assessment

• general practice diagnosis
– provisional diagnosis
– differential diagnoses

• triage for emergencies

• recommendation to national screening programs (for example, mammography)

• organising follow-up for contacts of those diagnosed with communicable
diseases

• awareness of nationally accepted guidelines (for the management of early breast
cancer, for example)

• provision of palliative care

• provision of a waiting area

• provision of a safe work environment

• adherence to sterilisation guidelines

• management plan formulation for acute and chronic illnesses, including
discussion with and education of the patient

• ordering of appropriate and justifiable pathology and radiology

• prescription writing

• discussion of options and the risks and side-effects of medication chosen

• patient education through conversation and provision of literature

• referral to specialists

• referral to paramedical service providers
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• referral to self-help groups and support agencies

• integration and coordination of health services

• obtaining health records from previous health providers and integrating the
information into current management plans

• liaison with non-medical professionals such as school teachers and employers

• monitoring of chronic illnesses such as asthma, hypertension and diabetes

• pap smears

• a recall system for pap smears, immunisation, and so on

• antenatal checks

• postnatal checks

• paediatric health care

• adolescent health care

• geriatric health care

• menopause management

• basic counselling

• minor surgery

• preventive initiatives in relation to, for example, smoking, alcohol abuse, weight
control and lifestyle issues

• continuity of care

• evaluation of health needs within a family and social context

• basic public health initiatives such as reporting infectious diseases

• home visits for the practice population

• home visits on a shared care basis

• nursing home and hostel visits for the practice population

• telephone advice to current patients

• medical assessments for
– Work Cover
– sickness benefits
– disability pensions

• after-hours arrangements for patients

• spirometry
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• advice and management plans for integrative medicine

• obtaining hospital admission as needed

• death certification

• debriefing of practice staff, including other doctors.

11.5.2 Other services appropriate to general practice

The following additional services are appropriate to a general practice:

• teaching of medical students
• electrocardiography
• X-rays
• basic pathology
• microscopy
• sigmoidoscopy
• sports medicine
• acupuncture
• surgery (beyond minor)
• obstetrics
• vasectomy
• research
• psychosocial needs assessment and management
• counselling.

11.5.3 Discussion

An agreed list of such core services could be central to the framework for supporting
quality general practice in the future. It would be important, for example, to guide the
future education and training of general practitioners.

Although it would not be necessary for every practice to provide the full range of core
services, there might in the future be a requirement— say, for accreditation— that the
practice either do this or have formal arrangements involving referral between practices
to ensure that the practice’s patients have access to the full range of core services.

The Review Group proposes that further work be done through collaboration with
interested parties to refine the list as a way of defining the role and scope of general
practice.
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Recommendation 32— key recommendation

That the RACGP in consultation with other organisations representing general
practice, consumers, governments and other health care providers develop a
definitive document that defines the role and scope of general practice. This should
as a minimum

• be a listing of the core services of a general practice that should be available
through any general practice, including the technical and medical services.
The provision of these core services might eventually become one of the
requirements for accreditation as a general practice;

• include a definition of a general practitioner that reflects the unique
contribution that a general practitioner can make to health care;

• be written in simple, non-technical language easily understood by consumers
and other interested parties.

The existence of such a definition could also facilitate more realistic costing of general
practice services for the purpose of determining the Schedule fees for Medicare. At the
moment there is huge variation in the costs of practices, depending on the practice
structure and the range and quality of services provided, yet there is a single Schedule
fee for a particular service, regardless of the type of practice providing it.

11.6 Organisational arrangements

A systems model that encompasses the full range of general practice services would
include the following:

• practice management (such as medical records management, accounting and
billing);

• access to nurses and allied health professionals such as psychologists;

• access to appropriate facilities and equipment at different levels
– those central to general practice (as in practice accreditation),
– those equivalent to the hospital setting for extended services;

• systems for monitoring population health;

• service delivery outlets.

The infrastructure elements and service delivery outlets would not necessarily need to be
co-located but there are efficiencies to be gained from economies of scale. For example,
core infrastructure could be provided from one central point not necessarily located at
the same physical place.

Multiple structural and organisational permutations could be possible for delivering the
core services. One possibility is that the clinical–service delivery units are practices in
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different suburbs that are not in competition with each other but agree to pool their
infrastructure and to form cooperatives that are local, professionally owned and
controlled, and reduce the overall overhead costs of their practices. Other possibilities
are ownership by a larger corporation or hospital management of the key elements of
infrastructure across a Division.

Various permutations of the model might be appropriate for the different practice types
that currently exist— solo practices, practices in rural settings, practices in corporate or
cooperative ownership, and so on. Each practice type and setting has its own strengths
and weaknesses. These possibilities and proposals for helping practices to consider their
implications are discussed in Chapter 12.

11.7 Ownership and employment

Sixty per cent of practices comprise one or two GPs, 26 per cent have three to five GPs,
and the remainder have six or more (Campbell Research and Consulting 1997). The
group practices are usually partnerships (39 per cent of small group practices and 29 per
cent of large group practices); that is, there are contractual arrangements whereby the
partners share the costs and profits according to an agreed formula.

Associateships— a form of general practice management adopted by 39 per cent of small
group practices and 29 per cent of large group practices— occur where associates share
premises and services and share costs in proportion to the extent to which they use the
premises and services. Some practices use both models of management (Department of
Health and Family Services 1997).

At present, GPs who do not own a practice negotiate their income with the owner of the
practice at which they work. About 50 per cent of the GP’s income is directed back into
practice costs, although there is some flexibility in this; for example, depending on the
skills of the GP, practice efficiencies, and the GP’s involvement in practice management
and other tasks.

Moving to a stronger focus on the functional unit of the practice raises questions about
how GPs operating as employees are affected and about relationships with patients.

There are obviously many different contractual arrangements within practices that are
related to different ‘industrial’ conditions.

All payment arrangements— whether fee for service or Better Practice Program or
Training Program funds— are specified by the business entity and raise questions about
the nature of the contractual arrangements within a practice. In some cases the payments
are structured to reward individual GPs’ effort and practice components separately, but
in all cases the usual business arrangements specify where the cheque is to be sent and
how it is shared.

Paying the individual GP who provides a service rather than paying the practice can be
useful for several reasons.
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• The number of different arrangements a practice may have with its providers
means that some practices may have an inequitable distribution policy for
practice payments.

• Any incentives built into the system are more likely to be effective since
behaviour will directly affect individuals’ incomes.

• The individual doctors are encouraged to focus on targets.

On the other hand, using the practice as the payment entity also offers advantages.

• It would encourage GPs to function and think as a practice, rather than as
individual providers linked by a receptionist.

• It would reduce the administrative burden on individual GPs, who would
otherwise have to fend for themselves to obtain funding, and it would ensure that
the practice’s administrative costs are covered from the GPs’ pockets.

• It may be easier to fund practice improvements if the funds are seen as a pool
belonging to the practice.

• Focusing on the practice would not automatically disempower those employed in
it. There needs to be recognition of each practitioner’s contribution to the
practice’s income but at the same time explicit acknowledgment of the cost
involved in upgrading services, ensuring the quality of the amenities, and
encouraging innovation and a customer focus.

This would be assisted by making sure that where payment is performance related GPs
are aware of how their individual efforts contribute to the overall practice payment.

Some practices may see practice payments as belonging to the practice owners only and
may choose not to share the payments equitably with sessional or part-time GPs. There
is anecdotal evidence that some GPs, particularly the young and inexperienced GPs, find
it difficult to negotiate conditions on their own behalf with practices.

If there were greater awareness of the purpose, nature and rationale for practice
payments there may be a better, more transparent approach at the practice level for
negotiation between practice and provider in relation to the distribution of income.
Many salaried GPs may not be aware of the aetiology, composition and derivation of
how the payments are calculated and supplied.

Giving salaried and sessional GPs access to some of the funds paid directly to
practices— in recognition of their efforts and commitment to improve quality of care and
achieve targets— would also help in gaining GPs’ acceptance of forms of practice
payments.
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Recommendation 33

That, because of new approaches to remuneration, including blended payments,
some of which are made to practice owners in recognition of the contribution of
individual doctors, the organisations representing general practice assist owners of
medical practices, and doctors who work for them, by developing equitable model
agreements.
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12 General practice as an industry: gains for all from
increased efficiencies

There is ample evidence that general practice structures are inefficient and that
greater efficiencies at the practice level could substantially improve returns on
investment and free up funds for further investment or increased net incomes.

Current practice structures have major implications for the workforce and
contribute to the sectoral shortages experienced by GPs, including the unmet
demand for locums.

This chapter looks at encouraging a better distribution of practices in the future
through a program to help GPs make practice structures more efficient and through
the adoption of a planning framework.

12.1 General practice’s place in the economy

General practices are the places where general practitioners and their staff work. Taken
together, they play an important part in the Australian economy.

Although it is difficult to define general practice and to obtain reliable information about
its place in the overall economy, some data are available from a 1994–95 survey
conducted by the Australian Bureau of Statistics (1997). The data confirm that general
practice makes a substantial contribution to the economy. In particular, the Bureau
reported that general practice (that is, non-specialist) medical services had

• a gross income of $2817 million and an industry gross product of $2144 million
in 1994–95;

• an operating profit before tax of $778 million and an operating profit margin of
24.6 per cent in 1994–95;

• capital expenditure of $95.6 million in 1994–95;

• total assets of $1671 million and a net worth of $561 million at 30 June 1995,
with a 44.1 per cent return on assets;

• 20 825 doctors and 33 831 other people (about 9 per cent of whom were nurses)
in employment at 30 June 1995;

• on average, gross fees from medical services of $124 900 per doctor (including
both full-time and part-time doctors).
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12.2 The workplace structure

It is difficult to even find out how many general practices there are in Australia. Nor is
there a time series of data that would allow assessment of trends in practice sizes and
structures. The following paragraphs provide a ‘snapshot’ of the industry, as recorded in
a consultant’s report to the Department of Health and Family Services (Campbell
Research and Consulting 1997).

There is a mix of ownership patterns. Approximately 9 per cent of practices are
incorporated companies, while two-thirds of practitioners work in practices with three
or more full-time-equivalent practitioners. Seventy-nine per cent of practices operate
from a single location.

There is a reasonable degree of practice stability: the average ‘life’ of a practice is over
18 years, although 15 per cent are less than 5 years old. Some restructuring is occurring
in the industry: 11 per cent of practices reported a change of ownership in the previous
12 months. Many of these changes were to accommodate changes in practice personnel,
but some 8 per cent were to achieve financial benefits or cost efficiencies and savings.

The tenure of individual doctors averages about nine years in all regions, although it is
about seven years in larger practices. Practice size itself does not vary much by region,
although practices in remote areas tend to be smaller.

For the 9 per cent of practices that are incorporated, half have directors who are
practitioners working in the practice, a further 2 per cent have directors working in the
practice but who are not practitioners, and 1 per cent have no directors working in the
practice. Metropolitan practices are more likely to be incorporated than practices in
other regions. Fifteen per cent of practices employing two full-time equivalents are
incorporated, compared with 1 per cent of practices employing five or more full-time
equivalents.

12.3 How efficient is general practice as an industry?

The short answer to this question may be ‘not very’. Until recently there has been little
hard data, although results from the Australian Bureau of Statistics survey (1997) and
the RACGP interpractice comparison survey (1996) reports allow some analysis of this
subject.

The Australian Bureau of Statistics found substantial size-related variations in general
practices’ operating profit margins and returns on investment, ranging from
23.9 per cent for practices with one or two doctors to 34.1 per cent for practices with
six or more doctors. If all practices were to operate at the level of efficiency of the
larger practices, there could be an overall increase in GPs’ net incomes of about
$169 million a year. These funds would be freed up for increased net incomes by
reducing the average cost per service. If only 75 per cent of the smaller practices were
able to improve their efficiency, the increase would be around $127 million a year.
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These figures are before any increase in efficiency in large practices. It is possible that a
further $4.4 million in net incomes could result from each percentage-point increase in
the operating profit margins of the larger practices.

Members of the Relative Value Study board advised the Review Group that work they
have commissioned also suggests there is room for improvement in the overall efficiency
of general practice.

The RACGP’s interpractice comparison survey shows differences in the median cost
structures of different sized practices— see Table 12.1. The data must be interpreted
with care since survey participants are self-selected and may not be representative of
either general practice as a whole or the types of general practices illustrated. The big
variation in the number of services per practitioner makes direct comparisons difficult.
Using the net income per service as a basis for comparison, however, it can be seen that
smaller practices, and solo practitioners in particular, earn less per service than their
larger counterparts. With the exception of solo GPs, metropolitan practices are also low
income earners per service compared with those in provincial centres and country areas.

Table 12.1 Differences between general practices, by location and size of
practice

Practice location and size
Services per
GP per year

Practice
costs (%)

Net earnings
per partner ($)

Net earnings
per service ($)

 Metropolitan     
 Solo GP  6 985  52.7  104 771  15.00
 2–4 GPs  6 600  50.8  112 211  17.00
 4+ GPs  7 476  61.7  145 210  19.42

 Provincial     
 Solo GP  5 906  64.6   60 770  10.29
 2–4 GPs  6 260  56.2  118 510  18.93
 4+ GPs (including country)a  6 888  51.8  145 917  21.18

 Country     
 Solo GP  9 384  51.5  133 936  14.27
 2–4 GPs  7 200  52.0  131 485  18.26

a. Data amalgamated due to sample size.
Source: RACGP (1996).

The figures are consistent with the findings of a study of European primary care health
systems, which found that smaller practices and fee-for-service remuneration are
associated with inefficiencies and higher expenses for care (Zayed & Manning 1995).

12.4 The workforce make-up

As noted, 20 825 doctors and 33 831 other non-medical people (9 per cent of whom
were nurses) were in employment in private general practice at 30 June 1995.
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Thirty-six per cent of practices employ nurses and the proportion of practices doing so
increases with rurality and remoteness. Nine per cent of practices employ other health
professionals from a wide range of disciplines; no single discipline was employed in
more than 3 per cent of practices.

The non-medical staff are very important, although the figures show that general
practice has a long way to go before GPs are working alongside their professional non-
medical colleagues on a daily basis within their practice. The focus of the Review
Group’s report, however, is GPs.

12.5 Practice structure, local experience and national trends

The December 1997 newsletter of the Southern Division of General Practice in South
Australia provided some evidence that practices in urban areas with a relatively high
number of GPs per head of population are finding it difficult to attract younger GPs or
GPs who are interested in becoming partners or taking on other proprietorship roles.
This is despite the Australian Medical Workforce Advisory Committee’s conclusion that
there is an excess of GPs in urban areas (AMWAC 1996a). It may be that younger GPs
are ‘voting with their feet’ and opting to work as salaried assistants in larger practices,
where they are better able to balance their personal and professional aspirations. Perhaps
this explains why some urban GPs say they cannot find replacements.

Although many GPs have opted to remain in one- or two-practitioner practices this has
certain disadvantages. One is a result of the shortage of locums. Sixty per cent of
practices use locums to cover for the absence of a full-time GP. Seventy-nine per cent of
these practices are able to get a locum for some or all of the time they want one;
19 per cent are not able to get a locum at all. The demand for locums has increased in all
types of regions since 1994; unmet demand has increased in metropolitan areas, fallen in
major and other rural centres, and remained the same in remote regions (Campbell
Research and Consulting 1997).

One explanation for this might be that the improved arrangements introduced under the
General Practice Strategy for rural locums have attracted some doctors working as
locums away from urban practice to rural practice. If there is a limited pool of doctors
willing to do this type of work— which, because of its special nature, may be of limited
interest to many doctors, as suggested by some commentators (see, for example, Ward
1993)— new approaches to filling the role played by locums must be found or locum
work must be made more attractive.

Solo and small practices are more likely to use locums and in urban areas attracting a
locum is becoming more difficult. This leaves GPs in smaller practices with difficult
choices: go without holidays and sick leave and use personal time to maintain skills or
close the practice in emergencies and during planned periods of absence. Urban
practices now face increased unmet demand for locums (Campbell Research and
Consulting 1997).

The cost of locums and deputising services constitutes a bigger proportion of practice
costs for smaller practices than for larger ones (RACGP 1996). Could an increase in the
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average size of practices, with a concomitant increase in their scope to cover absence
from within the practice, help reduce the unmet demand for locum services?

GPs in solo and small practices are also more likely to work long hours or be on call for
an excessive amount of time and to close the practice for part of the day. This raises
questions about the added pressure for the GPs, the quality of care that they are able to
provide and access for the practice’s consumers (Campbell Research and Consulting
1997).

12.6 Practice structure and inefficiencies

Variations in efficiency have a range of causes. There is some evidence to suggest that
practice structure is one of the factors that contribute to overall inefficiencies and
workforce shortages.

Economies of scale can improve efficiencies in general practice. One example of
potential economies of scale is in the use of administrative staff: Campbell Research and
Consulting (1997) showed that the weekly number of administrative staff–hours per full-
time-equivalent GP varied from an average of 56 hours in practices with one full-time
equivalent practitioner to an average of 35 hours in practices with five or more full-time-
equivalent practitioners.

Another area where economies of scale are important is capital equipment. Providing
high-quality care requires investment in the practice to ensure that essential state-of-the-
art medical equipment and information technology are available. With reduced reliance
on hospital care and an enhanced role for general practice in managing complex
conditions in the community, the importance of adequate investment in practices is
increasing, not decreasing.

There is, however, evidence that there is insufficient investment. Competition in urban
areas means that the resale value of practices is low. GPs are reluctant to increase their
level of investment because of low returns and the fear that they will not recoup the
costs of their investment— assuming that they can sell the practice at all. Similar
problems are said to exist in rural and remote areas, although perhaps for different
reasons.

The degree of capitalisation that exists and can be justified is dependent on the size of
the practice. For small practices, the costs of some equipment cannot be justified since it
may be used only rarely. With bigger practices, economies of scale arise from more
intensive use of specialised equipment. In remoter areas, the problems are exacerbated
because there may well be no alternative access to such equipment: populations may be
too small to provide an economic base to support it.

Strengthening the capital base of practices is essential if general practice is to respond
effectively to emerging patterns of health care and pursue new opportunities for
contractual arrangements with a range of funders.
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12.7 Enhancing practice structures

The available evidence suggests that larger practice structures appear to offer a number
of opportunities:

• to encourage more efficient forms of general practice that will enable GPs to
make the most of the financial resources that are available;

• to provide a range of support staff to enable efficient delegation within agreed
complementary roles and enhanced GP roles, together with improved personnel
management;

• to acquire the infrastructure to support quality care, with emphasis on continuity
of care, prevention, and recommended clinical practice. Information technology
and appropriate systems of information management are the critically important
component of infrastructure;

• to have greater flexibility to accommodate a variety of career options for
individual GPs;

• to help alleviate some of the problems of finding GPs to fill roles where there are
actual and emerging shortages;

• to provide the option of participation in practice ownership or management, or
both;

• to investigate the possibility of challenging the model of corporatised general
practice by meeting consumers’ expectations of ready access to the full range of
core services expected of a general practice, coupled with high-quality
personalised practice.

A wide range of possible practice structures could help bring about these improvements.
The possibilities range from group practices to loose coalitions, where small practices
share services such as after-hours care, holiday and other relief, allied health and nursing
services, administrative support through a management-services company, and inter-
practice referrals where individual practices have special interests or equipment not
found in the other practices.

12.7.1 Group practices

A group practice should be large enough to provide a comprehensive range of core
health services, which might also include a number of special-interest areas (such as
palliative care, sports medicine and geriatrics) provided by particular GPs in the practice.
The group should also be sufficiently large to support the inclusion of other health
professionals, through employment or contractual arrangements; for example, nurses
and other professionals relevant to the needs of the population served by the practice.
The practice should be able to cover extended and after-hours services either from
within its own resources or collaboratively with other practices.
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12.7.2 Linked practices and other collaborative models

Another option is for general practices to examine their structures and to cooperate in
the provision of specific services, the replication of which adds to the cost of running the
practice; for example, practice management, financial management, personnel resources
management, and information management and information technology. Thus a form of
practice in which GPs act as active health care managers might be linked across
geographical locations.

Such cooperative arrangements would enable GPs to focus on the provision of clinical
care. The cooperatives could be fully networked by information technology and provide
such facilities as the capacity to

• make appointments and arrange house calls centrally through a single phone
number,

• process and collect accounts,

• manage personnel,

• bulk-purchase medical supplies,

• provide IT support,

• provide central sterilisation,

• manage emergency calls and after-hours and locum services,

• offer convenient access from multiple sites.

Another model is one in which a wider variety of health professionals— such as
occupational therapists, psychologists, social workers and support services (including
pathology and radiology)— have close functional relationships with the practice or a
number of practices. The organisational relationships for associated professionals and
services would be variable, ranging from incorporation within the practice to sharing or
sub-letting space, with independent professionals being in reasonable proximity to the
practice.

Although linked and other collaborative practices would be able to take advantage of
many economies of scale, their potential might be somewhat limited by considerations
related to convenience for consumers and the importance at times of having non-medical
staff and equipment co-located with the GP. Nevertheless, the development of
collaborative models has considerable potential, both as an enduring structure in its own
right and as a possible stepping stone to amalgamation at a later time.

12.7.3 Rural practice

In the future solo practitioners in isolated, unsupported rural general practices may need
to be encouraged to join others in larger centres and practise in multi-disciplinary
groups, perhaps with procedural specialists forming part of the group. Such group
practices should have fully networked health record systems and telemedicine facilities.
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GPs would provide services to outlying centres at well-equipped ‘branch surgeries’ at
least meeting the entry standards for a general practice. The outlying surgeries might be
managed by salaried nurse practitioners and might be provided at no cost to the GP.

To minimise financial risk, rural practitioners should not be expected to buy their
facilities or equipment.

12.7.4 Implications for consumers

Introduction of new forms of practice structure could give rise to community concern
about reduced access to a preferred GP or practice as solo practitioners or small groups
accept the opportunity to relocate. This concern could be allayed by demonstrating the
advantages of such changes, including the extended hours of service.

Any new arrangements should ensure that choice for consumers remains readily
available, accommodating the need for urgent assessment, the provision of emergency or
simple services with the ‘duty doctor’, appointments for more serious problems with the
doctor of choice, and selection of services to meet needs in areas of special interest
provided from within the practice.

12.7.5 Promoting new arrangements

The Review Group formed the view that a focus for future action should be the
promotion of more efficient practice structures: this has the potential to find solutions to
problems such as those connected with after-hours access, the limited availability of
locums, and the needs of GPs and the community in rural and remote areas.

There are considerable sensitivities in relation to these matters. Some GPs continue to
see themselves as fiercely independent private businesses: their livelihood depends on
how successful they are in competition with others in their local area.

Considering that the challenge for Divisions of General Practice in the future is to
increase their usefulness to GPs at the local level, it would seem logical for Divisions to
play an essential part in helping GPs work together to organise the delivery of their
services in the most efficient and professionally satisfying way. Doing this could also
deliver substantial returns from the investment in time, talking and planning.

Divisions could collect and provide relevant data about practices in their area to help
GPs understand the potential for changes of this type. They could also play a brokering
and support role for practices and GPs wishing to explore and implement the changes.

The Divisions’ State Based Organisations must be able to play a role in linking Divisions
and helping them provide systemic support to local general practices. These
organisations should be able to negotiate the provision of infrastructure support on a
local or regional level and advocate for their needs to the national divisional body.

Given the potential gains for all parties, but especially for GPs themselves, a small
program should be established to help GPs investigate and implement options for
adopting practice structures that are more appropriate to the emerging role of general
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practice and the changing needs and expectations of both the community and GPs
themselves.

The emergence of more efficient forms of general practice should enable GPs to make
the best use of the available financial resources.

Recommendation 34— key recommendation

That a program be developed and implemented over the next five years to assist
general practices to embrace micro-economic reform, which should include
improved practice and workforce efficiencies, amalgamation of practices, and other
models of cooperative working.

As a by-product, this program would generate increased awareness in the general
practice community of the problems that arise from the current arrangements, which
allow practices to be established anywhere, regardless of the facilities already available
in an area.

In the context of a growing supply of GPs and the persistence of serious major
maldistributions, and if equity in access to GP services is to be achieved and the adverse
consequences of excessive competition overcome, it will be necessary to develop a more
sophisticated approach to the location of practices.

The Review Group sees many advantages in establishing a planning framework for this
in the future. Workforce problems are at least partly caused by the presence of too many
practices, and there should be a greater focus on encouraging appropriate structures for
and distribution of practices in the future.

Recommendation 35— key recommendation

That, following implementation of the program proposed in Recommendation 34, a
mechanism be developed for a planning framework to address the distribution of
general practices and to encourage the establishment of new practices in areas of
need. This mechanism should be based on an exploration of the issues and on the
development of guidelines agreed between consumers, GPs and the Government.
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13 General practice careers, lifestyle, education and
training

Current practice structures, with a predominance of small practices, offer GPs little
opportunity to exercise the full range of their skills and to have options for a variety
of career pathways and lifestyle choices.

An increased number of women entering the GP workforce, changes in the lifestyle
expectations of the workforce, progressive ‘de-skilling’ arising from the types of
problems presented in urban settings, competition at the local level, and general
practice financing arrangements add to the problems of creating suitable career
pathways.

The lack of an institutional base that exposes medical skills to peer review means
that there are also few opportunities for excellence to be acknowledged.

For many GPs, especially those in urban settings, there is little scope for
professional development and income growth in keeping with experience.

Any solution to these problems must be multi-faceted:

• meaningful continuing medical education and quality assurance that
challenges at the personal level;

• engagement with peers in quality assurance activities;

• access to study and research into the discipline of general practice;

• retraining and support for re-entry and remediation;

• access to teaching opportunities;

• greater access to extended roles, including community credentialling;

• building infrastructure that will extend these roles for GPs.

Opportunities for new roles have emerged through Divisions and these are likely to
continue to expand.

13.1 The lack of career opportunities

The current structure and nature of general practice are characterised by a
preponderance of small practices: 60 per cent of practices comprise one or two GPs
only and account for 32 per cent of GPs (Campbell Research and Consulting 1997).
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For many GPs, especially those in urban areas, there is limited scope to satisfy
themselves professionally and to exercise the full range of skills they have acquired
during their training. Limited opportunity for career progression, limited career choices
and limited alternative career pathways are problems for most GPs, regardless of where
they practice.

Furthermore, in terms of the nature of their work or their income expectations, for many
GPs little changes from the day they start out in independent practice until the day they
retire. Their skills may even decline because, as a result of changing roles and
organisation in the wider health system, they often have few opportunities to use all their
skills. This is unusual for professionals, who typically enjoy a variety of career
opportunities and who generally gain further skill, responsibility, status and earning
potential as their careers progress.

Figures from a consultancy commissioned for the Relative Value Study show that GPs’
incomes do not rise substantially with experience and are relatively stable throughout
their careers (Hay & Trowbridge 1997). The consultants also found that for comparable
professionals such as lawyers and accountants the pattern is quite different: incomes
typically continue to increase as people gain experience and take on management
responsibilities.

GP registrars’ and GPs’ net incomes are generally considerably less than those of
specialist registrars and specialists (Hay & Trowbridge 1997). These relativities may
influence career choices by newly qualified doctors in ways that adversely affect general
practice. This matter is considered further in Chapter 24.

13.2 Balancing lifestyle and career needs

Balancing lifestyle and career needs is no less important for GPs than for anyone else.
Yet their isolation, long hours, limited opportunities for holidays, and a community
expectation that they will offer 24-hour access to their services make it very difficult for
GPs to achieve an acceptable balance.

Many GPs appear to be adopting a different approach to managing the tensions between
personal and professional demands on their time and energy, apparently being more
willing to work as salaried or sessional doctors, where they are more able to limit their
hours and involvement to suit their lifestyles. Although this is particularly apparent for
female GPs, it seems that some younger male GPs have similar attitudes. Yet practice
structures often limit GPs’ opportunities to move into and out of the workforce or to
vary their hours as their personal circumstances change. As noted in Chapter 17,
programs may be required to induce attitudinal change, in both the medical profession
and the wider community, with the aim of increasing job satisfaction for female GPs.

Concerns about security are also pertinent: it is necessary to develop local community
and surgery policies and to educate GPs about how to deal with, and defuse, threatening
and dangerous situations.
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13.3 Improving career opportunities through new approaches to
practice structures

Some of these problems might well be resolved by encouraging new approaches to
practice structures and organisations.

Larger practices would provide opportunities for more senior GPs to have career paths
and alternatives within practices. Some might choose to focus on particular interests
such as obstetrics, paediatrics, or working with people with serious mental illness.
Others might want to spend more time in a public health role, away from one-to-one
services. A larger practice would make it easier to do these things while continuing to
work in a practice providing the full range of services expected of a general practice and
retaining and applying their generalist skills.

Larger practices also offer greater opportunities for peer assessment, both informal and
formal, and peer recognition of excellence. Such opportunities are currently limited for
GPs because of their isolation from hospitals.

A move to larger practices in urban areas might create more opportunities for rural GPs
wishing to change careers and move to the city. Concern about not being able to do this
contributes to some GPs’ reluctance to work or stay for any length of time in rural
areas.

In addition, to remedy the shortage of GPs in rural areas and to increase career options
that include a pathway through rural practice, new models of rural general practice are
needed: the image of the solo rural doctor being the ‘super-doctor’ who can do anything
and works 120 hours a week should be discouraged. If adopted widely, the principles
for rural practice outlined in Chapter 17 should attract more female and younger GPs to
rural practice.

Recommendation 36

That the future organisational arrangements of general practices provide increased
scope for GPs to have flexible working arrangements and to experience a range of
career opportunities and pathways throughout their working life, in particular
recognising the career interruptions associated with young families.

13.3.1 Teaching and research as career pathways

Involvement in teaching and research is closely associated with maintaining and
enhancing skills. It can also provide the challenges of new career opportunities.

At present Australian general practitioners have limited opportunities to pursue an
involvement in teaching and research. Among the reasons for this is lack of time: there is
little or no remuneration for non-clinical activities undertaken as part of private general
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practice. In addition, the necessary infrastructure may not be available and GPs have
often not had training for these roles.

Yet there is an increasing expectation that GPs will offer teaching and placements. The
inappropriateness of much hospital-based training for general practice is being
recognised, and there is growing demand for placements in high-quality practices for
medical undergraduates and registrars. In addition, the move to community-based care
means that gaining experience in general practice becomes more important for doctors
planning a specialist career.

Practices offering registrars placements for vocational training are currently accredited
by the RACGP. Undergraduate placements in general practice are organised separately
by the universities. There should be more formalised arrangements for teaching practices
for undergraduates, such that there can be some sharing of placements offered between
vocational training and undergraduate training. These arrangements would provide the
basis for accreditation of teaching practices, setting out what is required of the practice
and the financial arrangements.

If teaching practices were larger economies of scale would follow; larger practices
would also offer a wider range of experience for both registrars and undergraduates.
And they would provide better opportunities for GPs wishing to have a more substantial
involvement in teaching.

The proposal in Chapter 25 for a replacement of the Better Practice Program offers a
vehicle for more appropriate remuneration for teaching practices.

Recommendation 37

That practices be encouraged and supported to become teaching practices at both
the undergraduate and postgraduate levels and that accreditation arrangements for
this purpose be further developed by the RACGP, universities and the Australian
College of Rural and Remote Medicine.

Recommendation 38

That, in view of the increasing importance of community-based care and the central
role of general practice in this, medical schools introduce measures that, over time,
will increase the number of academic positions in general practice so that the
number more closely reflects the relative proportion of GPs in the medical
workforce.

Recommendation 39

That there be a commitment to encouraging general practice research at both the
undergraduate and postgraduate levels.
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Recommendation 40

That Divisions of General Practice be assisted to encourage a research-based
culture by developing strategic links with academic departments of general practice,
which, if adequately funded, could provide support for and foster a rigorous
methodology and expansion of critical appraisal-skills throughout the whole of
general practice.

Recommendation 41

That opportunities be created by relevant GP bodies to encourage continuing
medical education and quality assurance activities with a research focus.

13.3.2 Career opportunities outside the practice

To date, the number of administrative and management roles— for example, in GP
representative organisations— that might offer possibilities for GPs to develop
alternative career pathways while continuing to contribute to general practice has been
limited.

Until the recent emergence of Divisions, there was a lack of a community-based
infrastructure (equivalent to hospitals for specialists) to provide a base for these
activities. Divisions have created opportunities through sessional payments and part-time
appointments for GPs to take on expanded roles in service provision, to work with
mixed teams of health service providers, to gain administrative and management
experience, and to take on new roles such as liaison and involvement in health policy
development and service planning with State and Territory health authorities. The
emerging infrastructure for State Based Organisations and a national organisation for
Divisions will provide further opportunities for GPs wishing to broaden their
professional roles.

13.4 The implications for education and training

At present undergraduate medical education and vocational training for general practice
focus predominantly on developing competence in clinical skills. As career opportunities
expand and the variety in career pathways increases, curricula and teaching methods will
need constant review to ensure that they remain relevant to the GPs of the future. This
will be the case for all levels of education, but particularly so for continuing professional
development.

In the context of expanding career opportunities and the importance of enabling GPs to
retain the option of returning to clinical practice after a period in a related position with
limited clinical work, it is important that the RACGP ensure that its requirement for
continuing medical education and quality assurance to retain the Fellowship and
recognised GP status does not inadvertently exclude activities such as teaching and
research that contribute to skills enhancement and competence.
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Recommendation 42

That the RACGP review the components of its continuing medical education and
quality assurance program to ensure that appropriate recognition is provided for
skills maintenance and enhancement gained through teaching, research and other
professional development.

GPs are frequently exhorted by reviews in the health area to have an increased
awareness of and increased knowledge and skills in dealing with an unlimited range of
conditions.

GPs usually see a very wide range of fairly low prevalence conditions and, because of
their ‘gateway’ and early detection role, there is a vast amount of material they need to
review. There is a strong case for the use of information technology systems to assist in
this information management process.

Some population groups also have special needs. A GP’s development of specific skills
must be based on a thorough understanding of the needs of the practice’s local
population: the types of skills required to meet these needs should be a priority.

Community credentialling of GPs is beginning to occur to give recognition to GPs who
have special training and competence in particular types of care. This occurs, for
example, for GPs authorised to prescribe in the community certain high-cost, highly
specialised drugs for the treatment of AIDS and related conditions in New South Wales.
Some GPs are also given recognition as coordinators of ‘hospital in the home’ projects.

13.5 Legal concerns

Legal issues are also a consideration, since GPs may be reluctant to become involved in
some types of work because of concerns about medical indemnity. The cost of medical
indemnity is rising rapidly, to the point where it is becoming uneconomic for urban GPs
to do procedures. This leads to de-skilling and adds to the cost of health care because
patients are referred to specialists and hospitals. In rural areas these costs may be
underwritten by State and regional health authorities.

13.6 The implications of workforce trends

Increasing numbers of female doctors are entering general practice. Further, many recent
graduates— regardless of gender— appear to have new attitudes to their careers, wanting
more time for their personal lives and to move in and out of private general practice as
family and career aspirations allow.

Specifically in relation to the numbers of female doctors entering general practice, there
is a need for flexibility in working arrangements to balance family commitments. These
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individuals are often reluctant to take large amounts of time out of the workforce and
often return to work on a part-time basis within six months of giving birth. Among their
motives for re-entering the workforce so soon are the need for supplementary income
and a desire to keep up to date with skills and knowledge rather than undergoing
retraining at a later time.

Some GPs, however— regardless of gender— will require lengthy periods out of general
practice. This raises questions about the currency of their skills when they decide to re-
enter general practice. Analysis of individual retraining requirements and programs to re-
equip doctors for safe and effective practice are necessary.

Recommendation 43

That opportunities be created through the RACGP, the Australian College of Rural
and Remote Medicine, Divisions of General Practice and universities to re-skill and
upgrade skills to enable general practitioners to fulfil the expanding roles and
functions that are likely to develop over the next five years and to assist those
doctors re-entering general practice after a period of absence.

There are several ways of creating such opportunities:

• a strengthened capacity of Divisions to provide opportunities for GPs to work in
areas such as divisional management, committee and liaison work, and public
and population health;

• practice structures that provide greater scope for part-time work, flexible
working hours, specialisation within the broad context of general practice, and
experience of rural practice;

• stronger links with groups that might provide career development
opportunities— for example, universities, specialist practices, Aboriginal medical
services, rural training units and hospitals;

• making available special programs to help GPs re-entering the workforce assess
and meet their retraining needs.



PART FIVE

ANALYSIS: MEETING COMMUNITY NEEDS
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14 Unmet community needs: disadvantaged urban and
rural people

There is ample evidence that health status varies greatly across different community
groups.

For some groups with poorer health status, there is also evidence that they are low
users of general practice services. In some cases this is the result of life
circumstances, such as being homeless or so disadvantaged that they are effectively
marginalised from most social amenities, including access to GP services.

If people do not go to GPs’ surgeries mechanisms should be developed to enable
GP services to reach them. This has started to occur through Divisions of General
Practice, which can provide funding on a sessional basis for GPs to work beyond
their own practices.

GPs also need to develop new skills, so that they can bridge social, financial and
psychological barriers as well as manage what are often compounded health
problems.

Chapters 9, 15, 26 and 27 contain other recommendations relevant to
accommodating people with special requirements.

14.1 Factors contributing to health status and health outcomes

Improvements in health result from a complex interaction between health interventions,
demography, environmental factors, education, employment and socio-economic
factors, particularly housing and nutrition. It is widely accepted that much of the illness
and injury in the community is potentially preventable and that health policies and
programs should be redirected towards improving health rather than the provision of
health care services.

Broad health status indicators such as life expectancy and morbidity rates for various
population groups in Australia show that some groups have poorer health. Among these
groups are Indigenous Australians, some rural and remote communities, and other
disadvantaged groups such as low-income families, the homeless, the unemployed,
people with a disability, and refugees.

Australians with low family income generally have worse health and are more likely to
engage in risk behaviours such as smoking, drinking, overweight or obesity, and lack of
exercise. They are also less likely to make use of preventive and screening services.

Among the chronic conditions reported much more often by young adults with low
incomes are intellectual disability and developmental delay, mental disorders, epilepsy
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and deafness. The average number of serious chronic illnesses is 65 per cent higher for
men aged 25 to 64 years and 33 per cent higher for women aged 25 to 64 years in low-
income families (Australian Institute of Health and Welfare 1996b). Similar health
differentials have been documented for other disadvantaged and marginalised groups.

To define and measure the particular contribution of general practice to the
improvement of health is a complex undertaking. Nevertheless, there is evidence that
there is scope to substantially increase general practice’s contribution to improving
health at both the individual and the population levels.

Many disadvantaged people face daunting barriers in gaining access to GP services. The
barriers may be financial (such as inability to obtain Medicare and pharmaceutical
benefits because of illiteracy, linguistic difficulties and problems with enrolment) or
physical (such as lack of public transport or facilities for disabled people’s access).
Barriers to communication range from linguistic and cultural factors to lack of
interpreters for the hearing impaired. Practice organisation factors such as lack of after-
hours service further limit disadvantaged groups’ access.

These problems are acute for the disadvantaged in urban areas, and often even worse for
people in rural and remote areas where other primary care services are unavailable.
Despite the Rural Incentives Program, there are serious deficiencies in health service
provision in rural and remote communities. The equally serious, but different, factors
that prevent GPs in urban areas from providing effective care to disadvantaged groups
also warrant redress.

Several submissions to the Review referred to the need for general practice to deal with
the deficiencies in provision of health care to disadvantaged groups (see, for example,
submissions 1, 11, 24, 70, 102, 110, 118). During consultations with the Review Group
representatives of community groups referred to the frequent mismatch between GP
services provided and actual community needs and the lack of skills to cater for specific
community needs.

The need for Divisions of General Practice to have the capacity to meet specific local
needs in relation to disadvantaged groups was stressed. It was reported that, although
some divisional projects had started to make progress in targeting disadvantaged groups,
lack of funding meant that this work could not continue.

Others consulted by the Review Group considered that more could be achieved through
a collaborative approach to providing services to disadvantaged groups that included
other care providers and support services.

Effectively redressing disadvantage requires the involvement of a range of groups and
organisations. It is not always easy to involve these groups, nor is it easy to deal with
the cultural, religious and political differences often found among groups and
communities. Barriers to cooperation are compounded by preconceptions about the
difficulties of working with GPs and reluctance to cross traditional boundaries between
the various health care providers. Differences between the geographical boundaries of
Divisions of General Practice and local government areas pose further practical
problems.



Unmet community needs

133

Although some GPs already work in relatively disadvantaged areas, Medicare claims
data provide clear evidence of difficulties of access and fewer services being provided in
some disadvantaged urban areas, as well as the more obvious problems experienced in
rural and remote communities.

14.2 Education and training

Defining and identifying disadvantage is a problem for GPs since disadvantaged groups
or individuals who are less visible may be overlooked and those with the greatest need
and real disadvantage may not be identified. This includes people with mental illness,
drug- and alcohol-dependent people, people with a disability, the homeless, the
unemployed, adolescents, and people with HIV/AIDS.

In general, GPs find this a problematic area, seeing the causes of disadvantage as beyond
their control and believing that they lack the training, skills and protocols for dealing
with disadvantage.

The multiple problems of disadvantaged people make working with them especially
difficult; the situation is exacerbated by differences between patients’ and GPs’ values,
priorities and cultural expectations. Many disadvantaged patients have psychosocial
problems and pose particular challenges for GPs, who may not have adequate training in
this area. GPs have largely been trained to focus on pathology and a medical model of
care, rather than a multi-disciplinary primary health care approach.

For GPs who want to be involved in this area of medicine specific education and training
should be provided, so that they can gain the necessary skills. For other GPs, it may be
useful to alert them to the specific health and social problems of disadvantaged groups.

14.3 Complexity and financing

The management of, and coordination of care for, patients from disadvantaged groups
often take a lot of time: this is not rewarded under the current remuneration
arrangements for general practitioners. Such patients often have neither a Medicare card
nor the cash to pay for services and consumables such as dressings. This makes it
difficult for GPs in private enterprise. GPs need financial incentives to provide health
care to these groups outside normal practice arrangements.

The Review Group considers that GPs should become involved in population and public
health campaigns aimed at disadvantaged groups and should work with other health care
providers using flexible service delivery arrangements to target specific needs.

At present GPs are not encouraged to employ or work closely with other health
professionals, yet disadvantaged patients often require good coordination of care and
good communication between a number of health care professionals and agencies.

The Public Health Association argues that GPs committed to public health and health
promotion are not adequately compensated, even when such activity constitutes a major
part of their workload.
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Recommendation 44

That special workforce initiatives, with a particular emphasis on training and
professional development, career structures and practice organisation, be
introduced to improve the match between the provision of general practice services
and the seriousness of the need for primary medical care.

It is important that these initiatives take into account national health priority areas and
demonstrated differences in health status between population groups. They should also
take into account, and be designed to eliminate, the barriers that currently limit general
practice’s ability to ensure that its resources are used more effectively to target serious
unmet need.

During the next five years emphasis should be given to agreed national health priority
areas and to population groups with known limited access to appropriate primary
medical care.

The defined national health priority areas currently are

• diabetes
• cancer
• cardiovascular disease
• mental health
• injury
• immunisation.

In view of its increasing prevalence, asthma could also be included as a priority area for
general practice.

Among the population groups are

• Indigenous Australians
• homeless people
• people with serious disabling mental illness
• people with other disabilities
• people living in rural and remote areas
• people from culturally diverse backgrounds.

Many of the existing and proposed initiatives for general practice have the potential to
increase disadvantaged people’s access to general practice services and to improve the
appropriateness of services. The Review Group considers that increased access and
more appropriate services should be a central objective of such initiatives and
performance should be determined through evaluation.
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Recommendation 45

That evaluation frameworks for each element of the new strategy include an
evaluation of the extent to which general practice is meeting the needs of
disadvantaged groups and what might be introduced to meet these needs more
effectively.

14.4 Access to after-hours services

Another concern for the community is access to after-hours services. This is a complex
issue, inter-related with other matters such as remuneration and workforce distribution.

In areas of undersupply, access to primary care after hours can be provided only by the
areas’ GPs, who are already shouldering a heavy burden during normal business hours.
There are few GPs to share the load, so that providing round-the-clock access means
unreasonable demands on those GPs to be on call most of the time.

In urban areas the problems are different. Deputising services are often used to provide
after-hours care, which can reduce or eliminate the burden on ‘daytime’ GPs. Ensuring
high-quality care requires, however, that there be good communication and continuity of
treatment between the regular GP and the deputy.

Where urban GPs are providing their own cover by being on call, inefficiencies can
result. For example, a project undertaken by the Hunter Urban Division found that
around 60 GPs were on call in the region on any night, each one seeing a relatively small
proportion of the patients seeking after-hours care. These arrangements were
particularly inefficient after 10 pm: GPs on call saw 3.5 patients per hour before 10 pm
and only 0.8 patients per hour after 10 pm. This not only calls into question the
usefulness of being on call overnight; it also raises the question of what are the best
financing arrangements for after-hours work.

The project concluded that more effective methods of providing after-hours care are
necessary; in particular, it recommended the establishment of a regional telephone triage
service, a network of after-hours facilities staffed by GPs, separate arrangements for
home visits (for example, by contracting with a deputising service), and centralising care
to the hospital emergency department after 10 pm.

The project again draws attention to the useful role Divisions can play in helping GPs
work together and with others to develop arrangements that are mutually beneficial. The
after-hours trials, referred to in Chapter 5, are exploring some of these models at a
national level.
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15 Caring for people with chronic illness

Caring for people with chronic illness is a fundamental element of general practice.

Apart from the definitional problems that obscure the extent of chronic illness in
Australia— estimates of people with chronic illness range from 800 000 to
4.3 million— general practitioners face a number of difficulties:

• in providing community-based access to the range of medical and non-
medical services that are essential to the delivery of appropriate care;

• with the level of patient rebates currently available for the longer
consultations necessary for patients with chronic conditions and their carers;

• with the often poor interaction between hospital and community service
settings;

• with maintaining the range of skills required for high-quality care of the
chronically ill and the treatment of multiple conditions.

Financial incentives are needed, so that GPs are suitably rewarded for spending
more time with chronically ill patients.

Until relatively recently people with chronic illness have largely been overlooked in
the health policy context.

15.1 The needs of people who have chronic conditions

People who have chronic conditions require much more of their GP than simply the
provision of repeat prescriptions or referrals to specialists. In seeking community-based
care, people with chronic illnesses look for whole-person treatment and often become
frustrated when their condition becomes the sole focus of attention.

Ideally, people with chronic illness should be the managers of their own condition and
have access to as much information and support as necessary from community-based
services to enable them to live fulfilling lives within the limitations of their condition.
Chronic illness can involve all aspects of a person’s life: physical limitation,
psychological distress, and social and professional disadvantage.

GPs can provide ready support and assistance for people with chronic illness, and for
their carers, if they have access to the range of resources essential to the provision of
quality care. At present, such access is usually lacking. Often the management of people
with chronic illness has become hospital and specialist focused because the publicly
funded ancillary resources have generally been restricted to hospitals. For example, most
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patients with diabetes could be better assisted within a general practice if they had
access to ancillary services such as a diabetic educator or nurse, a nutritionist and a
podiatrist.

Until recently people with chronic illness have been largely overlooked in terms of health
policy: data based on hospital separations have been the only primary, continuing source
of information. Other information comes from periodic, cross-sectional studies of
particular conditions or the Australian Bureau of Statistics health surveys. There are no
systematic data collections on the use of health services in the community that can be
drawn on nationally to develop a better understanding of the needs of and problems
confronting chronically ill people.

The Review Group received submissions from a number of organisations, especially
carers organisations, that stressed these problems. Despite the absence of non-hospital
data, it is well known that these groups are high users of the health system. Chronic
conditions affect both sexes and all age cohorts but some groups need and use services
more than others. For example, 60 per cent of general practice consultations for people
aged 65 years and over and around 16 per cent of consultations for children involve a
chronic physical disease (submission 101).

15.2 People who have chronic conditions

The World Organisation of Family Doctors has adopted the following terminology and
definitions (WONCA 1991):

• chronicity— a condition lasting longer than three to six months;

• condition
– disease— a diagnostic classification based on clinico-pathological

systems,

– illness— a subjective experience of unpleasant body sensations interfering
with everyday life,

– disability— a classification of limitations.

In general, patients with chronic conditions are non-hospital patients who require regular
and continuing medical, allied health and social support services. They often require
longer GP consultations to cover the complexities of their condition(s) and may require
episodes of hospital management. They should particularly benefit from properly
coordinated care.

In Australia, the lack of an agreed general definition of what constitutes chronic illness
makes it difficult to obtain a firm estimate of the number of people affected and the
conditions involved. It has been estimated that in Australia about 4.3 million people a
year experience an acute health problem requiring an intervention. It has also been
estimated that around 800 000 people require a mix of formally coordinated services
over a long period for conditions such as asthma and other chronic respiratory diseases,
congestive cardiac failure, diabetes, renal failure, arthritis, mental disorders, and
hypertension. Therefore the estimate of those with chronic illness ranges from 800 000
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to 4.3 million (COAG 1995). Medicare data show that a small number (5 per cent) of
patients are regularly high users of Medicare. These patients are likely to be suffering
some form of chronic illness, and they account for about 16 per cent of both Medicare
and Pharmaceutical Benefits Scheme expenditure.

As chronic conditions progress they often become increasingly complex, necessitating a
range of physical, psychological and social services such as

• general care services,
• general community health care,
• provision of pharmaceuticals,
• allied health services,
• low-level in-home community care,
• acute care.
• surgical and therapeutic intervention,
• diagnostic and pre-admission treatment,
• post-acute outpatient community care,
• longer term coordinated care,
• residential care,
• community-based aged care,
• palliative care.

15.3 GPs and caring for people with chronic illness

The Review Group was told that many GPs believe the current structure of a general
practice and the way remuneration is provided do not lend themselves to the provision
of high-quality care, especially for people with chronic illness (submission 101). This
presents a major disadvantage to those with chronic illness, to their carers, and to
community-based service providers.

GPs have opportunities to develop long-term professional and personal relationships
with the patient, their family or carers, and members of the community in which the
patient lives. General practice seeks to provide integrated care, rather than the inevitably
fragmented medical care from specialties dealing with various systems of the body and
the mind, so GPs often become the point of contact between patients and medical
specialties, hospitals, and a wide range of service delivery agencies (submission 102).

People who have long-term chronic conditions experience a number of difficulties:

• gaining access to appropriate, well-coordinated services;
• gaining access to after-hours medical care, including home visits;
• problems with transport and mobility;
• communication problems;
• financial disadvantage.

They also experience problems with continuity of care between the hospital and the
community. If the services that are required, and that are affordable, are available only
from a public hospital, then gaining access to them and ensuring effective
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communication from the hospital-based services may present insurmountable barriers.
GPs often have to help such people cope with this limited choice in the range of services
and how the services are delivered. Using hospital-based services might involve the
patient in a full day of travel and waiting to obtain a short period of professional
assistance. GPs need information to help patients identify and gain access to appropriate
services.

Furthermore, without exceptional communication and support from hospitals, GPs often
have great difficulty providing continuity of care at home for patients with chronic
illness.

Any initiatives designed to support more effective practice-based management of
chronic illness would have to be properly trialed and be subject to rigorous evaluation to
monitor their cost-effectiveness.

15.4 People who care for others with chronic conditions

The families and carers of people with chronic conditions tend to have frequent contact
with GPs and there is potential for them to be provided with information and support in
addition to that provided during a particular visit to the GP or when the GP visits them
at home. Home visits are very important for both carers and care recipients and may be
needed to attend to the health of either party. Respite for carers is also important,
especially when their own health is placed at risk (submission 9).

15.5 Structural problems

The problems for people with chronic conditions seeking access to GPs are partly
structural.

• The number of patients with chronic conditions in a practice may be quite
variable and the GPs’ skills in caring for such people may be called upon
irregularly.

• People with chronic conditions need good access to non-medical services— this
is sometimes as pertinent for carers as for the recipients of care. GPs are not
generally perceived as being good at providing links to non-medical and other
community services— only 25 per cent of carers identified GPs as source of
information about support services and organisations (submission 20).

• Unless a carer presents as a patient their medical support is not funded through
the current fee-for-service arrangements.

These considerations lead to the wider question of whether items on the Medical
Benefits Schedule can be extended for non–patient contact work. From the
Government’s perspective, this would lead to serious problems in terms of an overall
‘blow-out’ of outlays and an inability to adequately audit. The question warrants further
exploration.
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As noted, both people with chronic conditions and their families and carers tend to have
frequent contact with GPs. The elderly, people with alcohol- and drug-related chronic
conditions, and people with mental health conditions sometimes have difficulty
conveying the full range of their symptoms during a consultation. They often need the
help of a carer or family member at the time of the consultation. From the GP’s point of
view, it is sometimes very difficult to evaluate physical symptoms when the patient is
affected by mental illness or drugs. GPs need to have sufficient time, and to have the
necessary skills to ascertain the exact nature of the patient’s problem, in order to offer
suitable advice and management.

The current schedule fee items continue to favour rapid throughput. As discussed,
people with chronic conditions need longer consultations, and these are not
appropriately rebated in the current item structure. Consultation item C (a consultation
of at least 20 minutes and up to 40 minutes) attracts a rebate of around $38, compared
with item B (up to 20 minutes ) at around $21.

The Review Group was told that this situation will change with the introduction of the
new consultation items proposed by the Relative Value Study. Unless there are
incentives, including satisfactory changes to the Schedule, those GPs who are spending
only short periods with each patient as their preferred way of practice will probably not
change their behaviour.

When a carer or family member, with the consent of the recipient of care, seeks
information about a person with chronic illness the current remuneration structures do
not allow for payment for the service of providing information. This anomaly is probably
ignored by many GPs and is probably unknown to carers, but it is a cause for concern.

15.6 What special skills are needed in general practice?

Although one of the special skills of general practice is to contextualise health problems
the task of general practice is still defined in terms of medical management functions
(submission 102). Overseas literature suggests that medical care for those with chronic
conditions is not attuned to their needs: limitations in listening, understanding and
overall effective information exchange in many doctor–patient relationships are cited as
deficiencies (Tuckett et al. 1985).

The skills GPs need for supporting patients with chronic conditions— for example,
counselling skills and the ability to support carers— are not well recognised, described or
acknowledged. Studies of doctor–patient relationships among people with chronic
conditions found that characteristics of doctors such as empathy and patient-centredness
were positively associated with health outcomes (Stewart 1995). Howie also lists an
ability to establish ‘enablement’ during adequate consultation time (cited in Martin n.d.).
He defines ‘enablement’ as the ability to help people cope better with their health
condition or their life in general following the consultation. Counselling skills and
provision of advice about support for carers are also needed to improve health outcomes
for the care recipient. Unless the carer presents as a patient this may not be recognised
as a formal role for the GP.
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15.7 Research and evaluation

If the management of people with chronic conditions is to improve, sufficient resources
will need to be allocated for research into the roles and tasks of general practice in the
care of chronically ill people, particularly to identify factors that would enable GPs to
improve the quality and effectiveness of such care. Resources will also be necessary for
detailed evaluation.

Recommendation 46

That resources be allocated for research into the roles and tasks of general practice
in the care of people with chronic illness, particularly to identify factors that enable
GPs to improve the quality and effectiveness of such care.

15.8 What is happening now?

Care of people with chronic conditions is a growing problem in community settings.
Improving their access to services and the quality of their care is difficult to deal with
through the blanket approach of the current fee-for-service structure. It would be
difficult to construct separate items on the Medicare Benefits Schedule for care of the
chronically ill (see also Chapters 23 and 24), especially when relatively few people per
practice present with such conditions.

The Divisions of General Practice Program has sponsored the development of best
practice guides in areas such as diabetes care, GP–hospital integration, and shared
mental health care. These have been made available to all Divisions of General Practice.
An evaluation of three Divisions’ pilot diabetes projects in New South Wales is also
under way and from this will emerge an assessment of the comparative worth of each
model of care. This will provide a framework not only for future models of care for
diabetic patients but also for other client groups requiring a better coordinated and
integrated approach to their continuing care and medical management. Boxes 15.1, 15.2
and 15.3 describe examples of projects designed to improve coordination and integration
of care and medical management.

Box 15.1 Cairns diabetes management

The Cairns Division of General Practice is conducting a project on diabetes
management. The aim is to reduce the prevalence and burden of diabetes mellitus in
the target population. This will be achieved by establishing a diabetes register
compatible with a national database (NDOW or NDOQRIN) and by encouraging best
practice in the management of diabetes.
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The Division has created a Diabetes Management Incentive Scheme, which seeks to
recruit GPs to be involved in the management strategy. The strategy consists of a
patient audit, as developed by the local Education SERU, routine compliance with
clinical management guidelines, submission of information to the database, discussion
of patients’ situation with the State-run Diabetes Centre team, and participation in
diabetes-related continuing medical education provided by the Division.

The project involves the integration of and collaboration between GPs, State-run
services, and community-based services in the management of diabetes. It will
support GPs by providing the necessary skills support through divisional activities
and it will encourage best practice in diabetes management.

Box 15.2 The Sydney asthma and diabetes project

The Sydney asthma and diabetes project focuses on asthma and diabetes patients
from four inner west practices that have a high number of people from diverse
cultural and linguistic backgrounds. The aims are to improve patients’ understanding
of their illness, to increase rates of home blood sugar level monitoring in diabetes, to
improve asthma care and patient compliance, and to implement a recall system for
annual review of the medical complications of diabetes for chronic patients.

The project is being run against a background of increasing rates of asthma and
asthma morbidity in the Sydney region, increasing presentation to GPs of people from
diverse cultural and linguistic backgrounds for blood sugar level checks, and a
reduction in local emergency services. By involving numerous GP clinics and
employing a bilingual (English and Greek) nurse in patient management, the project
seeks to increase GPs’ awareness of the complexities of managing conditions such as
these, break down GPs’ isolation, and improve management of these chronic
conditions.

Box 15.3 The Adelaide geriatric care community project

The Adelaide geriatric care community project seeks to increase GPs’ involvement in
multi-disciplinary case conferences and joint patient assessments with domiciliary
care and aged care assessment teams, to improve the care of elderly patients through
better coordination of services, to facilitate cooperative working relationships
between service providers, and to improve each provider’s understanding of the role
of others in the team.

The involvement of GPs is essential to achieve the necessary and appropriate medical
care for their elderly patients, and the project as a whole was partially a response to
GPs’ need to be kept informed and aware of the processes involved in providing
complex care for their elderly patients.
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15.9 People with mental illness and the National Mental Health
Strategy

It has been estimated that between 25 and 30 per cent of all Australians meet the criteria
for a mental disorder in any year. A third of this group seek treatment and, of those who
do, GPs see 75 per cent (Joint Consultative Committee in Psychiatry 1997). In areas of
geographic isolation or cultural sensitivity, GPs assume even greater responsibility for
the provision of mental health care (AHMC 1997). Although the majority of individuals
experiencing an episode of mental illness recover fully, a significant number require
continuing support, often for the rest of their lives. During the course of their illness
their needs can vary greatly.

Apart from access to specialised mental health services, people with severe mental
disorders require access to a complex array of other health and community services.
Unlike sufferers of most other chronic conditions, however, people with mental
disorders are often stigmatised, and this limits their ability to obtain general health and
medical services. As a result, their physical health status can be substantially worse than
that of the general population (Whiteford 1997).

For many years the separation of mental health services from general health services—
through the provision of treatment services for people with mental illness in separate,
stand-alone psychiatric facilities— meant that continuity of care for people with mental
illness was almost unknown. The National Mental Health Strategy was formulated with
a view to integrating the range of services required by people with chronic mental
disorders and resolving problems arising from Commonwealth–State boundaries that
make appropriate care more complex and difficult (AHMC 1992). Although the
Strategy has brought considerable benefits it provides a good example of how complex
dealing with chronic care is: despite commitment to the reforms by all involved
(consumers, carers, the Commonwealth, State and Territory governments, and health
professionals), substantial structural barriers remain to be overcome.

The National Mental Health Strategy acknowledged the pivotal role played by GPs in
caring for people with mental disorders and provided support for education and
assistance programs for all primary care workers— medical practitioners, nurses, allied
health professionals, and other support workers. A project of particular interest funded
under the Strategy was the Primary Care Psychiatry Project, wherein the Joint
Consultative Committee in Psychiatry reviewed GPs’ roles in mental health service
provision with the aim of making recommendations on education and training
requirements. The Committee reported to the Commonwealth in 1997.

Numerous divisional projects connected with mental health have also been funded under
the General Practice Strategy.

Australian Health Ministers endorsed the second National Mental Health Plan in
October 1997 (AHMC 1997). The Plan acknowledges that a key challenge in service
reform and delivery is the development of an appropriate, coordinated system of care
that meets individuals’ needs throughout their lives. To this end it stresses the need for
formal partnership arrangements at both the system and the service levels, including with
GPs.
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15.10 The coordinated care trials

The coordinated care trials are designed to determine which attributes of care are the
most conducive to improved health outcomes if a coordinated care approach is used. A
number of trials are under way and are exploring models of GPs’ planning and
coordination of care, better delivery of services focused on clients, the use of
information systems, and the substitution of hospital services with community-based
interventions. Boxes 15.4, 15.5 and 15.6 describe three such trials.

Box 15.4 The Illawarra area coordinated care trial

The Illawarra area coordinated care trial is sponsored by the Illawarra Division of
General Practice, Home Care Service of New South Wales, and the Illawarra Area
Health Service, which takes the role of lead agency. The target group is Illawarra
residents aged 65 years and over with either a risk of falling or a complex mix of
medical and social circumstances requiring multiple services from more than one
provider.

The trial will involve 1200 clients selected from hospital admissions, general
practices, community health, and Community Options and Home Care. It seeks to
improve health and support outcomes for the target group and to reduce duplication
in assessment and service provision. This will be achieved in two main ways:

• by developing a universal assessment tool to provide a single assessment of
need across a range of services, including community health and home care
services;

• by using an information system that gives service providers up-to-date
information about such things as care-coordination plans, discharge
summaries, medication prescribed, diagnostic results, services provided by
community care agencies and emergency departments, home care, health
outcome information in relation to various service paths, and service costs.

Box 15.5 The HealthPlus coordinated care trial

The HealthPlus coordinated care trial is sponsored by the South Australian Health
Commission with the support of Divisions of General Practice, universities, hospitals
and community health services that cover urban and rural areas of South Australia.
The target group is people who have complex health and social problems requiring
multiple services, including people with diabetes, respiratory illness, cardiac
conditions, mental illness and complex obstetric and newborn-care needs. About
8000 people are expected to participate.
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The trial aims to examine new types of client-focused management support systems
for people with continuing or chronic conditions. The systems incorporate individual
client care planning and scheduling, pooling of funds, and networking of providers.
The trial will evaluate these systems and their impact on individuals’ health outcomes
and review the costs of care for clients with chronic conditions using these new
support systems.

In effect, HealthPlus is an umbrella organisation supporting smaller regional groups
with distinctive target populations, fund holders, and having a particular geographic
focus. Each regional group is a collaboration between a Division of General Practice,
a teaching hospital or university, or both, and community organisations.

Box 15.6 The Brisbane North area coordinated care trial

The Brisbane North area coordinated care trial is sponsored by the Brisbane North
Division of General Practice and will provide services to people living in the Brisbane
North area. The Division owns a private company that will contract with the
Commonwealth and Queensland to hold funds and will have a further contract with
the Division to undertake the trial. The target group is 1500 people aged 65 years or
more who have complex health needs, as defined by using four or more services—
including medical, pharmaceutical, community health, and Home and Community
Care–type services— and who have been hospitalised in the last 12 months.

The aim is to provide clients with coordinated care to maximise their health and
well-being and reduce institutional care (both hospital and residential). There is a
strong focus on collaboration between GPs and community-based service providers.

The intention is that these trials, and others, will tell us whether people with chronic
conditions benefit from the formal coordination of their total health care needs.

15.11 What needs to happen now

The Australian population is ageing and living longer. This means there will be a steady
increase in the number of people with chronic conditions associated with ageing.
Improving access to quality of care for people with chronic conditions is difficult to
achieve within the current fee-for-service structure. Inclusion of separate items in the
Medicare Benefits Schedule for the care of these people, for example, may not be
workable unless such items include access to other health professionals within a general
practice.

The Divisions of General Practice Program should continue to fund activities associated
with the improvement and integration of care for people with chronic conditions. It is
hoped that the coordinated care trials will show whether such people actually benefit
from the formal coordination of services to meet their total health care needs.
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From the GP’s perspective, general practices need to be of sufficient size or effectively
linked together to give people with chronic conditions access to other health care
providers from within or in association with the practice.

Many submissions to the Review called for collaboration to bring about greater
integration of services, particularly with general practice. In the case of people with
chronic conditions this would improve links with the complex range of services they
require. There is also a need to develop models for Divisions to provide regionally
efficient organisations of services that support GPs in their care for people with chronic
conditions (for example, submission 7).

Box 15.7 A framework for implementing chronic illness care

Theory

• illness experience, professional responsiveness and social constructions of
illness in biopsychosocial domains
– appropriate conceptualisations of lived experience of illness
– appropriate theoretical models based on trans-disciplinary evidence
– appropriate synthesis, translation and language for action frameworks

Clinical framework

• biopsychosocial care incorporating supportive interpersonal relationships,
functions and supportive structures

– the practitioner
 acquiring biopsychosocial models of illness and appropriate action

frameworks
 appropriate educational strategies for undergraduate, vocational

training, postgraduate training and continuing medical education
 feedback about knowledge, attitudes and practice

– the consultation
 clinical expertise
 interpersonal dimensions
 patient narratives of illness, treatment and biography
 interpersonal relationships that are patient centred
 health and personal enablement
 support functions
 assess, provide, refer for supportive care
 structural dimensions
 consultation length
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– the practice
 supportive reception staff
 continuity/liaison/coordination that informs the GP knowledge of

patient status outside of consultations
 access

– the health care system
 system— structural and network dimensions
 biopsychosocial care planning, care coordination, case management
 integrated care delivery and supportive care structure
 funding mechanisms and their inter-relationship with other systems

such as social services

Source: Martin (n.d.).

To improve health outcomes for people with chronic conditions, GPs and the Divisions
need to develop strategic alliances with State and Territory health authorities, to
facilitate GPs’ access to non-medical services. Such alliances will come about only when
the health authorities are persuaded that money will be saved and levels of care will be
satisfactory.

Recommendation 47

That a range of supports be made available through Divisions of General Practice to
enable GPs to improve the provision of care for people with chronic illness.

Recommendation 48— key recommendation

That the Commonwealth, State and Territory health authorities be encouraged to
negotiate with general practice to identify ways to assist Divisions and GPs in the
management of people with chronic illness.

Recommendation 48

That Divisions of General Practice facilitate uptake of a range of initiatives that
enable GPs to improve provision of care for people with chronic illness.
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16 General practice and Indigenous Australians’ health

The role of GPs in Indigenous Australians’ health is not specifically dealt with under
the current General Practice Strategy.

The health of Indigenous Australians continues to be poorer and their life
expectancy shorter than is the case for other Australians.

A national approach to the structural problems limiting general practice’s capacity
to deliver high-quality primary medical care to Indigenous Australians is necessary.

Stakeholders consulted by the Review Group emphasised that the fee-for-service,
private practice, disease-centred model of general practice is inappropriate for the
provision of high-quality primary health care to Indigenous people.

The Review Group’s recommendations are designed to overcome the many barriers
GPs working in Indigenous health face and to provide a model of service provision
that is targeted to, and culturally appropriate for, Australia’s Indigenous people.

Very early in the review process the Review Group determined that increasing general
practice’s capacity to improve the health status of Indigenous Australians was a priority.
Although a number of divisional project grants and Rural Incentives Program grants
have been directed at various Indigenous health needs during the current General
Practice Strategy, a more strategic, national approach is required to resolve structural
problems that inhibit general practice in the delivery of high-quality primary health care
to Indigenous people.

The Review Group established a separate sub-group to examine ways in which general
practice can contribute more effectively to improving the health outcomes of Indigenous
Australians.

16.1 The health status of Indigenous Australians

Mortality and morbidity rates show that the health status of Indigenous Australians
continues to be much worse than that of other Australians. Available data show that life
expectancies for Indigenous Australians remain 15–20 years lower than for other
Australians.

Age-specific death rates are higher for Indigenous people than for other Australians at
virtually every age. From 1988 to 1994 the rate of death from all causes decreased by
about 10 per cent among Australians as a whole but remained steady among Indigenous
men and increased among Indigenous women. Death rates from diabetes between 1992
and 1994 were 12 times higher for Indigenous men and nearly 17 times higher for
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Indigenous women than for other Australians (Australian Institute of Health and Welfare
1996b).

Moreover, the health of Indigenous populations in Australia compares unfavourably
with the significant gains in health achieved by indigenous populations in countries such
as Canada, the United States and New Zealand in the past decade, as noted by the AMA
Expert Group on Indigenous Health:

The all causes mortality for the Aboriginal and Torres Strait Islander population is
twice as high as the Maori rate; 2.3 times the United States Indigenous rate; and 3.1
times the total Australian rate. The Maori death rate declined by 44% in the period
between 1974 and 1994 and the United States Indigenous rate by 30% in the same
period. By contrast there was no significant reduction in the death rate for the
Aboriginal and Torres Strait Islander population between 1985 and 1995. (cited in
submission 96)

16.2 Delivery of Indigenous health care services

Indigenous Australians have access to some specialised services and some mainstream
services, such as the following:

• the provision of primary health care through Commonwealth-funded Aboriginal
medical services;

• the provision of primary health care through State-funded clinics in some
jurisdictions;

• relatively less service provision through private fee-for-service general practice.

About $135 million is provided through the Office of Aboriginal and Torres Strait
Islander Health Services to Aboriginal and Torres Strait Islander community–controlled
health services, which are distributed across Australia in rural and remote communities
and in urban settings. The services experience difficulties recruiting and retaining GPs
that go beyond the problems of recruitment to rural and remote areas generally.

Not all Indigenous people have access to the community-controlled health services and
seek necessary care through mainstream general practice. It is therefore necessary that
mainstream GPs be adequately equipped to provide appropriate care to Indigenous
patients.

16.3 What is at issue

The Review Group consulted extensively with groups across Australia, including the
National Aboriginal Community Controlled Health Organisations and the Office of
Aboriginal and Torres Strait Islander Health Services. Continued consultation with such
groups will be essential if we are to improve general practice’s capacity to work
effectively in Indigenous health. Box 16.1 gives an indication of the groups that should
be involved in the consultation process.
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Box 16.1 Suggested groups for consultations on general practice services in
Indigenous health

The following groups could participate in consultations designed to find ways of
improving general practice’s capacity to work effectively in Indigenous health.

• general practice and Aboriginal and Torres Strait Islander organisations and
communities;

• the Office of Aboriginal and Torres Strait Islander Health Services;

• within general practice

– Divisions of General Practice,
– General Practice Rural Workforce Agencies (the Rural Incentives

Program),
– private GPs,
– the Indigenous Australian Medical Doctors Association and other GP and

medical professional bodies;

• many other parties

– other health professionals, particularly rural and remote nurses and
Aboriginal health workers and organisations representing these health
professions,

– Aboriginal medical services,
– State and Territory health departments— central and regional offices as

well as all provider units,
– local government,
– consumers,
– State-based NACCHO affiliates and any relevant community-controlled

organisations that are not part of the State-based NACCHO affiliates,
– recruitment managers sponsored by the Office of Aboriginal and Torres

Strait Islander Health Services,
– health partnership forums established in States and Territories in the

context of the Framework Agreements signed by local NACCHO
affiliates, State and Territory governments, the Aboriginal and Torres
Strait Islander Commission and local communities,

– rural health training units,
– the Royal Flying Doctor Service,
– self-help groups,
– non-government organisations.

A submission from the National Aboriginal Community Controlled Health Organisations
emphasised the inappropriateness of the prevailing private practice, disease-focused, fee-
for-service model of GP service delivery for the provision of primary health care to
Indigenous Australians:
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GPs in the Aboriginal community controlled health service (ACCHS) sector are
working within a very different context. ACCHSs are autonomous, independent
services which take an integrated primary health care approach, with GPs (often
salaried) working within multidisciplinary health care teams, delivering holistic and
culturally appropriate services as directed by the local community. The Strategy has
not explicitly recognised this model and has therefore not been highly effective in
addressing the needs of ACCHs. (submission 96)

NACCHO also highlighted a number of ‘demands and challenges’ for GPs working in
Indigenous health:

• the frustrations of working in an under-resourced environment where
appropriate treatments may be too costly and/or a large part of a doctor’s time
may be taken up chasing resources;

• the challenges of working in an unfamiliar social, cultural and professional
context;

• the demands associated with working in a context where many clients suffer
extreme social, economic and educational disadvantage. This disadvantage
impinges on health status generally and may affect adherence to, or the success
of, medical treatment;

• the stresses produced by the shortage of medical practitioners working in the
sector, which can mean that available doctors work unreasonably long hours, are
almost constantly on call, and have little or no access to locum relief.

The Office of Aboriginal and Torres Strait Islander Health Services noted the following
problems in relation to recruitment and retention of general practitioners in Indigenous
health services:

• the significantly lower earning potential of GPs working in Aboriginal health;

• less favourable conditions of employment;

• increased stress associated with living in a different cultural environment;

• the ‘tyranny’ of distance and isolation if the GP is practising in a remote location;

• the fact that the medical profession does not view Aboriginal practice as a
legitimate career path (submission 117).

Other features of the provision of general practice services to Indigenous populations
were identified in submissions and during the consultations. Some of them are unique to
Indigenous health; others are common to general practice as a whole and are discussed
throughout this report.

Among the unique features are the following.

• Relative to the burden of morbidity, Indigenous people access benefits through
Medicare and the Pharmaceutical Benefits Scheme much less than non-
Indigenous Australians.
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• Indigenous communities often have limited community health services and
resources at the local level.

• Health professionals have limited understanding of Indigenous cultures.

• Indigenous populations have limited involvement or empowerment in health care
delivery.

• There is a disproportionately low percentage of Indigenous people in medical
schools.

• There are problems with coordination and links in service provision between
governments-funded services and Indigenous communities.

Among the more generic features are the following.

• There is a focus on pathology and a medical model of care, rather than a multi-
disciplinary primary health care approach to Indigenous health care.

• The Medicare Benefits Schedule does not adequately reward the longer
consultations required to manage the complex health problems of these groups.

• GPs committed to public health and health promotion activities are not
adequately compensated, even if these activities constitute a major part of their
workload.

The lack of housing in many remote Indigenous communities was identified as a major
impediment to the recruitment and retention of GPs and other health workers in these
areas.

16.4 The National Aboriginal Health Strategy

Until 10 years ago there was neither an agreed national Indigenous health strategy nor
the infrastructure and mechanisms to address and monitor Indigenous Australians’ health
in a coordinated way. The National Aboriginal Health Strategy was developed to redress
these deficiencies.

In 1989 the National Aboriginal Health Strategy Working Party recommended there be a
partnership between the Commonwealth, the Northern Territory and State governments,
and relevant Indigenous organisations to achieve an integrated approach to health
service delivery to Indigenous people at local and regional levels.

It is important that any proposed model for GPs working in Indigenous health be
consistent with the principles underlying the National Aboriginal Health Strategy, which
are acceptance of Indigenous people’s holistic view of health, recognition of the
importance of local Indigenous community control and participation, and intersectoral
collaboration.

As part of improving Indigenous Australians’ health, GPs need to forge effective
partnerships with the communities they serve and to join with other health professionals
and consumers to become part of the primary health care workforce.
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This means that new, more sustainable models of service delivery need to be explored,
to provide support to GPs working in Indigenous health settings in the form of
networking structures through which GPs can build effective, equal partnerships with
Indigenous communities and other primary health care professionals and with other GPs
with common professional interests.

16.5 A model for Indigenous health services

On the basis of the Review Group’s consultations with the Office of Aboriginal and
Torres Strait Islander Health Services and the National Aboriginal Community
Controlled Health Organisations, a model for the provision of Indigenous health services
has been developed. Box 16.2 describes its principal elements.

Box 16.2 A model for Indigenous health services: principal elements

The following are the principal elements of a model for Indigenous health services:

• a multi-disciplinary approach— that is, a multi-disciplinary team environment
in which clinical care is integrated within a broader population health and
community development program;

• within the relevant cultural setting, acknowledging the differences in culture
between Indigenous communities;

• gender-sensitive health services;

• ‘health’ services in the broadest sense— that is, clinical practice, health
promotion and disease prevention, and regular screening;

• an emphasis on continuity of care, integration of treatment and prevention,
population health activities and community involvement;

• a more supportive health infrastructure— that is, better structured primary
health care services that are well linked to mainstream health care providers
and improved opportunities for training and skills development;

• provision of professional development and support services to health
professionals working in Indigenous primary health care.

Adoption of this model for general practice in Indigenous communities should lead to
system-wide change. But there are some complexities that need resolution.

There are fundamental tensions between the funding required to attract GPs to and keep
them involved in Indigenous health and the levels of poverty experienced by Indigenous
people. There are also problems associated with arrangements between various public
providers and Commonwealth–State bodies and the need for mechanisms to avoid cost
shifting.
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The provision of additional funds to Indigenous community–controlled organisations
may mean that the organisations’ choice is to provide support to organisations rather
than directly to medical practitioners. For a range of reasons Indigenous people choose
not to use Aboriginal medical services. In addition, there are separate considerations for
GPs working in private practice who service significant Indigenous populations.

The report on Aboriginal deaths in custody made comment on the ‘parcelling up’ of
money from government and spoke of the difficulties Indigenous services have in trying
to comply with the different administrative requirements of different programs.

Yet GP services are provided through both public and private services, and there is an
obvious need for greater interaction between the GPs operating separately in each
system. The challenge for the Review Group was to determine how a program of
activity could be framed in such a way as to allow sufficient flexibility while at the same
time being sufficiently targeted to achieve better results.

The Review Group developed the framework shown in Box 16.3 to guide development
work for future initiatives. It should be noted that some components are already under
way; for example, cashing out of Commonwealth programs is currently being
investigated by NACCHO, the Department of Finance and Administration and the
Department of Health and Family Services.

Box 16.3 Framework to guide future development of the role of GPs in
Indigenous health

The following framework is divided into three broad categories: financing and
remuneration; GP training; and practitioner support.

Financing and remuneration

• a delineation and enhancement of existing payments systems, outside fee for
service, that offer some opportunity to provide holistic health care;

• a new model for financing general practice service delivery to Indigenous
people, which could include a cashing out of Medicare combined with the
cashing out of a number of other Commonwealth support programs to make
up one health service grant to a specific regional organisation or a specific
health service;

• performance indicators for both mainstream and Indigenous-specific General
Practice Strategy programs and public reporting of outcomes;

• incentives to attract doctors to Indigenous health that differentiate between
communities, depending on priority of need;

• integrated support packages for communities— through pooling of funds for
GP incentives, housing, equipment, recruitment advertising, the initial
settling-in phase for the doctor, and so on— to assist remote communities
that have less capacity to absorb major outlays associated with the
recruitment of a doctor and maintenance of a health service.
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GP training

• increased participation in medical training by Indigenous Australians,
preferably with increased undergraduate teaching, in both pre-clinical and
clinical years, being conducted in Indigenous communities;

• postgraduate education and training for community or rural general practice
being done mainly in rural settings;

• encouragement of medical students to take their general practice
attachments, clinical electives and research electives with Aboriginal health
services, the Royal Flying Doctor Service, and in Indigenous communities;

• improved training of primary health care practitioners to continue through
work experience and continuing medical education;

• continuing medical education, in-service programs and the ongoing
dissemination of information to reduce professional isolation;

• the presentation of medicine as a viable and achievable option for
Indigenous students during early school years and the provision of
assistance, where necessary, in those subjects that are prerequisites for
tertiary study. Academic standards should not be the only criterion for
entrance: other qualities and attributes, such as potential, ability,
determination to succeed, lack of previous opportunities, work experience
and community involvement, should also be taken into account;

• development of strategies that create cohorts of doctors with an interest in
Indigenous primary health care and whose skills are progressively and
effectively refined;

• creation of collegiate and personal networks of Indigenous practitioners and
non-Indigenous practitioners with an interest in Indigenous primary health
care, to promote the social development of undergraduates and enhance
formal learning in Indigenous health.

Practitioner support

• arrangements for sharing after-hours services and reliability of locum
relief— these are essential for service sustainability;

• effective collaboration and cooperation between the GP and other health
service providers (a multi-disciplinary team approach) to deliver sustainable
services— this should be reflected in funding, networking and legal
structures;

• sustainable redevelopment of existing health services in Indigenous
communities, characterised by ownership by the community not just
collaboration with the community;

• revision of infrastructure in remote Indigenous communities to ensure the
medical facility becomes an integral part of the community and that the
community supports the facility.
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Using this framework, the models for funding of GP services to Indigenous communities
should be based on the following principles:

• encouragement of the provision of care by a multi-disciplinary team;

• support for local Indigenous-community control;

• minimisation of the number of separate accountability mechanisms;

• ensuring integration of Commonwealth, State and Territory and local
government effort;

• a focus on outcomes rather than inputs;

• flexible use of funds to achieve outcomes.

16.6 The need for a national approach

Although Indigenous Australians are more likely than non-Indigenous Australians to live
in rural and remote areas, it must be remembered that two out of three Indigenous
people live in urban areas. Further, although Indigenous people make up a large
proportion of the population of northern and central Australia, the majority of
Indigenous people live in the south-east of the country (1991 census figures, cited in
Australian Bureau of Statistics & AIHW 1997).

In view of the population distribution of Indigenous Australians, the General Practice
Strategy needs to address Indigenous health within a national framework, not one that
focuses solely on rural and remote concerns. It is important that funding be set aside for
a program specifically designed to improve Indigenous people’s access to appropriate,
high-quality GP services.

In addition, existing GP programs such as Divisions of General Practice might be used
to better effect. For example, targeted payments for special services or roles in
Indigenous health could be developed in consultation with relevant parties, in both the
design and the implementation phases.

Structural change at the national level should help GPs transfer freely between urban and
rural and remote Indigenous health services under flexible working arrangements.

Recommendation 50— key recommendation

That the role of general practice in Indigenous health be recognised formally as an
area to be addressed by the proposed General Practice Partnership Advisory
Council.
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Recommendation 51— key recommendation

That the General Practice Indigenous Health Support Program be established and
dedicated new funding be provided to support improved recruitment and retention
of GPs in Indigenous health practice— both public and private, in both community-
controlled and mainstream services, and in both urban and rural and remote areas—
and that indicators of the Program’s effectiveness be developed.

Recommendation 52— key recommendation

That, in the implementation of the General Practice Indigenous Health Support
Program, consideration be given to the establishment of a network to link and
support doctors working in Indigenous health.

Recommendation 53— key recommendation

That the design of all elements of the new general practice partnership arrangements
take into account the potential to improve the role of GPs in Indigenous health. In
particular, the revised blended payments mechanisms should, wherever relevant,
allow for recognition of both GPs and general practices working in Indigenous
health and develop performance indicators to assess their effectiveness in this
regard.

Recommendation 54

That steps be taken to improve the access of Indigenous people to the resources
available through Medicare and the Pharmaceutical Benefits Scheme.

Recommendation 55

That, in order to inform the ongoing development of the General Practice
Indigenous Health Support Program, research be conducted in 1998–99, in
association with the Office of Aboriginal and Torres Strait Islander Health Services,
into the most effective mechanisms for recruiting and retaining appropriately
qualified GPs in Indigenous health practice.

Recommendation 56

That there be specific professional support for Indigenous medical practitioners
across the spectrum of general practice, regardless of whether they are practising in
Indigenous health or not, although this should not extend to industrial issues.

Recommendation 57

That a consultancy be established, in association with the Office of Aboriginal and
Torres Strait Islander Health Services, to investigate the issues of creating distinct
and attractive career paths in Indigenous health and how movement between the
different paths, including mainstream general practice, could be facilitated.
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16.7 Education and training

In addition to the education and training matters already discussed— that a career in
medicine should be presented to Indigenous school students as a viable option; that
attributes other than academic achievement should be taken into account as criteria for
entrance to medical school; that medical students should be encouraged to take general
practice attachments and electives in Indigenous and rural and remote communities; and
that creative continuing medical education, in-service programs and other information-
dissemination methods should be explored— the Review Group noted the following:

• the need for and benefits of culturally appropriate, relevant academic content and
clinical experience in tertiary courses, as stressed by the national Aboriginal
Health Strategy Working Party;

• the need for all medical students and vocational trainees to participate in an
Indigenous health curriculum that is integrated into the broader curriculum— as
opposed to a one-off, discrete component of the curriculum that may have a low
profile and be poorly regarded;

• the importance of emphasising cultural awareness training in medical education;

• the need for organisations responsible for providing continuing medical
education and quality assurance programs to provide appropriate, accessible
courses in Indigenous health.
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17 Rural and remote settings

There is a shortage of GPs in rural and remote Australia. Estimates of the size of
the deficit vary. Recent research suggests that the figure could be about 750 to
1000 but there is a pressing need for better data for planning purposes.

The rural undergraduate support grants have been very effective in creating positive
experiences of rural practice for undergraduates, and the continuing medical
education and locum grants have provided much-needed relief and support for rural
doctors. But, more needs to be done.

Although there have been too few relocation and training grants in relation to the
turnover rates in rural practice there is evidence that they may have contributed to
doctors staying a little longer in rural areas than they might otherwise have.

It has become apparent that it is necessary to better target incentives for rural
practice to take into account factors unique to medical practice rather than broader
primary industry factors.

It is also necessary to accommodate local factors much better in providing
assistance to support recruitment and retention.

Further, given the changes in lifestyle preferences and the age structure of the
current rural workforce, it is important to explore how practices might be better
organised and structured to attract and flexibly accommodate the needs of the new
cohort of graduates. It is also important to fully unite and support the skills of
doctors prepared to contribute to rural practice.

The next stage of the General Practice Strategy must focus on the retention of rural
GPs. The benefits of this approach are self-evident when the lengths of stay are so
short— even extending the average stay by 50 per cent would make a tremendous
difference to the rural medical workforce.

17.1 Rural and remote populations and general practice

About 30 per cent of Australia’s population lives outside the capital cities and
metropolitan centres; only about 23 per cent of GPs work in rural and remote areas
(submission 11). Rural Australians’ level of access to medical services therefore remains
much lower than that enjoyed by metropolitan Australians. The rate of avoidable deaths
is 40 per cent higher in rural and remote areas than in urban centres (Strasser 1997a).

The number and location of non-specialist medical practitioners can be expressed in
terms of the ratio of the number of doctors to the number of people living in a particular
location. This illustrates that access to a doctor is more limited in rural and remote areas
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of Australia than it is in capital cities and major urban centres: there was one recognised
GP or other medical practitioner for every 1043 people in capital cities in 1994–95 and
one for every 1120 people in other urban areas, but there was only one for every 1466
people in rural areas (Department of Health and Family Services 1996a). It is important
to note that in addition to doctors billing Medicare, a small number of non-specialists
(191, or 0.8 per cent of all non-specialist medical practitioners) provide general practice
services through a salaried rather than fee-for-service arrangement. For the most part
these doctors are located in remote communities (Department of Health and Family
Services 1996a).

The basic equity problem can be illustrated by the fact that in smaller rural and remote
communities the population receives benefits or rebates worth $92.00 per head per year
from Medicare compared with $145.00 in metropolitan areas. This reflects the fact that
rural Australians are not using private medical services as much as their metropolitan
counterparts (submissions 11, 108). It does not necessarily mean, however, that the
metropolitan figure reflects optimal rates of use.

The rural population is not homogeneous— many people live in large rural centres;
others live in remote communities or on properties. Few other countries feature the
degree of dispersion that is characteristic of Australia’s rural population. Australia’s
climate and topography make access to and travel from some of the more remote areas
difficult at most times and impossible at others. The standard and quality of
communications is variable and cultural differences between rural and urban
communities affect the use of medical services.

There are also significant differences in the infrastructure available in rural communities
in different States and Territories as a result of differing policies on hospital distribution
and use and the provision of allied health and salaried medical services. This creates
substantial variation in the nature of the community settings in which GPs operate and in
the nature and extent of skills required.

Recruitment of GPs to rural and remote areas was, and remains, a problem. The Review
Group noted achievements in this area of the General Practice Strategy since 1992—
through the Rural Incentives Program, for example— but it considers that, although the
problems remain the same, a number of other aspects, such as retention, now merit
higher priority.

17.2 The community

The community has a vital role to play in supporting rural and remote GPs. And rural
and remote GPs have a special relationship with the communities they serve.

As a starting point, rural and remote GPs, unlike many urban practitioners, are usually
able to identify a specific group of people that they serve. They are often considered a
resource to the community (especially in remote communities) and are called on to play
a variety of other support roles; for example, advocating on behalf of communities.

On the other hand, this close and interdependent relationship can place considerable
strain on rural and remote practitioners, particularly if the dividing line between
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professional and personal lives is not clearly set. In addition, some rural and remote GPs
are expected to be available professionally on an almost constant basis. This obviously
puts pressure on them. An added strain can arise from the impact of this close
relationship on other family members.

In relation to support, rural communities can and do support their GPs in a number of
ways, including financially. Some communities faced with a potential crisis of departing
GPs have contributed substantially, through local shires, by providing the necessary
infrastructure such as a surgery, a dwelling and a car. Other, less tangible forms of
support are also required— welcoming new GPs into the community, communities
appreciating the need for GPs to take time away (even if this means leaving the
community without a doctor for short periods), limiting after-hours demands, and so on.

The provision of infrastructure support is becoming more important: a trend appears to
be becoming established whereby GPs are prepared to practise in rural and remote
settings but do not necessarily want to be encumbered by taking on the capital costs of
the practice. There is anecdotal evidence that some GPs are unable to sell their practices
and recoup their capital and other costs when they leave rural areas.

17.3 Special features of rural and remote general practice

Rural and remote general practice has a number of special features. Some, such as the
following, are negative.

• Relative to population distribution there are fewer rural GPs. They have a
heavier workload, provide a wider range of services, are on call much more
often, and when they are on call they are much more likely to be called out (Britt
et al. 1993).

• Like their metropolitan counterparts, rural GPs feel isolated. But rural GPs’
isolation is not about a sense of alienation from the health care system— they
tend to have noticeably fewer problems with integrating services at the local
level. Their sense of isolation is geographical, and it is shared by the communities
they serve.

• There are few specialists in rural and remote areas, and many GPs in these areas
need enhanced skills— for dealing with accidents and emergencies and clinical
procedures such as major surgery, anaesthesia and operative obstetrics.

• GPs in rural and remote areas have a special relationship with their community.
This entails a greater expectation of confidentiality and probity on one hand; on
the other hand it entails limited privacy for these GPs and their families
compared with what is expected in metropolitan areas.

• Social, personal, family and lifestyle factors are important considerations in
attracting and retaining GPs in rural and remote areas.
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• Particular problems confront female GPs in rural areas; examples are

– role conflict— pressure to work longer hours to meet practice needs,
family responsibilities, employment opportunities for spouses, and so on,

– concerns about personal safety,

– lack of social support, especially child care.

• In small communities and with a small circle of health care personnel there can
often be tensions that mitigate against an optimal experience for GPs. This
contributes to feelings of isolation.

But rural and remote general practice also has its positive side.

• Many view rural practice as the most rewarding area to work in— doctors report
high levels of satisfaction at being able to operate as ‘true GPs’.

• Once GPs moving into rural practice feel confident about their ability to operate
in a relatively unsupported and professionally demanding setting, they report
strong gains in terms of personal development.

• Many GPs enjoy working closely with other professionals as a team and gain
valuable and satisfying insights into their local communities.

• Many GPs report a feeling of pride about their status in the community, as a
leader and as someone who can be trusted in times of trouble.

17.4 Temporary resident doctors and overseas-trained doctors

The use of temporary resident doctors and overseas-trained doctors to help solve the
rural workforce problem has been debated for some time. Some argue that without such
doctors the problems associated with the lack of rural practitioners will be exacerbated.
Others argue that so long as these professionals are relied on the underlying problems
will not be resolved and no adequate long-term solution will be found.

Relying on overseas-trained doctors and temporary resident doctors may actually detract
from building an adequate practice base in rural areas because such GPs are only
temporarily registered for rural practice or hold temporary visas, usually two years at a
time. New organisational arrangements for better cooperation are more likely to succeed
if there is greater stability of personnel.

In addition, Australia already produces enough medical graduates to meet the country’s
overall requirements. The use of medical practitioners from overseas has not resolved
the distribution problems. Additional medical capacity should generally not be
supported.

The Review Group supports the Government’s direction in restricting, except in certain
circumstances, access to Medicare for medical practitioners who have graduated
overseas.
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The Government is seeking to reduce its reliance on temporary resident doctors over
time. Since 1996 these doctors have been able to provide services eligible for Medicare
benefits only if they obtain a specific exemption from relevant sections of the Health
Insurance Act. As a rule, exemptions are provided only for doctors working in
designated areas of need, which are predominantly rural areas.

17.5 Workforce trends

The Australian medical workforce benchmarks report, prepared for the Australian
Medical Workforce Advisory Committee by the Australian Institute of Health and
Welfare (1996a), aimed to develop and determine benchmarks for the supply of the
medical workforce in Australia.

In relation to the GP workforce, the report found that there is an oversupply of GPs in
urban areas (approximately 4400) and a significant undersupply in rural and remote
areas (approximately 500).

A research consultancy undertaken under the auspices of the Rural Incentives Program
Implementation Committee established benchmarks for determining the actual extent of
the shortage of rural and remote GPs. Although the methodology is yet to be
independently validated, the preliminary findings appear to support anecdotal evidence
presented by the Rural Doctors Association of Australia. The findings suggest that the
shortage of GPs is in the range of 750 to 1000 (RIPIC Research Sub-committee 1998).
If confirmed, the data would substantiate the need for greater support for rural and
remote general practice than is currently offered by the General Practice Strategy.

The Implementation Committee’s submission to the Review claims that, according to
Medicare data, the number of GPs working in rural and remote areas is increasing.
Figure 17.1 shows that the rate of growth is higher in urban areas and that there is a
large variation between the rural, remote and metropolitan area categories. These
differences raise questions about what is happening at the local level— and where and
how support should be targeted.

17.5.1 Measurement of need

To date the Commonwealth has been reliant on the rural and remote areas classification,
and subsequently the rural, remote and metropolitan areas classification, to direct
support through the GP Rural Incentives Program.

The RRMA classification has been criticised as a theoretical, mathematically based
model that, while having a degree of intuitive application for the average rural person,
does not readily describe a community in its entirety and assumes a degree of
homogeneity of communities in each category, which does not accord with reality.
‘Remoteness’ is defined in terms of population density and geographical isolation from
other centres. One of the main problems with the classification system— possibly the
most significant— is that it does not take account of medical need.
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FTE Non-Specialists per 100,000 Capita by RRMA
1985/86 - 1996/97
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Figure 17.1 Full-time-equivalent non-specialists per 100 000 population, by
RRMA category, 1985–86 to 1996–97

Source: Unpublished Medicare data.

A more sophisticated classification system, taking into account a much broader range of
factors, is urgently required to ensure that incentives such as retention payments and
other forms of support are targeted appropriately and will achieve the best results.

The simple GP:population ratio does not take account of the facts that GPs practise in
different ways and provide different services, that the morbidity patterns of communities
are not homogeneous, and that the availability of other health services varies from place
to place. If funding is going to continue to be made available for GPs to take up practice
where there is a ‘need’ for a GP, a more sophisticated approach will become
increasingly important.

The Rural Incentives Program Implementation Committee’s rural workforce research
consultancy reports that an index has been developed based on a range of criteria that
define different perspectives of medical need and on variables that might affect the
ability of a community to recruit and retain a doctor. The Review Group has not been
able to consider this development, but it considers that further work to finalise a
measure of need must be pursed as a matter of urgency.
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Recommendation 58

That the rurality index be further developed and validated to better define rurality
and remoteness, to better target incentives.

17.5.2 Female practitioners

One of the features of the changing medical workforce is the increased proportion of
female graduates (AMWAC 1996a). Figure 17.2 shows the proportion of female
graduates who are working across the rural and remote area categories, by age cohort.
The smaller proportion of females is to be expected on the basis of the age cohorts
represented. In fact, a growing number of female graduates would like to make a
contribution to rural practice.

In some cases, however, their experiences have not been good. There are two particular
problems. The first is that sometimes the organisational arrangements are not sufficiently
flexible to accommodate their lifestyle needs— and the preferences of many new
graduates. Second, they experience additional difficulties to do with social attitudes.
These problems are well documented in the Australian College of Rural and Remote
Medicine prospectus (ACRRM 1997).

Women as a proportion of the GP workforce, by age and rurality (1997 data)
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Seed funding should be provided for the establishment of a female rural GPs network, to
reduce the social and professional isolation experienced by female GPs in rural and
remote locations. Such a network could also provide the basis for mentoring of new
female rural GPs as well as for teachers of female medical students and registrars. Also
important are programs to induce attitudinal change on the part of the medical
profession and the wider community with the aim of increasing job satisfaction for
female rural GPs. Flexible child care arrangements that cater for after-hours and on-call
commitments are necessary, and financial incentives may be required. Another issue, for
female practitioners particularly, is security. Local community and surgery policies on
security and the education of GPs about ways to deal with, and defuse, threatening and
dangerous situations are necessary.

Recommendation 59

That new strategies to support women rural GPs be developed at individual,
practice, local, State and Northern Territory and national levels, in health services
and community environments to improve recruitment and retention of female GPs in
rural areas.

17.5.3 Workforce data

Although there have been significant improvements in the workforce analysis undertaken
by the Australian Institute of Health and Welfare through the AMWAC process, the
information at that level is based on national data collected for funding purposes. It
appears that the data are not always consistent with local experience. The Review Group
considers it important that locally derived data be collected. Chapter 28 outlines the
proposed collection, collation and distribution processes for GP workforce data. This
will assist with the identification of areas of need.

The report of the rural workforce consultancy for the Rural Incentives Program
Implementation Committee supports the need for a minimum data set that documents
and monitors the geographic distribution of the GP workforce. This needs to be
standardised and based on agreed definitions. The development of such a minimum data
set would need to involve the Australian Institute of Health and Welfare and the
Australian Medical Workforce Advisory Committee.

17.6 Rationale for a vision of what we mean by a rural general
practitioner

At its inception the Rural Incentives Program’s, focus was the overall need for rural
doctors. The tendency was to believe that all rural practitioners needed the full range of
procedural skills— the image was that of the ‘10-gallon hat’ model of general practice.
This image has been found counterproductive in attracting new doctors, and some
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clarification of what is needed in rural practice has become important in the light of the
changes in the medical workforce and the need to reflect the diversity of settings.

In response to the experience of individual doctors placed in rural towns, the State-
based assessment panels of the Rural Incentives Program have taken into account a
range of features unique to each setting. For example, it is no use placing doctors with
high-level procedural skills in a location that offers no access to anaesthetists. And it is
equally wasteful placing doctors with anaesthetic skills in a location where the volume of
services they provide is too low to maintain their skills.

Not all settings require the same range of skills.

The Rural Doctors Association of Western Australia submitted to the Review that the
rural GPs’ role is greater in both horizontal and vertical depth than that of their urban
counterparts (submission 11). Supporting this view, Strasser (1992) noted that rural
GPs require knowledge of the range of illnesses found in rural communities, a broader
knowledge and skills base than metropolitan GPs and a strong sense of self-reliance.

The need for increased ‘horizontal integration’ for the rural GP results from the greater
requirement for some rural GPs to meet after-hours commitments; to offer a broad
range of services (for example, counselling, psychiatric services, palliative care and aged
care); to coordinate care; to deliver education programs for their community (for
example, for asthma and cardiovascular disease); and to interact with community-based
nurses, local hospitals and State and Territory health department services.

The need for increased ‘vertical integration’ for the rural GP results from the greater
requirement for some rural GPs to manage the full continuum of care and to provide the
range of procedural services needed, whether they be investigative, emergency,
obstetric, anaesthetic or surgical. In this context, rural GPs become resource managers,
coordinators and providers of a wide range of services, as well as being ‘gatekeepers’.

Through this greater horizontal and vertical integration, rural GPs have a greater role in
hospitals, similar to the role urban GPs once had.

With a broader range of interests and skills, coupled with the encouragement of GPs to
become rural practitioners for part of their career, there is more likelihood of a
continuous flow of GPs between metropolitan and rural areas. GPs in urban practices
would equally benefit from such an approach: their practice would be closer to the rural
model of general practice and thus characterised by greater integration.

Tangible recognition of rural and remote practice is important to strengthen the bonds
between rural GPs, enabling further cooperation and support and serving to make rural
general practice an attractive option for even more GPs. There must also be recognition
of the specific gender-associated needs within rural practice, in particular job
satisfaction, considering that female practitioners often perceive that their work is
regarded as inferior by their male colleagues.

Both rural and remote GPs should be able to readily obtain the necessary skills in order
to provide the services required by the community in which they practise. This also
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recognises that all rural and remote settings need a competent generalist who has the
required skill level or access to support, education and training.

In summary, the rural and remote general practitioner must first and foremost be a
‘generalist’ who may require additional education and training opportunities and
facilities to develop sufficient skill to provide the services needed in the community in
which he or she practises. This should be the future standard for all GPs.

Specific acknowledgment and financial rewards are vital to support the extended and
challenging role of rural and remote GPs.

Figure 17.3 shows the spectrum of rural and remote general practice involving
generalist, procedural and public health activities. For each practitioner the mix of
activities will vary, depending on factors associated with the local population, access to
hospital facilities, and the presence of other skilled proceduralists, including specialists.

Recommendation 60

That, in the context of rural workforce planning, national GP organisations
acknowledge that the rural and remote general practitioner must be first and
foremost a ‘generalist’ who may require additional education and training
opportunities and facilities to upskill to provide the services to the community in
which he or she practices.

Recommendation 61

That strategies be introduced or further developed to enable GPs to gain the
necessary additional skills required for the community in which they practice.

17.7 What has been done to improve the distribution of the GP
workforce

The maldistribution of the medical workforce, particularly between urban, rural and
remote areas, was identified as a major area requiring action when the General Practice
Strategy was conceived. Research over a number of years, in Australia and
internationally, has identified four categories of disincentives that apply to GPs working
or considering working in rural and remote areas. The categories are professional,
economic, educational and social. Within these categories, the disincentives include the
following:

• a lack of exposure to and awareness of rural practice;

• geographical isolation;

• professional isolation;
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Figure 17.3 The spectrum of rural and remote general practice

• difficulties in obtaining, and the costs of, locum relief;

• the need for procedural skills;

• fear of not being able to reintegrate into an urban setting;

• the costs of establishing and maintaining a practice;

• inability to recoup the capital costs of both surgery and dwelling, especially in
the context of declining rural communities;

• remuneration;

• lack of appropriate role models in medical schools and teaching hospitals;

• lack of opportunities for spouses to pursue careers;

• lack of choice for children’s education.

The General Practice Strategy initiatives supporting rural and remote general practice
were designed to reduce these disincentives through the provision of various financial
grants. Other support is also provided; for example, through various kinds of family
support.

The Rural Incentives Program is designed to increase recruitment of GPs to and their
retention in rural and remote communities in Australia. The Program has five central
elements directed at particular aspects of the range of disincentives:

• relocation grants, which are one-off grants of $20 000 to help GPs relocate from
well-serviced areas to underserviced areas;
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• training grants, which are individually based grants of up to $78 000 for GPs to
upgrade their skills in areas necessary for rural practice;

• remote area grants of up to $50 000 a year for GPs practising in selected isolated
and difficult areas where the economic base of the practice may be marginal and
there are increased professional difficulties;

• continuing medical education and locum grants, which encourage rural GPs to
maintain and increase their skills in areas relevant to rural practice and help them
take recreational leave;

• rural undergraduate support grants, which are generally provided to medical
schools to improve the rural component of the undergraduate medical curriculum
and enable medical students to gain experience of rural and remote practice.

These five elements can be described as constituting short-, medium- and long-term
strategies to address the workforce maldistribution:

• short-term strategies— relocation grants, training grants, family support grants,
associated advertising campaigns, training access via satellite telecommunication;

• medium-term strategies— continuing medical education and locum grants,
remote area grants, Better Practice Program loadings, rural Divisions loadings
and Rural Divisions Coordinating Units;

• long-term strategies— rural undergraduate support grants.

According to the Rural Incentives Program Implementation Committee,

Since the GPRIP was fully implemented in 1994/95 there has been an overall net gain
in the number of GPs working in small rural, other rural, remote centre and other
remote (RRMA) classifications of 121 in 1994/95 and an overall net gain of 148 in
1995/96 in the same classifications; 512 GPs have been supported through relocation
grants; 346 GPs have been provided with training grants; 38 communities and 48 GPs
were receiving a remote area grant of which approximately one third of communities
had not previously had a resident GP; there over 5,900 GPs attendances at CME
events organised by GP divisions and Rural Divisions Co-ordinating Units (RDCUs)
and locum support provided in 940 instances; and all medical schools are
implementing innovative strategies for increased recruitment of medical students to
rural practice. (submission 1)

Nothing presented to the Review Group suggests that the range of disincentives has
changed substantially. The Review Group considers that there are many positive
initiatives within the General Practice Strategy for rural and remote general practice and
that these should be developed further and enhanced.

17.8 Short-term strategies

Reviewing the various short-term strategies, such as the relocation and training grants,
has shown that the Rural Incentives Program could be strengthened in several areas:
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• at the State level, better matching of the diverse arrangements in operation;
• greater efficiencies in organisational arrangements at the State level;
• increased flexibility in the Program;
• at the local level, greater use of Divisions to support and assist recruitment and

retention programs.

17.8.1 State and Territory coordination

Because of the central role rural GPs have in providing services in hospitals, integration
between State and Territory health authorities and rural general practice is vital. This
was recognised in the Rural Incentives Program and as a result the State-based
assessment and support panels established to consider grant applications are chaired by
representatives of State health authorities. Although the success of this has varied from
State to State, it is important that strong links are maintained, both through the
established structures and through other channels.

The proposed Rural Workforce Agencies provide a mechanism that can also be used by
State health authorities to support rural and remote general practice where other State-
based mechanisms do not exist. Where other State based mechanisms do exist, the
Agencies should provide a complementary, supportive role, avoiding duplication but
integrated so as to maximise efficiency and outcomes. New South Wales, through the
Rural Doctors Resource Network, and Western Australia, through the Western
Australian College of Rural and Remote Medicine, have structures with which to work
to support rural and remote general practice, but these do not exist in other States.

There should be a process to explore— between the Commonwealth and the States and
Territories, and at a local level involving shire councils— ways of rationalising existing
funds to improve their effectiveness.

For this reason the Review Group supports the moves to create Workforce Agencies at
the local level and the proposal to devolve administration of the Program to the State
level, provided there are sufficient national coordination mechanisms to ensure national
consistency where appropriate.

17.8.2 Changes to the General Practice Rural Incentives Program

In March 1996 the Implementation Committee embarked on a process, which is
currently being implemented, that will see the devolution of the Program’s
implementation to newly developing State-based Rural Workforce Agencies. This move
is also seeing the redevelopment of the Program to an outcomes-based approach to
funding. The Implementation Committee received widespread support for this approach.
No opposition was expressed to the Review Group in relation to Committee’s new
direction.

The Review Group supports the new direction on the assumption that it is intended to
remedy the Program’s main shortcomings, which are related to targeting, flexibility, the
capacity for integration, and an outcomes-focused approach.
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Recommendation 62

That broad national guidelines and an evaluation framework be developed before
devolution of the Rural Incentives Program occurs. The national guidelines should
support a flexible application of the Program at a local level in order to be more
customer focused.

The guidelines should set the amounts of funding that can be used on one area, occasion
or relocation episode, with perhaps separate guidelines for funding within separate areas
or strategies. In addition, clear guidelines are needed for the length of service to a
community required for various levels of support. This will help to create a common
approach throughout Australia and prevent unfair application of the guidelines.

The Program should be implemented at the State and Northern Territory level through
Rural Workforce Agencies or their equivalents. Chapter 28 outlines the roles and
functions of Rural Workforce Agencies.

In developing an implementation strategy, Rural Workforce Agencies must develop
local systems, at local levels, to meet local needs, recognising the heterogeneity of rural
and remote practice. They must also ensure national consistency in relation to
application.

Strategies should complement those already in place in each State and the Northern
Territory and could include the following:

• professional support— education, continuing medical education, locums, and
practice management;

• orientation support— welcoming new entrants, encouraging community support,
and providing local information;

• infrastructure support— including negotiations on housing and equipment;

• peer support and mentoring;

• crisis support;

• family support.

Recommendation 63

Given the current shortage of rural and remote GPs, that an overall increase in
funding to support rural and remote general practice be provided for initiatives
developed under the Rural Incentives Program.
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Recommendation 64

That the current Rural Medical Family Network continue and be supported
financially and administratively by the Rural Workforce Agencies.

17.8.3 Divisions of General Practice

Divisions of General Practice should have a key role in medical workforce reforms; for
example, they could conduct needs assessments to determine additional GP rural
workforce needs in terms of numbers and the skill mix required.

The Rural Incentives Program Implementation Committee research sub-committee’s
report to the Review Group following the workforce role of Divisions consultancy also
proposes that new roles be developed, including facilitation of GP mentoring and
networking among GPs, to ensure GP cross-referral and restrict unnecessary patient
leakage to medical services in other geographic areas.

Divisions may assist the Rural Workforce Agencies in identifying ‘hot spots’ of potential
crisis. Undergraduate and postgraduate support activities may be supported by Divisions
(RIPIC Research Sub-committee 1998).

It is important that the Divisions’ heterogeneity is recognised in any moves to develop
this role for them. In some areas, given the workforce shortages, some communities
could be disadvantaged if Divisions were the only approach. Some divisions are better
placed to take on new activities; others may not be in a position to do so at this time.
Due consideration of the efficient use of funds and economies of scale is required. Yet
the more local the solution, the more responsive it may be, so where possible Rural
Workforce Agencies should engage Divisions in providing services at a local level while
the Rural Workforce Agencies provide support and guidance. The central overseeing
function of Rural Workforce Agencies is needed to ensure equity across all Divisions
and areas where Divisions are not able to apply local solutions.

In addition, given the GP shortages in some areas, it may never be feasible for GPs in
those Divisions to take on additional tasks if they are already overloaded.

For these reasons, it is important that other mechanisms exist— for example, through
Rural Workforce Agencies— to provide the necessary support arrangements where
Divisions are unable to.

17.9 Medium-term strategies

There is no doubt that the availability of extra supports through the rural Divisions and
their Rural Divisions Coordinating Units and the payment of loadings through the Better
Practice Program have made a difference, but the outstandingly successful area has been
the additional funds for continuing medical education and locums.
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On the basis of the experience of the last five years other areas for medium-term support
could be strengthened.

• Targeting and boundary-related problems have emerged in the determination of
financial support through the remote area grants and the Better Practice
Program. The Review Group concludes that a more robust measure of need
should be developed.

• The lengths of stay for rural doctors are very short and specific retention
strategies are needed if the General Practice Rural Incentives Program as a
whole is to be effective.

• There needs to be acknowledgment that it is the exception rather than the rule
that doctors are prepared to work in rural areas for their entire careers.
Structures need to be able to take advantage of all the capacity offered, both
long and short term, and be organised to do so. The Review Group considers
that these organisational arrangements are a major factor in the sustainability of
the rural workforce in the longer term.

• There has been insufficient engagement of the community in understanding and
working to build sustainable models.

17.9.1 Information management and information technology

The expanding range of health informatics and telehealth systems is opening up new
possibilities for providing health care access to rural and remote communities. Huge
gains can be made in these communities— those most isolated by geography can benefit
most from enhanced communications and information management (isolated urban GPs
also have communication needs).

A number of matters need to be dealt with at the national level. Chapter 22 deals in
detail with GPs’ uptake of computer technology. In relation to some specific
technologies, it must be remembered that in some rural and remote areas the necessary
infrastructure does not currently exist to enable early uptake.

17.9.2 Locums

Various studies have confirmed that one of the biggest problems for rural and remote
general practitioners is access to locums. Their need for locums is more acute because of
their additional on-call and after-hours responsibilities. The General Practice Strategy
acknowledged this, making provision for continuing medical education and locum grants
through the Rural Incentives Program and for divisional locums through the Divisions
and Project Grants Program.

As an example, the ‘city doctors go bush’ program instigated by the Queensland Rural
Divisions Coordinating Unit has been very successful in meeting the need for locums
while at the same time providing opportunities for urban doctors to obtain high-level
skills training and use.
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It has become evident in recent years that locum work should be developed as a
legitimate career option that may suit some medical practitioners at some point in their
careers. To effect this, professional development opportunities should be available, as
should support structures.

In addition, standards for both locums and practices should be developed to ensure that
expectations on both sides are clearly articulated, and understood: evidence has emerged
that, despite the many successes, locums can be treated very poorly by the receiving
doctor, who in turn may receive very poor assistance.

Recommendation 65

That the current Rural Incentives Program and continuing medical education and
locum support programs continue and that standards for both locums and practices
be developed to ensure that expectations on both sides are clearly articulated and
understood.

17.9.3 The Better Practice Program

Under the Better Practice Program, rural and remote GPs benefit from generally higher
Program payments. This is a result of the rural loading and possibly a more beneficial
situation in relation to the continuity index since, because choice is limited in rural areas,
patients are more likely to see the same doctor.

Although rural doctors have been critical of some aspects of the Program, overall it has
had strong support from rural doctors.

The Review Group’s recommendations in relation to a replacement for the Better
Practice Program would see the introduction of a new practice payment mechanism
consisting of a number of discrete elements, one of which would recognise rural and
remote practice. This element would see the continued recognition of rural and remote
practice through the blended payment system. Rural and remote GPs would also have
equal access to the other elements of the proposed replacement for the Better Practice
Program.

17.9.4 Other financial incentives

For a number of reasons the question of remuneration for rural and remote GPs is
complex. In addition to Medicare fee-for service income, many rural GPs also receive
payments for work done in hospitals. These payments vary from State to State and from
GP to GP. Other funding arrangements also exist, although these tend to be ad hoc; for
example, full-salaried service through State governments, Aboriginal medical services or
private enterprise, part-salaried arrangements (with mining companies, for example),
remote area grants (which can be considered a form of salary supplement) in up to 60
communities, and other contract and block grant arrangements.
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On average, full-time-equivalent GPs practising in rural and remote areas receive a
6.4 per cent higher Medicare gross income than those practising in capital cities and
other metropolitan areas. This may in part be a result of the longer working hours of
rural GPs and the amount of on-call and after-hours service they provide. Rural doctors
argue, however, that they have substantially higher costs, including higher
communications costs (STD rates) and travel costs (for example, to participate in
continuing medical education). Additionally, many have boarding school costs for their
children and their spouses are less likely to be able to find suitable employment. Further,
for some remote practitioners the overall cost of living is higher.

Rural doctors argued in various submissions to the Review that the remuneration system
should acknowledge the complexity of the service being provided (including procedures)
and the extended after-hours commitment and that other forms of incentive should take
account of

• the difficulties of providing services in rural and remote areas;

• the length of time the practitioner has been in a rural area;

• the need for rural GPs to receive proper and adequate rewards for teaching
postgraduates and undergraduates (for example, submissions 11, 108).

Although the General Practice Strategy initiatives have attempted to remove the main
disincentives to rural and remote practice, retention has been targeted mainly through
continuing medical education and locum support for rural GPs and the remote area grant
component. The experience of the last five years suggests that in redesigning the
Strategy, more specific attention needs to be paid to retention. Figure 17.4 shows
retention rates for 1985–86 to 1996–97 by rural, remote and metropolitan area
classification.

Many of the submissions to the Review argued for a more specific focus on retention;
several called for retention grants. The Rural Incentives Program Implementation
Committee submission acknowledged that retention payments are only one form of
retention support and that other possible strategies such as locum support, delivery of
appropriate continuing medical education, family support and quality housing are also
important (submission 135). The Committee’s submission to the Review also argued,
‘Retention payments will prove to be an effective mechanism that complements existing
initiatives’.

A small increase in the average length of stay in rural and remote practice would benefit
both patients and other rural and remote practitioners. The skills, expertise, and
knowledge and appreciation of issues affecting rural and remote communities are lost
every time a doctor leaves rural or remote practice. Retention payments could be a cost-
effective complement to expanding the drive to recruit new practitioners to rural and
remote areas, especially since there is a shortage of doctors willing to consider rural or
remote practice.
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Figure 17.4 Retention rates, 1985–86 to 1996–97, by rural, remote and
metropolitan area classification

Source: Unpublished Medicare data.

The financial cost of recruiting new practitioners— which falls on the Government,
communities, providers and individuals— should not be underestimated. For example,
communities spend large sums of money advertising in the national press, there are costs
of relocating (although many GPs have received support through relocation grants), and
there are costs borne in relation to the continuity of care received by patients.

There is some evidence that retention payments will encourage GPs to remain in rural
and remote practice for longer than they now stay. For example, Woodcock and Kamien
(1997) found that for GPs who had left rural practice, provision of financial incentives
was the most commonly suggested retention strategy. In addition, Hays et al. (1997)
found that retention payments were seen as a mechanism for recognising the
contribution of rural GPs. The provision of long-service leave after every five years of
service was also suggested as a way of improving retention.

Recommendation 66— key recommendation

That retention grants be introduced which are directly related to length of stay and
service in a rural or remote community and take account of rurality and remoteness
and time.
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The amount of such payments should relate directly to rural and remote needs as
determined by a rurality index, once this has been developed.

17.9.5 Differential rebates

Differential rebates, in particular a higher rebate in rural and remote areas, have often
been raised as a means of improving access to GP services. The argument has rested on
the assumption that increased rebates would result in higher incomes and thereby
provide a greater incentive for rural and remote general practice.

The Review Group considered this matter carefully. For the reasons outlined in
Chapter 23, it decided not to propose differential rebates.

17.10 Long-term strategies

The success of the Rural Undergraduate Steering Committee in influencing the selection
of medical students towards affirmative action for rural students, the success of the rural
health clubs in engaging and fostering the enthusiasm of undergraduates for rural
practical experience (boosted by the more recent introduction of the John Flynn
Scholarship Scheme), the increase in the placements in rural practice during the
undergraduate years, the increase in the evaluability of the rural experience towards
exam outcomes, and the support for the academic departments of general practice have
received wide acclaim (see Department of Health and Family Services 1996b).

In long-term planning, the Rural Undergraduate Steering Committee and related
programs are seen as the best vehicle to promote the necessary cultural change in the
future.

Recommendation 67

That

• additional funding be provided to expand the Rural Undergraduate Support
Program,

• the John Flynn Scholarship Scheme for medical students be continued,

• scholarships (such as those provided by the Army) and other strategies such
as waiving HECS for medical undergraduates who are prepared to take up
rural and remote general practice be considered.

17.11 Models of sustainable rural and remote general practice

The fragility of rural and remote general practice in many of Australia’s towns cannot be
understated. This fragility is obviously a disincentive for younger doctors, both male and
female. It is also a problem for current rural and remote practitioners. New and
innovative ways of ensuring the sustainability of general practice service provision are
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required. This was recognised within the current General Practice Strategy when a
consultancy was commissioned under the auspices of the Rural Incentives Program
Implementation Committee to develop sustainable models of general practice.

Alternative funding models, including local communities’ support, need development as
the selling of some practices becomes increasingly difficult.

A greater number of flexible structures in terms of health system infrastructure (such as
models of mobile service provision, multi-purpose services and centres, and outreach
services) is required for rural areas; collaborative approaches across several
communities— including clustering where appropriate— should also be investigated.

In small rural and remote communities, fee-for-service private practice alone cannot
always support sustainable GP services. Salaried or blended payments systems are
important for sustainability.

Models of sustainable rural general practice services need to be recognised as distinctive
and specific to the rural context; they should not be forced to conform to uniform,
urban-derived models and standards.

If the incentives are to be more effective and have a greater impact, the structural
problems outlined in this chapter must be resolved sooner rather than later. In addition,
dealing with the wider workforce problems within general practice and the need for
restructuring of practices as well as their distribution will probably have significant flow-
on effects on the rural sector.

Recommendation 68

That models of sustainable rural and remote general practice services be recognised
as distinctive and specific to the rural context and be further explored by the
General Practice Partnership Advisory Council.

17.10.2 National coordination

In submissions to the Review and consultations with key stakeholders there were calls
for the continuation of an overarching rural and remote general practice committee in
the new consultative arrangements between the profession and the Government. To
ensure cohesion and comprehensive monitoring and analysis of outcomes, it is
imperative that there be a body with specific responsibility for this task.
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18 A quality framework

GPs strive to provide high-quality care but face substantial barriers and
disincentives. Some incentives actually encourage poor-quality care.

The Review Group considers that the framework in which GPs are working must be
strengthened to support GPs providing high-quality care and to encourage a culture
of continuous improvement. This chapter identifies three essential elements of such
a framework:

• benchmarks to enable general practice to demonstrate its achievements;

• tools that enable GPs to use their skills to best effect;

• evaluation and monitoring to assess how the quality of care changes over
time.

‘Quality’ is defined and several initiatives are recommended to enable the quality of
general practice as a whole to be assessed and monitored. The roles of Divisions in
contributing to these initiatives are outlined.

Components of the quality framework are ways of ensuring continuing skills
maintenance and development, practice accreditation, greater use of clinical practice
guidelines, information management and information technology, remuneration and
financing and patient linkages. These matters are discussed in subsequent chapters.

Like any other profession or industry, general practice needs to be able to define its
products, measure its outputs, and assess and have available measures to ensure the
quality of its services. For this to occur, all the components of a quality framework must
be in place. This chapter outlines such a framework and puts forward recommendations
relating to those aspects of the framework that are outside the direct responsibility of
individual GPs and their practices.

As a group, GPs are highly trained and strive to provide high-quality care in a health
system that is changing rapidly and that often does not acknowledge or take account of
the vital role of general practice.

Donabedian (1998b) developed a broad framework of structure, process and outcomes
to describe the three components of quality health care; the framework, which is now
widely used in reviewing quality in all aspects of the system, is as follows:

• structure— includes material resources, human resources and organisation (for
example, the practitioner’s training and qualifications, Fellowship of the
RACGP, vocational registration, continuing medical education and quality
assurance, accreditation of practices, facilities, equipment and range of services
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at the practice level, funding arrangements, distribution of GPs and practices,
availability of information such as clinical practice guidelines);

• process— what is done in giving and receiving care, including health care
providers’ activities and the activities of patients (for example, ordering tests and
prescribing, and the consultation);

• outcomes— examined by analysing the effects of care on the health status of
patients and communities (for example, immunisation cover at the individual
patient and the community levels).

Within this framework many important structural and process factors influence quality in
general practice. Obviously these factors are not independent: they operate as a complex
web of interactions to create a system that may support or hinder the provision of high-
quality care. For many of these factors there currently are barriers to good practice.

18.1 Barriers to good practice

A large number of factors can present barriers to good practice:

• GPs’ low morale and perceived poor standing with specialist colleagues;

• limited agreement on appropriate measures of quality for GPs;

• limited availability of data;

• limited research and evaluation;

• information overload;

• lack of GP skills in using an evidence-based medicine approach and adopting an
adult learning approach to continuing medical education;

• a proliferation of clinical practice guidelines without any coordination or
endorsement process;

• lack of compatible information technology systems in practices;

• poor links with other community and health care providers;

• funding arrangements that are a disincentive to quality care;

• historical competitiveness between GPs;

• the impact of medical litigation;

• consumer demands;

• low levels of investment in practice structure.

Overall, it appears that GPs are working in a health system that does little to support
high-quality care or to encourage them to enhance quality over time. Further, current
incentives and barriers may actually encourage poor quality.
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These structural barriers and perverse incentives must be removed if GPs are to meet
their full potential to provide high-quality care.

Enduring improvements in quality in general practice come about only when GPs are
enabled to accept full responsibility for the quality of their practice within a health
system that supports and encourages them to provide quality. The task of other parties
is to ensure that there is a supportive environment for this. Box 18.1 proposes future
action to enhance the quality of general practice care.

Box 18.1 Future action to enhance the quality of general practice care

• Achieving and maintaining the highest possible standards of quality of care
in general practice is primarily the responsibility of individual doctors and
the practices in which they work.

• General practitioners should be accorded the status of professionals who can
be relied on to maintain and develop their skills and knowledge, within a
system of reasonable checks and balances, so that the community can be
assured of a high level of safety and quality in general practice.

• Other parties have an important role in assisting general practice to do this
by providing structures, programs and linkages to underpin quality. Among
them are the following:

– patients— in discriminating between providers on the basis of quality as
they see it and providing feedback about their expectations and
experiences;

– the RACGP— as the professional body responsible for developing
standards and otherwise taking a national leadership role in promoting
high-quality care;

– Divisions— as the regional infrastructure to support general practitioners
and their practices;

– specialist doctors— in providing constructive feedback to referring general
practitioners;

– third party payers— in implementing financing systems that support
quality and minimise perverse incentives;

– regulatory authorities— in adopting approaches that identify and
discourage poor-quality practice.

• Funding arrangements for general practice should recognise that it is
essential that dedicated time be made available to GPs so that they can
maintain their professional standards.

• No doctor should enter unsupervised general practice without completing
general practice–specific vocational training and having been assessed as
competent to practice in such a setting. This includes doctors wishing to
enter general practice from other career paths.
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• All general practitioners should participate in needs-based continuing
medical education and quality assurance programs.

• Programs for the professional development of general practitioners should
be based on adult learning principles and research findings about what is
effective.

• The design of all future data systems needing input from general practice
should take into account the following:

– strict safeguards for the protection of privacy and confidentiality and in
relation to informed consent;

– the efficiency of data collection and the importance of ensuring that data
items are incorporated only if they are meaningful and relevant at the
point of collection;

– the capacity for efficient transfer of information between systems.

• GPs should have a choice of software products that do not advertise
pharmaceuticals.

18.2 What is quality general practice?

Donabedian (1989) described the three components of quality health care:

• good technical care—  the extent to which medicine can achieve the best health
improvement that science, technology and skill can offer;

• good interpersonal relationships between practitioner and patient;

• good amenities.

Having a clearer understanding of what is meant by ‘quality’ would be helpful in
creating common ground for the debate about ‘quality in general practice.’

Various parties have differing views about the meaning of quality. For example, research
shows that the interpersonal skills and personal qualities of the GP, provision of
information by the GP, the length of the consultation, and technical competence are
often rated highly by consumers when they are asked to identify what is important to
them in determining quality in general practice (Albany Consulting Group, Ian Cameron
Research & ARTD Research and Management 1996). Doctors are more likely to use
criteria related to whether or not the problem has been resolved. Funders may often use
quality as a euphemism for lowest cost.

There is extensive literature on the problems of defining quality. The Review Group
therefore proposes that the definition of quality developed by the Institute of Medicine
be adopted since it already has widespread acceptance (Lohr 1990). The main
implication of adopting this definition is the focus it places on ‘current professional
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knowledge’, suggesting that adopting best practice approaches to care is an important
factor in enhancing the management of care.

Recommendation 69— key recommendation

That general practice adopt the Institute of Medicine definition of quality:

Quality is the degree to which health services for individuals and the population
increase the likelihood of desired health outcomes and are consistent with
current professional knowledge.

Appropriate initiatives designed to achieve this should be supported.

18.3 Measuring quality in general practice

There are obvious difficulties in developing performance and outcome indicators for the
spectrum of conditions seen in general practice. Standardised protocols, follow-up
studies and benchmarking are not easily applied to the general practice environment:
GPs manage heterogeneous clinical conditions that are often undifferentiated and defy
precise definition. In addition, GPs provide care within a psychosocial context that
encompasses much more than clinical interventions (McWhinney 1993). Activities
designed to measure and improve quality need to take account of the nature of
continuing care over time, for individuals, families and communities. They also need to
take account of the GP’s role as coordinator of care and ‘gatekeeper’ to the rest of the
medical system.

The changing environment has increased the variety of roles GPs play, with associated
diversity in the scope and structure of general practices. Attempts to define, measure
and improve general practice are often thwarted by the absence of clearly defined
boundaries around the role of the GP and the general practice. There is an obvious need
to develop innovative quality initiatives that accommodate the diversity and uniqueness
of general practice.

At present there are few accepted measures of what constitutes quality general practice.
Where measures do exist they have different significance at different levels in the health
system. For example, measures of consumer satisfaction might be very useful at the
individual practice level; nationally they are much less so. Similarly, measures of
mortality might be meaningful nationally as a guide to future priorities for general
practice, but at the individual practice level they are not particularly useful.

18.4 The quality of general practice in Australia

Efforts to define and improve quality in Australian general practice reflect international
trends to develop quality improvement frameworks in health care environments. Quality
assessment processes formally began in Australian general practice with the introduction
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of vocational registration in 1989 and have evolved to the point where specific initiatives
such as the RACGP exams and the continuing medical education and quality assurance
programs are recognised internationally as being among the best in the world.

The low level of investment in practice structure in Australian general practice
significantly affects the standard of health care delivery. With the trend towards reduced
reliance on hospital care and an enhanced role for general practice in managing complex
conditions in the community, the importance of having modern, reliable medical
equipment and information technology is self-evident. Yet GPs are reluctant to invest in
capital equipment because they fear low returns. Apart from capital equipment, the low
level of investment in practice structure is also a disincentive to the employment of allied
health staff such as practice nurses.

Although it is accepted that the majority of GPs provide quality care, evidence of poor
or unsafe practice has emerged from the field-testing of entry standards for general
practice (RACGP 1996), the 1995 Incident Monitoring in General Practice Study
(Family Medicine Research Unit 1996), and cases appearing before the Professional
Services Review (AMA and Department of Health and Family Services representatives,
pers. comm., 1997). While models of quality improvement aim to encourage the
majority of the profession to move towards best practice standards, it is also necessary
to have ‘policing’ mechanisms to monitor and respond to professional incompetence.

18.5 Promoting quality general practice at the national level

The Vision for General Practice put forward in this report gives expression to a cultural
change that is already occurring in general practice. The profession increasingly values
research, evaluation and teaching, recognises the advantages of partnerships and
acknowledges the importance of monitoring quality at various levels in the health sector.
Being at the heart of primary health care and as ‘gateways’ to the secondary and tertiary
health sectors, GPs are well positioned to influence the broader quality agenda.

Other components of the health care system may offer lessons for general practice.
Among the quality improvement mechanisms currently in use or being developed in
other areas of the system are voluntary accreditation of health care facilities;
development, trialing, measurement and monitoring of indicators of quality of care;
development and implementation at the national and local levels of guidelines for
specific aspects of health care; re-certification and credentialling of practitioners; peer
review processes; incident monitoring and analysis; consumer feedback; complaints
mechanisms; morbidity and mortality review; and monitoring of adverse events identified
by reviews of medical records and other systematic means.

The Quality in Australian Health Care Study (AHMAC 1996) considered the inevitable
conflict between fostering blame-free quality improvement approaches on one hand and
on the other requiring accountability, with tangible incentives and penalties depending
on performance. The Study concluded that relevant and sensitive performance indicators
are necessary to monitor the delivery of health care, and that the same kinds of
incentives used to encourage efficiency in health care delivery should be used to
encourage safety and quality.
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The Review Group considers that the following components of the quality framework
are essential at the national level to create an environment that promotes quality general
practice: benchmarks, tools and resources, evaluation and monitoring, and the role of
the Divisions of General Practice.

18.5.1 Benchmarks

Benchmarks are the indicators of high-quality care; achievements can be measured
against them. Three areas are singled out for action in the Review Group’s
recommendations: indicators of quality and safety; evidence of best practice; and
standards.

Indicators of quality and safety

The lack of agreement about what constitutes quality in general practice and the absence
of accepted, useful measures of quality mean that it has been impossible to demonstrate
convincingly the value of general practitioners’ contribution to the health of Australians.
This will continue until a system of reporting performance against agreed indicators of
quality at the aggregate level is in operation.

Recommendation 70

That research be commissioned to review, identify and, where necessary, develop a
comprehensive set of indicators and associated minimum data set to measure quality
in general practice.

Indicator development should take into account the following:

• developments related to CHIME— the Community Health Information Model
Enterprise;

• the realities of what is acceptable and practical for data capture and collation in
general practice;

• privacy and confidentiality.

Recommendation 71

That, once the data set is developed, the necessary data gathering be undertaken
routinely and the resulting de-identified data collections be published regularly.
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Recommendation 72

That the set of indicators be reviewed and refined over time to ensure its continued
relevance to measuring quality in general practice.

Recommendation 73

That the associated de-identified data collections be made available to interested
parties for further analysis.

Evidence of best practice

It is not at present possible to assess with any degree of sophistication how well GPs
provide medical care: there are no clearly established best practice approaches to
managing conditions commonly treated in general practice.

Recommendation 74

That funds be made available for targeted research to identify best practice
approaches to the delivery of care, including cost-effectiveness, for conditions
commonly treated and managed in general practice.

Standards

A vital element of benchmarking is the further development of standards for the various
components of general practice. This will help create a climate conducive to continuous
quality improvement in general practice.

Recommendation 75

That the Royal Australian College of General Practitioners further develop
standards for high-quality general practice, including expanding the scope of the
standards to include the quality of the services provided.

Recommendation 76

That the RACGP in consultation with other GP organisations and consumers
regularly review its standards for general practices.
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18.5.2 Tools and resources

General practitioners need tools and resources to help them provide high-quality care.
The Review Group’s recommendations single out four areas for action: improving
patient linkages; marketing quality; enhancing information technology and information
management; and adjusting the financing and remuneration system to better reward
quality. These matters are discussed in the following chapters.

18.5.3 Evaluation and monitoring

Evaluation and monitoring processes are necessary to establish how well general
practice rates against the benchmarks of high-quality care. Publishing the results of the
data collected on performance indicators is essential to enable the community and GPs
themselves to determine what general practice is achieving.

Accreditation and peer review serve at least two purposes. First, each offers a way for
GPs and their practices to evaluate what they are doing. Second, the aggregated results
from such processes allow for monitoring general practice nationally. Because of their
particular significance for individual GPs and their practices, these two matters are
considered in the following chapters.

18.5.4 The role of Divisions of General Practice

Divisions of General Practice can contribute to progressing the broad agenda for
improving quality, consistent with the Charter for Divisions (described in Chapter 27),
through a range of activities. Most of these centre on the Divisions bringing local
perspectives to national developments and customising national products to make them
more locally relevant.

Among the Division’s roles are the following:

• at the national level, contributing to the development of

– the national set of quality indicators,

– priorities for best practice research,

– a national set of clinical practice guidelines;

• at the local level,

– supplementing national quality indicators with regionally relevant ones,

– adapting clinical practice guidelines for local relevance,

– supporting GPs and practices in continuing medical education and quality
assurance, peer review, accreditation, uptake of improved information
management systems and information technology, consumer liaison and
education about quality in general practice.
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19 Quality general practitioners

Vocational registration has been successful in establishing general practice as a
discipline in its own right, in encouraging and rewarding GPs who undergo formal
vocational training in general practice, and in encouraging widespread participation
by GPs in formal continuing medical education and quality assurance programs.

Other initiatives— for example, accreditation and the provider number legislation—
have reinforced these gains and have the potential to sustain and extend them into
the future.

In this chapter the Review Group recommends several initiatives to improve
arrangements for recognised GPs and to strengthen the quality framework to ensure
that doctors providing unreferred services in the community are competent and
provide high-quality care. The recommendations cover the following:

• expanding the opportunities for doctors to become recognised GPs and to
retain this recognition;

• encouraging doctors who are not recognised GPs but who provide
unreferred services in the community to operate within a framework that
assures public safety and encourages high quality;

• improving the effectiveness of continuing medical education and quality
assurance programs;

• a greater emphasis on peer review;

• better ways of defining and detecting poor and unsafe practice, emphasising
constructive approaches rather than sanctions and regulations.

19.1 The origins of vocational registration

The origins of vocational registration lie in proposals developed by the RACGP in 1989
to introduce a vocational register for GPs and to provide for new GP items and
associated fees in the Medicare Benefits Schedule. Vocational recognition of GPs had
been a long-sought goal of the RACGP, and the new items, with higher Schedule fees,
were to be available only for use by vocationally registered GPs. To remain on the
vocational register, GPs were to required to be involved in continuing medical education
and quality assurance programs.

The RACGP’s proposals were accepted by the Commonwealth, which on 10 May 1989
introduced legislation in the House of Representatives, to give effect to the necessary
arrangements (Blewett 1989).
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The new arrangements were not universally welcomed by the medical profession, and
the ‘medical politics’ associated with them was, in part, reflected in the parliamentary
debates: although the legislation was passed by the Senate, a clause was included
requiring that before the legislation could be proclaimed it had to be further considered
by the Senate after the Senate Select Committee on Health Legislation and Health
Insurance had investigated and reported on the provisions.

In August 1989, the Select Committee reported back to the Senate on the matter of
vocational registration of GPs and the related matter of the new items (content-based
descriptors) in the Medicare Benefits Schedule. The Committee was unanimous in its
support of the principles of the new arrangements and made recommendations to
improve the provisions. In particular, it sought to have appeals processes related to
vocational registration included in the legislation. The Government accepted all the
Committee’s recommendations and the arrangements came into effect on 1 December
1989.

The introduction of vocational registration was the first formal step towards a
framework for enhancing the quality of care in general practice.

19.2 The objectives of vocational registration

One of the main objectives of vocational registration was to provide incentives for GPs
to maintain and improve their skills through participation in continuing medical
education and quality assurance programs (Commonwealth of Australia & RACGP
1989).

Over time the eligibility requirements were broadened to include as many non-specialist
doctors as possible. By 1993–94 vocationally registered GPs were providing 85 per cent
of all unreferred consultations (Department of Health and Family Services 1997). The
proportion has since stabilised at around that figure. This policy of inclusion was
adopted at least in part as a way of engaging more GPs in formal, accredited continuing
medical education and quality assurance programs

A variety of other objectives associated with vocational registration went beyond the
question of quality. One was to distinguish those doctors offering a ‘true’ general
practice product— whole-person, comprehensive, continuing care, with all the
obligations and commitments that entails— and to increase their financial rewards
relative to other non-specialist doctors (Department of Community Services and Health
1989).

Examining the history of vocational registration shows that the rationale changed with
time, to deal with the continuing strong controversy. For example, the policy of bringing
in as many doctors as possible to the continuing medical education and quality assurance
requirements started to dominate at the expense of policies to distinguish and reward
comprehensive care.

Another objective of vocational registration was to establish general practice as a
discipline in its own right. Since the introduction in 1996 of the legislation restricting
access to provider numbers to those new practitioners who have appropriate
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postgraduate training, the discipline of general practice is now firmly established for the
purpose of Medicare subsidies.

19.3 Impacts on item use

Introduction of the new item descriptors (with the move to content-based descriptors)
was portrayed as a means of ending ‘six-minute medicine’ (Commonwealth of Australia
& RACGP 1989). Nevertheless, there is continuing concern about some GPs’ provision
of large numbers of short consultations.

There is some evidence that vocational registration may have had an effect on practising
patterns, at least in the short term, for some doctors. For example, a cohort of 2791 GPs
who joined the register before May 1990 moved to billing longer and more complex
consultations and reduced the number of services per GP to a greater extent than a
matched cohort of 2735 GPs who had not joined the register (Calcino 1993).

Although Medicare data provide a record of broad trends in item use it is no longer
possible to use them to examine the continuing effects of vocational registration. Many
factors influence these trends, and it is not possible to distinguish effects brought about
by vocational registration from those occurring for other reasons.

19.4 Doctors without recognised GP status working in general
practices

There are about 6500 (or 1600 full-time-equivalent) doctors classified as other medical
practitioners using unreferred consultation items. They come from a range of different
groups:

• doctors in general practice without the Fellowship of the RACGP and who chose
not to become vocationally registered under the ‘grandparent’ arrangements,
although they might have been eligible;

• doctors in general practice who were unable to qualify under the grandparent
arrangements;

• doctors who have entered general practice since the start of vocational
registration and who have chosen not to or have been unable to gain Fellowship
of the College:

• doctors who were not eligible for vocational registration because of the nature of
their practice— for example, doctors providing a very specific service such as
acupuncture or psychosocial counselling and little else;

• doctors who have lost recognised GP status because they failed to meet their
obligations— for example, in relation to continuing medical education and quality
assurance or in the provision of comprehensive, whole-person care;
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• doctors with specialist qualifications who do mainly unreferred consultations for
a variety of reasons, including some who ‘retire’ into general practice;

• doctors who work predominantly as salaried doctors in hospitals, including
career medical officers and specialist trainees, who ‘moonlight’ in general
practice.

Further, there are some loopholes in the current legislation that will enable doctors with
existing provider numbers to enter general practice in the future without formal training
in general practice. Among these doctors are specialists and hospital career doctors.

19.5 Improving the arrangements for recognised GPs to strengthen
the quality framework

This section deals with doctors working in general practices, as defined in Chapter 11.

There is concern about the safety and quality implications of doctors being able to work
in general practices without any formal processes for assessing the quality and safety of
the services they provide.

The Review Group considers that all doctors working unsupervised in general practices
should operate within a quality framework for individual GPs, as set out in Box 19.1.

Box 19.1 A quality framework for individual GPs

The following are essential elements of a quality framework for individuals GPs.

• All doctors practising in or wishing to enter unsupervised general practice
should demonstrate that they are competent to provide unreferred services
in the community.

• GP registrars who are in a formal training program and working in an
accredited teaching practice should continue to be regarded as recognised
GPs.

• All other doctors working in general practices should work under
supervision, in an arrangement that meets standards developed, implemented
and monitored by the profession.

Recommendation 77— key recommendation

That GP organisations and governments endorse a quality framework for doctors
working in general practice that requires all such doctors to achieve, maintain and
demonstrate their competence for this or to work under supervision in arrangements
that meet standards developed, maintained and monitored by general practice.
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The higher schedule fees applying to services provided by recognised GPs compared
with those provided by their colleagues practising in unreferred practice constitute a
disincentive to operate outside the quality framework. They also raise some difficult
questions: Do the lower fees themselves contribute to inappropriate practice because of
the increased pressure for rapid throughput? Should public subsidies be available for
such services at all?

The Review Group considers that the opportunities should be increased for doctors
working in general practices or wishing to work in a general practice to come within this
quality framework.

One possibility would be to re-open the previous transitional arrangements— which
enabled doctors to become recognised as GPs without completing the Fellowship or
gaining an equivalent qualification— to some or all doctors who work in general
practices but who are not recognised GPs.

This idea is attractive because it would give those doctors who originally opted out of
vocational registration a chance to reassess their position. But it would not result in all
doctors in general practices coming within the quality framework: some would remain
outside; others would enter general practice in the future without a Fellowship or
equivalent qualification by virtue of having a provider number issued for other purposes;
yet others would fail to meet the continuing medical education and quality assurance
requirements. Further, current GP registrars and recent Fellows might, justifiably,
consider that their commitment to formal vocational training was being undermined and
devalued.

An alternative approach would be to move the focus away from ‘grandparenting’
arrangements for doctors who work in general practice but who have never formally
demonstrated competence to work unsupervised in a general practice towards providing
a range of ways in which doctors could demonstrate their competence. This would also
be a move away from a narrowly defined regulatory framework towards a broader
approach to achieving recognition as a GP through peer assessment. The Review Group
recommends as follows.

Recommendation 78

That the recognised GP arrangements be revised to increase options for

• doctors currently providing services unsupervised in a general practice who
are not recognised GPs to demonstrate their competence to do this and
become recognised GPs,

• recognised GPs to demonstrate ongoing maintenance of competence.
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Recommendation 79

That national GP organisations negotiate with the Commonwealth Government, the
Australian Medical Council and medical boards to develop and implement by
1 January 2000 options equivalent to the Fellowship of the RACGP and the
RACGP’s continuing medical education and quality assurance requirements for
doctors in or wishing to enter unsupervised general practice to demonstrate
achievement and maintenance of competence for this.

Implementing these arrangements will involve considerable work and extensive
consultation with interested parties. Some options are discussed in the following
sections.

19.5.1 Certification of competence

The Review Group identified three particular options, to apply singly or in combination,
for certification of competence:

• that the doctor achieve a satisfactory rating through a practice assessment
process involving assessment of his or her medical records and conducted under
the auspices of a medical board;

• that the doctor pass the RACGP’s Fellowship examination;

• that the Australian Medical Council certify that the doctor has obtained a
qualification equivalent to Fellowship of the RACGP through some other
process.

19.5.2 Determining what constitutes supervised practice

For these proposals to be effective, standards would be required for determining
appropriate supervisory arrangements.

It would not be necessary for the supervised doctors to be co-located with the
supervising doctor or practice. An example of an existing arrangement for supervision at
a distance comes from the RACGP’s General Practice Training Program, where a GP
registrar practising alone in an isolated area comes under the supervision of medical
educators and external clinical teachers who visit regularly and to whom the registrar
has access at any time. For example, supervision has been provided to GP registrars in
the Australian Defence Force working in isolated areas, including on ships at sea, and in
places (such as Somalia) where the ADF has provided peace-keeping forces (Hayes
1996).

Other situations that might constitute supervised practice are if the doctor works in an
accredited general practice or the doctor works in a practice that has a formal
arrangement for supervision by an accredited practice.



Changing the Future through Partnerships

198

It would be essential that the supervisory arrangements met standards developed and
implemented by the profession and that the arrangements were monitored to ensure that
they continued to meet these standards. The Review Group therefore recommends as
follows.

Recommendation 80

That the RACGP, in consultation with other national organisations representing
GPs, develop, implement and monitor standards for supervisory arrangements for
general practitioners who have not demonstrated competence to work unsupervised
in general practices.

19.5.3 ‘Predominantly in general practice’

To remain eligible for recognition as a GP, a Fellow of the RACGP has to meet
minimum requirements for participation in continuing medical education and quality
assurance programs approved by the RACGP. If not a Fellow, the GP also has to be
working ‘predominantly in general practice’, which includes providing whole-person,
continuing, comprehensive care; for example, by making appropriate arrangements for
the patients of the practice to have access to after-hours care.

Vocational registration was introduced to deal both with matters related to the
competence of individual doctors and with matters that were more relevant to general
practices. Many other initiatives have occurred in general practice since the introduction
of vocational registration, some of which are alternative approaches to dealing with the
original objectives of such registration.

In addition to the provider number legislation, which supports general practice as a
discipline, accreditation and the Better Practice Program offer mechanisms for
identifying and rewarding aspects of quality more related to the practice than to the
individual GP.

Chapters 20 and 25 deal with accreditation and a new form of the Better Practice
Program. Once these arrangements are adopted widely, they, together with the provider
number legislation, will mean there is a framework for dealing with all the original
objectives of vocational registration except recognition of GPs.

The Review Group therefore considers that the vocational registration legislation should
be amended, so that the only requirements for retaining recognition as a GP relate to the
doctor’s competence to work in a general practice.
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Recommendation 81

That the Government amend the Health Insurance Act so that being predominantly
in general practice is no longer a requirement for maintaining recognition as a GP.

The Health Insurance Commission would continue to keep a list of doctors who are
recognised GPs. This would allow eligibility for recognised GP Medicare Benefits
Schedule items to be determined and provide a means of implementing any future
policies that require a distinction between recognised GPs and other doctors in general
practice or other forms of unreferred practice.

19.6 Recognised GPs under the proposed arrangements

Once the proposed arrangements for the recognition of GPs come into operation, the
following doctors would be recognised GPs:

• doctors who meet one of three criteria

– are Fellows of the RACGP and continue to demonstrate their
competence to work unsupervised in general practice through one of a
range of approved options,

– are on the vocational register through previous grandparent arrangements
and continue to demonstrate their competence to work unsupervised in
general practice through one of a range of approved options,

– have demonstrated competence equivalent to Fellowship of the RACGP
through an approved method and continue to demonstrate their
competence to work unsupervised in general practice through one of a
range of approved options;

• doctors who are GP registrars in a formal training program and are working in
an accredited teaching practice.

19.7 Financing arrangements for recognised GP s and other doctors
working under supervision in a general practice

The difference in Medicare benefits between the level B consultation item for recognised
GPs and the nearest equivalent unreferred consultation item for other doctors is
currently 15 per cent. This constitutes a substantial reward for recognised GPs and a
strong incentive for them to maintain their status by participating in continuing medical
education and quality assurance. It constitutes a sanction for those who do not maintain
their status.

New item descriptors and relativities for consultation items across the Medicare Benefits
Schedule are currently being developed through the Relative Value Study (Medicare
Schedule Review Board n.d.). The Relative Value Study Board has not yet decided
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whether the differential for recognised GPs will be sustained in the new Schedule
emerging from the RVS.

The Review Group considered how to support the quality framework if, on
implementation of the new item structures and relativities flowing from the RVS, there
is no longer a differential between services provided by recognised GPs and other
unreferred consultations.

Accreditation of practices may offer some possibilities. This would require that all
doctors in the practice involve themselves in continuing medical education and quality
assurance programs. The RACGP’s entry standards for general practices may need
revision to reflect the proposed changes to these requirements as they relate to
maintaining recognised GP status. There would be considerable peer pressure on
doctors to meet the requirements so that the practice retains its accredited status. This
will be particularly the case if accreditation is the gateway to funds not available to other
practices, as proposed in Chapter 25.

But this in itself may not be sufficient. There would be no distinction between practices
in which most GPs were recognised and practices in which there was a mixture of
recognised GPs and doctors working under supervision. Practices could remain outside
of accreditation. In the absence of a fee-for-service differential and with only around
8 per cent of funding being directed through non–fee for service components— some of
which might in any case be available to non-accredited practice (for example,
immunisation funds)— the financial position of doctors in non-accredited practices
would not be substantially different from that of doctors in accredited practices.

The proposed new quality framework would not be effective unless there was a higher
level of remuneration for recognised GPs than for those working under supervision.
Given the uncertainties about the outcome of the Relative Value Study it is not possible
to be specific about how this should be achieved.

Recommendation 82

That to support the proposed new recognised GP arrangements there be

• a higher level of funding to apply to recognised GPs and GP registrars,

• a lower level of funding to apply to doctors working under supervision.

The question of who is best to achieve this should be subject to consideration by the
General Practice Partnership Advisory Council in the light of the outcome of the
Relative Value Study and other factors.
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19.8 Doctors remaining outside the quality framework

The proposed arrangements mean that doctors who do not come within the new quality
framework would have to make some choices. Those who wished to remain working
unsupervised in a general practice would have to obtain a Fellowship of the RACGP or
an equivalent qualification or they would have to demonstrate their competence through
one of the alternative routes proposed. Another option would be for the doctor to agree
to comply with an approved supervisory arrangement.

If GPs are serious about supporting quality, it would be untenable for doctors operating
outside the quality framework to continue to work in general practices. It is important
that options for dealing with doctors choosing to remain outside the framework be
available. This will require much more discussion and development between
organisations representing doctors and relevant regulatory agencies.

As noted, there are also some doctors who provide unsupervised unreferred services in
the community but do not work in a general practice as defined in Chapter 11. Among
these are doctors working in very narrow special-interest areas. The Review Group
determined that special-interest doctors not working in a general practice and not
networked through formal arrangements with general practices were outside its terms of
reference. Nevertheless, the quality framework that has been developed for recognised
GPs and other doctors working in general practices does have relevance to special-
interest doctors.

The Review Group suggests therefore that the medical colleges and other relevant
organisations work with the regulatory agencies to ensure that arrangements applying to
special-interest doctors and others providing unreferred services who are not recognised
GPs or are not working under supervision in general practices assure the protection of
public safety and encourage high-quality care.

Recommendation 83

That medical colleges and other medical organisations enter into discussions with
medical boards to develop and implement mechanisms to ensure that doctors who
provide unsupervised unreferred medical services and who are not recognised GPs
are competent and practise within a quality framework.

It will also be necessary to determine what financing arrangements should apply to such
doctors in the future. In the case of special-interest doctors, they would have the choice
of seeking to have their area of interest recognised as a specialty, of negotiating
arrangements with the RACGP for recognition within the framework for general
practice, or of negotiating specific arrangements with the Government for their areas of
expertise.
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Recommendation 84

That the Commonwealth Government enter into negotiations with representatives
of doctors providing unsupervised, unreferred medical services in the community
who are not recognised GPs or working under supervision in general practices, to
determine what future Medicare Benefits Schedule arrangements should apply to
them.

19.9 Medical education, vocational training and continuing
professional development

Patients come to general practitioners with the full spectrum of medical and
psychosocial needs. Often their reason for attending is not clear or straightforward. GPs
must able to respond appropriately, whether the need is for reassurance and support,
identification and management of the problem, emergency treatment, referral to another
part of the health system, or preventive care.

Having the confidence and skills to respond appropriately to this wide range of
presentations across all population groups demands a highly trained and competent
person. This entails effective, intensive medical education and vocational training as well
as a career-long commitment to continuing medical education and quality assurance.

The concurrent, but separate, Review of General Practice Training is reporting on its
findings and recommendations in relation to vocational training.

The General Practice Strategy Review Group focused mainly on continuing medical
education and quality assurance. Since the introduction of the vocational register there
has been a substantial improvement in the quality and availability of, and participation in,
continuing medical education and quality assurance. The impact on rural GPs has been
particularly marked, largely because of the extra support and relief available to them
through initiatives under the Rural Incentives Program (RIP Implementation Committee
1997).

Nevertheless, much more can and should be done. Efforts in the future must concentrate
on helping GPs understand their strengths and weaknesses and encouraging them to
seek ways of improving in their areas of need. Development work must continue to
ensure that the programs that are made available to general practitioners are based on
adult learning principles and designed to reflect evidence of what does in fact work.

The evidence suggests that, as a general rule, effective programs are intensive in terms
of both time and the number of strategies employed (see, for example, Davis et al. 1992;
Oxman et al. 1995). They include workshops involving case discussion and rehearsal,
academic detailing, chart review, and example by educational or opinion leaders. Among
the less effective methods are the simple provision of written material and practice
guidelines and small group learning.
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A relatively small proportion of GPs participate in peer- and self-review processes as a
component of continuing medical education and quality assurance (Booth 1997).
Activities such as joint reviews with other GPs or specialists of how a doctor’s
management of specific conditions compares with evidence-based approaches or
accepted best practice should be encouraged. There are some good examples of true
peer review: programs of interpractice visits involving observation and critique of
several consultations and a systematic review of patients’ notes have been taken up by
many Divisions, following trialing in Tasmania.1

As more GPs use computers for their medical records and for age, sex and disease
registers, such activities will become more feasible. They could be encouraged if there
were a greater differential in the point weighting scheme used by the RACGP to give
greater incentives for such programs and reduced incentives for activities with proven
low effectiveness.

Recommendation 85

That GPs accept that their continuing medical education and quality assurance
activities should meet the following criteria:

• are based on adult learning principles;

• are designed to reflect evidence of what works;

• involve peer- and self-review processes.

From 2002 the RACGP should no longer give credit towards its continuing medical
education and quality assurance requirements to activities that do not meet these
criteria.

Aspects of this recommendation will require substantial development work. In
particular, the market would require time to develop more appropriate types of
programs and detailed work would be necessary before peer review could become more
established and widespread.

19.10 Strengthening peer review

For a range of reasons GPs are generally isolated from the peer-review processes, both
formal and informal, that assist specialist doctors become more aware of their strengths
and limitations. Resolving this problem should be an essential component of the quality
framework for general practice. Although there are various informal peer-review

                                               

1 A 1993 project (still under way) for all of Tasmania under the auspices of the Northern Territory
Division of General Practice.
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processes for GPs, there is little or nothing by way of formal systematic peer review
linked to quality.

The introduction of peer review was a central element of the original agreement between
the Commonwealth and the RACGP on vocational registration, but it has received little
attention since then. A greater focus is needed now on this as a central element of
evaluation and monitoring of the quality of care in general practice. In the short term the
main effort should go into developing processes and standards that allow formal peer
review of clinical practice to become routine in general practice in the future.

Recommendation 86

That the RACGP develop standards and guidelines to assist Divisions and others to
develop locally appropriate systems of quality assurance and peer review for GPs’
clinical practice.

19.10.1 Other ways of detecting inappropriate practice

GPs work within a system characterised by a variety of regulatory bodies and processes
for identifying poor or unsafe practice and encourage high-quality practice. As the
material that follows demonstrates, most of this patchwork of regulatory activity focuses
on individuals’ aberrant behaviour. There is no systematic, formalised approach to
assessing and influencing the performance of general practitioners.

The RACGP sets and assesses standards for its Fellowship and continuing medical
education and quality assurance requirements and thus access to recognised GP status.
Once Fellowship has been attained, however, there is no continuing process for
assessing a GP’s competence. The continuing medical education and quality assurance
requirements for retention of recognised GP status constitute a limited form of re-
certification, but this is not directly linked to demonstrating continuing competence.

Consumers can register their disquiet about individual practitioners through State and
Territory consumer complaint bodies and increasingly through the patient feedback
activity required for participation in the Better Practice Program. Medical registration
and other processes involving the medical boards are designed to ensure the competence
and suitability of newly qualified doctors and to deal with any examples of
unprofessional conduct that emerge.

Among activities related to Medicare benefits that encourage appropriate practice and
discourage inappropriate practice are the Health Insurance Commission’s provision of
feedback on prescribing and ordering patterns and the Professional Services Review
processes. Senior people involved in these processes told the Review Group of their
concern that, while the Professional Services Review processes sometimes revealed
unsafe practices, this was a by-product of a process that selected doctors for scrutiny
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solely on the basis of practice patterns: there was no systematic way of routinely
identifying doctors practising unsafely or providing poor-quality care.

The Professional Services Review arrangements under Medicare rely on case finding,
but their work is constrained by the absence of relevant indicators. For example, there is
no benchmark for the number of services it is reasonable for a GP to provide in a year,
taking into account what is a reasonable workload for safe practice, a balanced lifestyle,
and the time required to provide appropriate care for each patient. The average GP
provides about 6500 services a year, so 10 000 services a year would be seen by many
as high, yet 8 per cent of recognised GPs provide more services than this in a year,
attracting over 23 per cent of total benefits paid for recognised GP consultations. A
further 14 per cent of recognised GPs provide between 7000 and 10 000 consultations a
year.

The Review Group considers that the GP organisations should take a leadership role in
this regard and provide guidance to the Professional Services Review and more broadly
about what constitutes a reasonable number of services for individual GPs to provide.
This would require flexibility to recognise situations where the number could not
reasonably be applied as a guide to inappropriate practice; for example, in areas of low
doctor:population ratios, where doctors simply have no choice but to provide a
relatively high number of services to try to meet their communities’ needs for care.

Recommendation 87— key recommendation

That, in the interests of quality and safety, the RACGP, with the support of other
national GP organisations, research and jointly develop within 12 months a
statement on what level of services in a defined period it is appropriate for GPs as
individuals to provide, taking into account what is a reasonable workload for safe
practice, a balanced lifestyle and the time required to provide appropriate care for
each patient.

At present there are no mechanisms for the profession to assist GPs engaging in unsafe
or inappropriate practice to improve their performance through a supportive rather than
a punitive approach. The Review Group has recommended the use of supervised
practice arrangements in some circumstances. There might be scope for using such
arrangements to help GPs identified as having problems with the safety or quality of
their care. Any such development would need to be based on further research into more
effective ways of identifying cases of aberrant, unsafe or poor-quality practice and
managing the problems identified.
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Recommendation 88

That funding be allocated to investigate a system for more effective case finding of
aberrant or unsafe or poor-quality practice by GPs and what processes might be put
in place to improve the competence of such GPs.

The findings of such research should be referred to the proposed General Practice
Partnership Advisory Council for consideration.

19.11 Re-certification

One type of quality assurance used in some countries is re-certification of doctors,
whereby doctors are required to undergo a periodic reassessment of their competence to
practice in order to maintain their registration. A recent report examining how to
encourage quality and safety in health care in Australia recommended that professional
bodies representing health care providers introduce and evaluate re-certification
(Taskforce on Quality in Australian Health Care 19????).

Through the continuing medical education and quality assurance arrangements related to
recognised GP status, general practice was in the vanguard of the medical profession in
moving to assure the quality of its practitioners. In developing its recommendations, the
Review Group has been mindful of the need to strike a good balance between incentives
and penalties in encouraging high-quality care in general practice. Re-certification is a
complex issue, accompanied by a wide range of unresolved questions related to
methodology and mechanisms.

Although the current system’s checks and balances for ensuring quality and identifying
and eliminating poor and unsafe practice are rather limited, the Review Group considers
that its recommendations, taken as a whole, would strengthen this aspect of the system
considerably. As a consequence, the Group does not recommend the introduction of
re-certification, except in the very limited way proposed earlier in this chapter for
doctors in general practice operating outside the quality framework for general
practitioners. It does consider, however, that general practice should be included in any
wider moves towards re-certification within the medical profession as a whole.

Recommendation 89

That periodic re-certification for general practitioners not be introduced.

Recommendation 90

That the RACGP, as the arbiter of standards in general practice, participate in any
activities within the broader medical profession related to any future consideration
of re-certification.
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20 Quality practices

Accreditation of general practices is an integral part of the quality improvement
framework. An independent body— General Practice Accreditation— owned and
managed by the profession now exists to accredit general practices.

This chapter discusses the following:

• progress to date with accreditation;
• the current situation with the accreditation body;
• standards and processes for and the costs of accreditation;
• the way forward to encourage GPs to take up accreditation;
• possibilities for extending the model of accreditation.

20.1 Practice structure: a model of quality care

The general practice is the main part of the infrastructure within which GPs work.
Chapter 18 emphasises the importance of a comprehensive approach to quality in
general practice, at all levels of the system. Quality improvement in general practice
must include attention to the structure and organisation of practices.

Quality initiatives to date have largely focused on the individual practitioner—
Fellowship of the RACGP, vocational registration, continuing medical education and
quality assurance processes, the provider number legislation, and so on. Many problems
in general practice that impinge on quality— workforce shortages, distribution and
access problems, training, lifestyle and career demands, and so on— cannot be resolved
without creating a more appropriate practice infrastructure.

Numerous advantages come with enhancing practice infrastructure and encouraging GPs
to work as part of a team, both within and between practices. Apart from increased
flexibility and greater practice efficiency, GP teams provide professional support, foster
innovation, promote continuity of care, and facilitate both formal and informal peer
review.

Within a practice many elements come together to make up quality care. Examples are
communication with other health care professionals (including feedback), practice
management, quality assurance, and a commitment to continuous quality improvement.

20.2 Why accreditation?

Like other professional groups, GPs collectively have a responsibility for maintaining the
competence and integrity of their profession.
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There is a worldwide trend towards improving the quality of care through continuous
improvement activities, peer review, agreed professional, safety and quality standards,
and accreditation. Accreditation is a way of assessing the quality of an organisation
according to professionally developed standards.

Other components of the health care system, such as hospitals and community health
centres, already have voluntary systems of accreditation in Australia.

General practice accreditation is intended to provide GPs and the community with a
recognisable way of identifying the quality of a general practice— a consumer guide to
practices committed to higher quality service. An accreditation system helps general
practice meet the challenges presented by a constantly evolving health system by
providing the following:

• a guide for practice management;

• professional satisfaction and acclamation of high standards;

• a powerful tool for negotiation with government, non-government organisations
and other interested parties;

• an educative and learning process;

• market advantage;

• workplace safety for practice staff and consumers;

• a gateway to benefits.

20.3 Accreditation so far

The Future of General Practice: a strategy for the nineties and beyond proposed ‘that
an independent and voluntary system of practice accreditation be developed to enhance
the delivery of services and facilities by general practice through a process of continuing
quality improvement’ (DHHCS, AMA & RACGP 1992, p. 6). It also suggested that
funds be made available to provide tangible benefits for practice accreditation and that
accredited practices be entitled to apply for an annual practice enhancement payment.
These proposals emerged from the General Practice Consultative Committee, made up
of representatives of the AMA, the RACGP and the Commonwealth Government, and
established the principles of an accreditation system for general practice.

From 1992 to 1996 development of an accreditation system was the responsibility of a
variety of bodies, including, from 1994 to 1996, the Presidential Task Force on
Standards and Accreditation established by the RACGP and involving the AMA, the
Rural Doctors Association of Australia, the Australian Association of General
Practitioners, the Australian Urban Divisions, the Australian Rural Divisions, the
Consumers Health Forum, the Community Health Accreditation and Standards Project,
and the Department of Health and Family Services. The Task Force’s report, containing
a model for implementation, was published in July 1996.
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The long delays in developing and implementing an accreditation system are largely a
consequence of continuing debate within the profession about the value and risks of
accreditation. A strong ideology of autonomy and independence in general practice has
been a barrier to acceptance of formal accreditation, continuing medical education
programs or any external processes that might provide evidence of the quality and
effectiveness of general practice care. Most arguments against accreditation have been
based on this ideology, although many GPs have also been divided about the potential
for tangible benefits.

In addition, opponents of accreditation have argued that GPs should not have to be
accredited if specialists are not subject to an accreditation process. Most specialists
work, however, in hospitals or equivalent institutional settings that have formal
processes for ensuring quality, including peer review and other continuous quality
improvement activities (often including accreditation). There is no similar infrastructure
for GPs, the majority of whom operate in relative isolation in a small business
environment.

In 1994 the Commonwealth introduced the Better Practice Program in an attempt to
break the link between practice accreditation and practice payments. This decision was
the consequence of the Government’s frustration over the continued underspend of
General Practice Strategy funds and its concerns that other elements of the Strategy,
such as the introduction of non–volume related payments, were being unduly impeded
by the long development period for accreditation. Some groups in the profession had
also called for such a separation.

Despite the early difficulties, submissions to the Review Group show that there is now
strong support among GP organisations, GPs and consumers for accreditation of general
practitioners (see, for example, submissions 14, 63, 129). Accreditation is a very
important component of the quality framework. It will provide a useful vehicle for
encouraging continuous quality improvement in general practice and for monitoring
standards over time.

20.4 The development of an accreditation body

After several unsuccessful attempts to form an independent body to introduce an
accreditation system, the Presidential Task Force on Standards and Accreditation
worked closely with consultants to develop a model for establishing such a system.

In 1996 the General Practice Accreditation Steering Committee— whose membership
consisted of representatives of the profession only (the AMA, the RACGP, the Rural
Doctors Association of Australia, the Australian Association of General Practitioners,
the Australian Urban Divisions and the Australian Rural Divisions)— was subsequently
formed to consider the Task Force reports, to investigate the legal process for
establishing a ‘company’ to manage accreditation, and to negotiate membership for the
company and board of directors that would allow accreditation to remain owned and run
by the profession.

In February 1997 Australian General Practice Accreditation Ltd (formerly known as
AGPAL but now known as General Practice Accreditation, or GPA) was incorporated.
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It is an independent company owned exclusively by six GP representative organisations:
the AMA, the RACGP, the Rural Doctors Association of Australia, the Australian
Association of General Practitioners, the Australian Urban Divisions and the Australian
Rural Divisions. Each of these organisations plus the Consumers Health Forum and the
Commonwealth Minister for Health and Family Services have nominees on the board of
directors.

According to the company’s articles of association, GPA’s objectives are as follows:

1. To improve the quality of general practices through a system of accreditation
of general practices.

2. To develop, manage and administer a system of accreditation.

3. To accredit practices by the application of professional standards developed
by the profession in consultation with other stakeholders.

4. To offer accreditation services to general practices.

5. To engage and train surveyors and to develop training systems generally for
accreditation surveyors.

6. To promote accreditation, including its values, purpose and results, to GPs,
patients and to the general community.

7. To establish a system of review of accreditation decisions.

8. To monitor and evaluate all aspects of the accreditation system and provide
feedback on the standards.

9. To undertake research and to inform and educate the medical profession and
general community in relation to accreditation.

10. To do anything else which is incidental or conducive to attaining these
objectives.

A general manager was appointed in January 1998 and it is anticipated that accreditation
services will be offered from April 1998.

20.5 Standards for accreditation

The RACGP is acknowledged as the appropriate body for developing professional
standards for accreditation. Its Standards Reference Group was established in 1992 to
develop interim standards. Funding was provided through the General Practice Strategy.

Drawing on its own experience, overseas material, and standards in related disciplines,
the Reference Group prepared and circulated successive drafts of its interim standards
document for discussion by the profession and other interested parties. An assessment
method was developed. Pilot testing in 25 practices across the country in 1993 led to
extensive revision of the document, resulting in Draft Entry Standards for General
Practices (RACGP 1993) and the development of an assessment method.
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The RACGP then field-tested the standards in 199 randomly selected practices (Miller
et al. 1995). Another 500 practices participated in demonstration trials organised
independently of the RACGP through Divisions (Mara et al. 1995).

The reports of the field testing and the demonstration trials show that the majority of
GPs found that the standards identified good practices (that is, were valid), could be
reliably assessed by trained surveyors, were acceptable, were achievable, and promoted
quality improvement.

Further discussions with surveyors, practices and other interested parties led to several
refinements that improved clarity and measurability, and the standards were again
revised. The document entitled Entry Standards for General Practices (RACGP 1996)
was circulated to all GPs. Five categories make up the standards:

• practice services
• the rights and needs of patients
• quality assurance and education
• practice administration
• physical factors.

The standards are a mixture of elements that can easily be measured and others that are
more difficult to assess. The field testing and the demonstration trials showed that
experienced GPs could make reliable judgments about aspects of general practices that
are hard to quantify or measure numerically. These difficult to measure aspects often
contribute most to quality.

The current standards need to be regularly reviewed. Standards will always need to be
subject to re-evaluation, consultation and the continuing scrutiny of the profession.

The existing standards are entry standards. It is important that standards also be
developed to encourage practices to continue to strive for excellence.

The setting of standards does not mean that all practices have to be the same. The
accreditation assessment process will be based on commonsense. It will be educational,
supportive and devoid of punitive elements, and it will acknowledge the diversity of
general practice settings and will not penalise practitioners who do not participate.

There are, however, some tensions between the possibly conflicting notions that
practitioners who choose not to participate will not be penalised and that accreditation
offers tangible benefits.

20.5.1 Rural practice

Because of the diversity of practices, the surveyors will need to be flexible in their
assessment. Recognising that there may be some differences between rural and urban
practices, GPA has recommended to the Rural Doctors Association of Australia that this
matter be referred to the RACGP’s Practice Standards Committee for further
consideration.
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20.6 The accreditation process

The GPA board has recommended that the process of accreditation of general practices
be based on the process used in the field testing and the demonstration trials and on the
RACGP’s 1996 entry standards for general practices. GPA has recently released an
information package— What You Need to Know about General Practice Accreditation
(GPA 1998)— that outlines an eight-step process for accreditation over a three-year
cycle. In brief, the steps are as follows:

1. Contact GPA with an expression of interest in accreditation. An information
pack is forwarded to the practice.

2. The practice’s interest in accreditation is registered with GPA and a self-
assessment kit is forwarded to the practice. Practices have 12 months from the
registration date to organise the practice visit.

3. The practice works through self-assessment, with assistance from Divisions or
other local support services if necessary.

4. The practice applies for survey after returning the practice profile and organising
survey time with GPA.

5. The peer review survey takes place. This involves a practice visit by a survey
team to assess the practice against the standards; it takes three-and-a-half to four
hours.

6. GPA provides an accreditation report to the practice.

7. If necessary, a review process can be implemented to help a practice take action
on any outstanding matters.

8. The final step involves continuous quality improvement for the remainder of the
three-year cycle, based on practice self-assessment, patient feedback, and the
report received from GPA.

There will be a review and appeals process that is independent of GPA. Any person
conducting, supervising or responsible for the process of accreditation will not be
involved in such a process.

Divisions of General Practice have an important role as the main local agent involved in
the provision of information, resources and advice to local practices considering
accreditation. It is also envisaged that Divisions will be involved in recruitment of
surveyors, coordination of surveys, provision of feedback on both the standards and the
accreditation process, and advising and supporting practices to improve areas where
standards were not met during the survey. Other organisations (such as universities and
private accreditation consultants) can contract with GPA in some areas if the local
Division is unable or unwilling to participate.
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20.6.1 Accreditation costs

GPA advised the Review Group that the cost of practice accreditation will be the same
per full-time-equivalent GP for all general practices across Australia— urban, rural,
remote, solo and group. The main costs are those associated with the surveyors’ training
(in recognition of the importance of ensuring uniformity and consistency in
interpretation and assessment criteria) and their remuneration for time spent conducting
the survey.

For each three-year cycle, the accreditation process will cost up to $1200 per full-time-
equivalent general practitioner (that is, up to $400 a year).

20.7 The way forward

The Review Group sees accreditation of general practices to be an integral part of the
quality improvement framework. Accreditation focuses on the practice and relies on a
voluntary process of continuing quality improvement based on peer assessment. The
process ensures the recognition of quality and the provision of high standards of care for
patients and the community.

Many practices already deliver high-quality, continuing, comprehensive, whole-patient
care in well-organised and safe environments. Such practices deserve recognition,
encouragement and reward. Accreditation based on standards developed by the
profession offers a mechanism for identifying such practices, for both the professional
and the consumer. In Chapter 25 the Review Group recommends that accreditation be
the gateway to the replacement of the Better Practice Program. This tangible incentive
should help expedite acceptance and uptake of practice accreditation. Such acceptance
and uptake will be greatly assisted if the key national organisations representing general
practice unite in their support for accreditation. The Review Group therefore
recommends as follows.

Recommendation 91— key recommendation

That national GP organisations actively promote participation in the accreditation
process and that practices apply for accreditation.

In addition, consumer awareness and support are fundamental to the success of a
practice accreditation system.
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Recommendation 92

That funding be provided for a national program of consumer education about
quality issues and the role of accreditation in promoting and monitoring quality.

20.8 Accreditation as a model for other elements of the industry

Accreditation is a national process owned by the profession in which quality is reviewed
by peers against agreed criteria. It provides a valuable model that could usefully be
applied to other areas of general practice.

General practice is the learning environment for both medical students and GP registrars.
The Review of General Practice Training stresses the importance of having a national
system of assessment and recognition of teaching practices that is firmly linked to the
curriculum.

In hospital training, doctors benefit from the learning and experience of peers, immediate
supervisors, and experts within a collegiate system. In contrast, doctors training in
general practice are less likely to have the opportunity to work with peers and develop
strong role-model relationships. For this reason the Training Review recommends that
practices that are involved in teaching be assessed and recognised against national
standards that are relevant to teaching at all levels of general practice education and that
an essential element of this assessment be accreditation.

If Divisions gradually move to full ownership by the profession, then to become
accountable and effective organisations they will need to be benchmarked against
comparably sized organisations and subject to nationally consistent processes of
monitoring and quality assurance. The accreditation process may provide a model for
future assessment of Divisions.

There are other providers and services, such as the medical deputising and locum
services, for whom the general practice entry standards are not appropriate. These
providers and services are not currently subject to the professional standards being
applied to general practice. Again, the accreditation process may provide a model for a
separate, but compatible, accreditation process for these providers and services.
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21 Quality services

As part of the quality framework, high priority should be given to the use of clinical
practice guidelines in general practice.

For doctors, clinical practice guidelines are both a source of information about
effective care and a benchmark against which they can assess the quality of care.

At present there are many barriers to the wider use of clinical practice guidelines in
general practice. This chapter puts forward principles to guide the further
development and implementation of clinical practice guidelines in general practice,
with a view to overcoming many of these barriers. It also recommends ways of
ensuring a cooperative approach to this work in the future.

Some GPs’ concerns about the impact of medical litigation on the way they practise
can be allayed through increased use of clinical practice guidelines.

Given the concern that ‘defensive medicine’ is having a big impact on the quality
and costs of GP services, further research is suggested to determine the implications
of this trend.

21.1 Clinical practice guidelines as an integral part of the quality
improvement framework

Competence and motivation, critical as they are, are not sufficient in themselves to
ensure high quality in general practice.

GPs are called on to diagnose and manage a very wide range of conditions, many of
which occur relatively infrequently within their practice. With the rapid growth in
medical knowledge, GPs cannot reasonably be expected to always know what is current
best practice for all conditions.

High priority should be given to a greater emphasis on the use of clinical practice
guidelines in general practice. There is a wide range of terms for what might broadly be
categorised as ‘clinical practice guidelines’, or tools designed to help doctors identify
and apply the best available evidence. The Review Group adopted the following
definition of ‘clinical practice guidelines’:

Systematically developed statements to assist practitioner and patient decisions about
appropriate health care for specific clinical circumstances. (Field & Lohr 1990)

For doctors, clinical practice guidelines are both a source of information about effective
care and a benchmark against which they can assess the quality of care. Greater use of
such guidelines in medical practice, including general practice, has been widely
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advocated as a mechanism for enhancing the quality and safety of care and reducing the
level of inappropriate care through reducing variability in care.

Notwithstanding the wide support for greater use of such guidelines, many practising
clinicians and others have reservations, both philosophical and practical, about the role
of guidelines in care. The AMA submitted to the Review that clinical practice guidelines
can improve health outcomes, but only if their development and implementation meet
clearly defined criteria (submission 127).

21.2 Barriers to wider use of clinical practice guidelines

General practitioners are ambivalent about the use of clinical practice guidelines. They
believe that such guidelines are good educational tools, but they have serious and well-
founded concerns about potential developments in this sensitive area. The following
views of Australian GPs have been documented by Moulding et al. (1997) and Gupta
et al. (1997):

• Despite a high level of acceptance of clinical practice guidelines as good
educational tools, many GPs are unconvinced that the guidelines will improve
health outcomes.

• There is a lack of consensus on what constitutes a clinical practice guideline and
on the purpose of such guidelines— for example, are they tools and supports or
are they regulatory?

• The guidelines have limited value for undifferentiated problems.

• GPs want freedom of choice about the best way of keeping up to date— hospital
training, medical textbooks and the popular media were rated more highly than
clinical practice guidelines in influencing their behaviour.

• There is no agreement on who should write clinical practice guidelines, but there
is agreement that the guidelines should be relevant, applicable and practical for
GPs and involve some input from practising GPs.

• There is concern that current guidelines often appear to be written by experts
who do not understand general practice.

• The quality of the information is very important and linked to the credibility of
the source, the type of information, and a basis in evidence.

• The guidelines should be brief, well organised and easy to use.

• The guidelines should not be overly prescriptive— this has medical defence
implications.

• There should be clear responsibility for disseminating and updating guidelines—
at present dissemination is incomplete and unpredictable.
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• There was disagreement about whether computerisation of guidelines would be
beneficial.

The National Health and Medical Research Council’s Guidelines for the Development of
Clinical Practice Guidelines  (NHMRC 1995) recommend that guideline development
be multi-disciplinary and include consumers. To date, however, most guideline
development has been done by specialists and special-interest groups: GPs have been
only marginally involved. As a result, most guidelines evolve from hospital-based clinical
research and are presented in a format that seldom resembles the reality of
undifferentiated presentations in general practice.

A variety of clinical practice guidelines are available to general practitioners, but their
value and appropriateness for general practice are often limited. Moulding et al. (1997)
examined in some detail the current situation for clinical practice guidelines in general
practice in Australia. They concluded, for example, that there are discrepancies between
what GPs consider to be important areas for guideline development— these related to
problems commonly encountered in general practice— and areas identified as important
through the ‘Better Health Outcomes for Australians’ approach. There is no overall
coordination of clinical practice guidelines, and their quality and dissemination are often
erratic. GPs themselves often do not have the skills to use an evidence-based medicine
approach to their practice.

21.3 Principles to guide the future development of clinical practice
guidelines for use in general practice

If clinical practice guidelines are developed and implemented wisely, in ways that allay
the concerns of GPs, their greater application could enhance the management of care in
general practice. The Review Group has therefore developed some principles that, if
adopted widely, would help to reassure general practitioners that their concerns about
clinical practice guidelines are being taken seriously.

Recommendation 93— key recommendation

That all parties with a role in developing and implementing clinical practice
guidelines apply and disseminate widely the ‘principles to guide the further
development and implementation of clinical practice guidelines in general practice’.
That all key parties collaborate to implement clinical practice guidelines in
Australian general practice.
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Box 21.1 Principles to guide the further development and implementation of
clinical practice guidelines in general practice

1. Future clinical practice guideline development in Australia should recognise
the special nature of general practice and in particular general practitioners’
importance in dealing with patients who present with undifferentiated
problems.

2. A central objective of clinical practice guideline development for general
practice should be to create a comprehensive set of ‘quality assured’, readily
identifiable guidelines that have the following characteristics:

2.1 are based on evidence indicating outcomes relevant to general
practice;

2.2 reflect GPs’ priorities about topics for which guidelines would be
beneficial;

2.3 have had substantial involvement at all stages of development from
practising GPs, while being developed by trained multi-disciplinary
groups that include consumers;

2.4 are brief, well designed and easy to use, whether paper or computer
based;

2.5 have been ‘quality assured’ through a reputable national mechanism
developed for the purpose of assessing clinical practice guidelines;

2.6 have been developed nationally but are suited to local adaptation;

2.7 offer guidance, but not prescription, recognising the limitations of
evidence;

2.8 are updated regularly to reflect changing evidence and experience;

2.9 are routinely provided to GPs by a credible organisation as part of a
sophisticated strategy to promote the adoption of guidelines in regular
practice.

3. The development of clinical practice guidelines should occur within a broader
framework to support effective dissemination and uptake of the guidelines.

This framework has several elements: education, information, financing; and auditing
and monitoring.

Education

Undergraduate, vocational and continuing medical education for GPs should seek to
develop and maintain skills in critical thinking. Continuing medical education should
be based on an adult learning approach and be linked to objectively assessed— as
opposed to self-assessed— needs.
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Information

With time, increased use of information technology will enhance GPs’ capacity to
obtain and use information effectively. Meanwhile, clinical practice guidelines should
be designed to suit the majority of GPs, who do not yet have sophisticated
information-management systems.

Financing

Financing mechanisms should provide incentives for judicious adoption of clinical
practice guidelines but should not penalise deviation from the guidelines.

Auditing and monitoring

Performance against standards, as exemplified in clinical practice guidelines, where
they exist, should form a component of performance auditing and monitoring in
general practice.

21.4 Working cooperatively to develop and implement clinical
practice guidelines

In ensuring that appropriate clinical practice guidelines are developed and made widely
available to general practitioners, adherence to the principles expressed in Box 21.1 will
require a major, integrated effort. Interest parties should do the following:

• foster stronger partnerships between researchers and key players, to ensure the
relevance to general practice of the outcomes being assessed;

• ensure that GPs’ needs and perspectives are taken into account in research into
various matters related to clinical practice guidelines being sponsored through
the National Expert Advisory Group on Safety and Quality in Australian
Healthcare;

• strengthen coordination through

– establishing a mechanism for the appraisal and national endorsement of
clinical practice guidelines for general practice,

– an intercollegiate network to strengthen the roles of the medical colleges
in the development and implementation of the guidelines;

• develop standard formats for clinical practice guidelines for general practice;

• engage in a national inquiry process to set national priorities for topics for the
development of clinical practice guidelines for general practice;

• develop national guidelines for involving practising GPs in the development and
implementation of clinical practice guidelines for general practice.
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21.5 Medical litigation

The impact of medical litigation is far reaching. An example in general practice is the
increased morbidity of patients awaiting legal proceedings. Research has shown that
patients awaiting workers compensation hearings take longer to recover than those with
a similar illness who have not initiated legal proceedings. Patients can be slow to take up
treatments in case this affects the legal proceedings and the possible compensation
payouts; they thus remain unwell for longer. Further, waiting a long time for legal
proceedings to conclude can lead to depression.

21.5.1 Compensation

When a person’s health fails and this affects their quality of life, financial assistance may
be necessary if they can no longer work. Sometimes no one is at fault for the illness or
events that have incapacitated a person seeking compensation through the courts. The
doctor who is being sued may have done all that was medically appropriate but the court
may find in favour of the patient, so that the medical indemnity company pays
compensation to the patient.

This can severely disadvantage the competent practitioner who, in the eyes of his or her
medical colleagues, has done all that could be done in the circumstances. The
practitioner may not return to work for a considerable time, may need continuing
support and counselling, and may practise defensive medicine. The question of no-fault
compensation was considered in the report on medical indemnity (Tito 1992) but the
impact of litigation in general practice should be further explored.

Judicious use of clinical practice guidelines has the potential to reduce the pressure on
GPs to practise inappropriately because of their anxiety about medical indemnity.
Medical litigation is a big concern for GPs and further research is required to examine
the implications of trends in medical litigation and GPs’ responses to them.

Recommendation 94

That the impact of defensive medicine on the cost and quality of care by general
practitioners be further investigated through research.
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22 Information management and technology

Good information management and communication are central to enhancing the
quality of GPs’ care. Sophisticated information technology has enormous potential
to assist GPs in this regard yet less than 10 per cent of GPs use computers for
clinical applications.

Finding ways to promote the rapid adoption of information technology to improve
information management is seen by many as the single most important step that
could be taken to enhance the quality of general practice.

The Review Group considers that the time is right to support greater use of
computers for clinical applications in general practice. Its recommendations are
designed to overcome the many barriers that discourage GPs from investing in
computers and to resolve some of the wider health system problems inhibiting
effective information flows.

22.1 Application of information management and information
technology in general practice

Progress in the area of information management and technology is crucial to the
implementation of initiatives recommended by the Review Group that have the capacity
to improve the quality of care in general practice and to realise efficiencies through
better practice management and organisation.

Appropriate information systems can help GPs in a number of ways:

• obtain and provide epidemiological information;

• carry out preventive screening and health promotion on a systematic basis using,
for example, reminder systems;

• support evidence-based medical management;

• improve the accuracy and safety of prescribing;

• facilitate the gathering and analysis of data for general practice research;

• manage practice costs more effectively;

• improve patient education.

If members of a treating team have access to an electronic health record, with the
patient’s permission, timely and appropriate clinical management can be enhanced. The
coordinated care trials have pioneered the use of a health intranet in Australia, which
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gives all carers access to an appropriate level of patient information. Such an approach is
being assessed; for example, in the Illawarra coordinated care trial.

Acquisition of appropriate computer technology and applications is at the basis of
realising practice efficiencies by linking practices through IT systems.

Recommendation 95— key recommendation

That general practitioners, national GP organisations and governments recognise
that increased uptake of information management and information technology is
vital to the future of general practice.

22.2 The current situation

At present the level of IT use in general practice is very low. Accurate information on
the levels of computerisation and use of other communication technologies is not readily
available: different sources quote different figures (see, for example, submission 115;
Bolten & Gay 1995). Many GPs do not have access to a fax machine (Campbell
Research and Consulting 1997), although there is evidence that fax use has been
growing rapidly. Between 30 and 50 per cent of GPs in Australia have a computer in
their practice, but only a small proportion— between 3 and 15 per cent, depending on
the source— use computers for clinical applications (submission 115).

This contrasts with GPs in some other countries (for example, the United Kingdom),
where there have been concerted efforts to increase the use of computers in general
practice and other practice arrangements.

The primitive state of information management and technology in general practice and
the barriers to enhanced care this creates were recurring themes in the Review Group’s
deliberations and in the submissions and consultations (see submissions 35, 68, 87, 122,
128). Finding ways to promote the rapid adoption of information technology to improve
information management is seen by many as the single most important step that could be
taken to enhance the quality of general practice.

In making its recommendations, the Review Group has been guided particularly by
advice from the Information Management Strategy Group (Kidd 1997), proposals in
submissions from the AMA (submission 127) and the RACGP (submission 128), and the
recommendations of a report on health information management by the House of
Representatives Standing Committee on Family and Community Affairs (1997).
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22.3 Barriers to better information management and increased use of
computers

Substantial barriers inhibit the widespread use of computers in general practice; this is
confirmed by recent market research (AC Neilson 1998). Among the barriers are the
following:

• concerns about privacy and confidentiality;

• concerns about a computer on the desk interfering with the consultation;

• the costs, both financial and in terms of effort, of computerising and the extra
time required for computer-assisted consultations;

• the lack of any obvious direct benefit to GPs;

• the lack of suitable hardware and software;

• concerns about the reliability and obsolescence of hardware and software;

• lack of computer skills and literacy;

• lack of support and technical assistance.

Both the broader health sector environment and domains external to the health portfolio
affect general practice. For example, emanating from the external environment,
developments in the communications industry and in private sector infrastructure will
have an impact on the computerisation of general practice, as will developments in
privacy, security and encryption and the emergence of new technology. Similarly,
changes in the broader health sector— such as service funding, evidence-based medicine,
data and communications standards, software, and State and Territory government
activity— will have a bearing. Some factors will have an impact on all domains; for
example, electronic publishing, electronic commerce, and the voluntary code of practice
in relation to privacy.

Relatively minor factors create barriers and frustrations for GPs considering
computerisation. Examples are the use of paper sizes other than A4 for forms issued for
use by GPs and GPs having to buy computer prescription forms when the Health
Insurance Commission provides ordinary prescription pads free of charge. As an
incentive, the Health Insurance Commission is providing computerised prescription
forms free to GPs who lodge electronic claims. This means that GPs who use computers
for electronic prescribing but do not lodge electronic claims are not necessarily provided
with free stationery, which causes considerable irritation for those wishing to introduce
computerised prescribing.

There is evidence that 40 per cent of practices not using computers consider it likely that
they will start to use them in the next two years, but this evidence comes mainly from
practice managers and receptionists, not GPs themselves (Campbell Research and
Consulting 1997).
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A number of matters need to be resolved in order to bring about widespread
computerisation of general practice in ways that promote more effective information
management and quality care. Among them are the development of agreed standards for
information management in general practice, including standards relating to the security
of information; a range of legal matters, such as clarification of the legal status of
computerised medical records; and the need for information systems and applications
that meet agreed standards for general practice and enable communication throughout
the health system.

22.4 Developments to date

In the initial papers relating to the General Practice Strategy in 1992 improved of
information management and use of information technology were singled out as
important (see, for example, 1990–91 Federal Budget Papers and National Health
Strategy papers).

Since then Divisions have worked to help GPs overcome some of the difficulties. For
example, there have been many successful Divisional projects that have improved
information flows from hospitals to GPs and many Divisions have built resource
directories to help GPs obtain up-to-date information about local services. Furthermore,
some important divisional projects have trialed ways of encouraging and supporting GPs
to computerise. The Divisions Information Management Subcommittee (19???) has
developed an approach to helping Divisions provide support to GPs wanting to improve
their access to and use of information technology.

Overall, since the General Practice Strategy was initiated, considerable development
work has been done to provide a sound basis for routine use of computers as clinical
decision–support systems.

Information flows in general practice have been documented (Telecom Laboratories
1992). Standards and codes of practice have been developed— for example, for coding
(Medical Software Industry Association & RACGP 1996), privacy (RACGP 1995) and
functional specifications for software, as well as a technical framework for clinical and
administrative general practice computer systems and computerised medical records
(IBM Consulting Group 1997a).

Specific matters have been examined in detail— for example, electronic prescribing and
medicines information (IBM Consulting Group 1997b), and analysis of forms used in
general practice (Schattner 1996). There has been a range of IT demonstration projects,
including trialing networks between GPs and other components of the health system.

Most recently, the RACGP and the AMA have developed a joint Strategic Framework
for Clinical and Administrative General Practice Computer Systems and published
Principles for the Implementation of Computerisation in General Practice: a plan for
the next three years  (1998). This brings to completion a project funded through the
General Practice Strategy four years ago. The RACGP is also finalising a Voluntary
Code of Practice for Medical Records in General Practice, which will provide a
foundation for the ethical management of information in general practice.
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Under the National Health Information Agreement and its associated work plan the
Commonwealth, States and Territories are gradually implementing common approaches
to data modelling, minimum data sets and the national health dictionary, although choice
of technology remains a matter for individual jurisdictions, which can lead to problems
with connectivity.

General practice’s involvement in this work has been patchy, yet it is vital that
information developments in the wider health system take account of how important it is
for general practice to be well integrated into information networks across the whole
health system.

The IBM Consulting Group (1997a) developed a functional specification for information
systems in the health system, including in general practice. This specification provides a
framework in which appropriate and ‘seamless’ systems and applications for general
practice may be developed and promoted. Further development of applications designed
for general practice is hampered by the costs involved and the comparatively small size
of the Australian GP market.

The IBM report recommended the use of the Good European Health Record (GEHR)—
a generic architecture for electronic health care record data developed in Europe as the
recommended architecture for the General Practice Core Systems— and noted its further
development by the Synapses project, coordinated in Dublin. It is important that any
adjustment that is necessary for such a system to match the needs of the Australian
health system be accommodated. The GEHR architecture is designed for health systems
as a whole, enabling data to be exchanged in a secure manner between parts of the
health system, such as between general practice and hospitals or other community-based
providers.

The IBM report also recommended the initial development of a smaller number of
applications for general practice than the full range recommended for future
development.

The lack of availability of core modular system that meet standards applicable to
Australian general practice is a barrier to the promotion of computerised practice. Such
a system would incorporate a ‘Good Australian Health Record’ and might include
applications such as a reminder system, an age and sex register, and computer
prescribing and accounting. The system would have the ability to link GPs to other
health providers and institutions and to be upgraded as further applications that GPs may
want become available.

22.5 Conclusions

If GPs’ capacity to obtain and manage information as well as to communicate more
efficiently and effectively with other components of the health system and if sources of
relevant information were improved, it would make an enormous difference to their
capacity to provide high-quality care. In a world of ‘information overload’ and multiple
information sources, access to sophisticated, effective information management tools
and technology is essential.
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Until now, concerns about security, confidentiality and privacy have dominated the
debate within the profession. But the recent advent of consumer product information
from pharmacies, along with the development of codes of practice to safeguard privacy,
have tipped the balance towards supporting GPs to computerise.

The General Practice Forum has endorsed the RACGP–AMA strategic framework
(1996), which is evidence of wide support from the principal national organisations
representing GPs for action to encourage GPs to computerise. A peak body for GP
computing has been established, the General Practice Computing Group, with support
from the RACGP and the AMA. This provides a vehicle for implementation strategies to
be taken forward by the profession in conjunction with governments and related
industries.

The time is right for concerted action to encourage computerisation in general practice;
a number of strategies now need to be implemented to build on the recent developments.

Recommendation 96— key recommendation

That the Federal Government support the RACGP–AMA Principles for
Implementation of Computerisation in General Practice, taking initiatives to
encourage the rapid development of software that meets appropriate standards for
general practice and the rapid uptake of appropriate hardware and software that will
support better information management in clinical practice.

Recommendation 97— key recommendation

That funds be provided to an organisation, such as Standards Australia, to set
standards that should be met by information systems in Australian general practice,
particularly for a Good Australian Health Record architecture based on the
European model. Funding should be provided to enable the relevant standards to be
established in a maximum period of 12 months.

Such standards should cover the following:

• security and privacy;

• data dictionaries and data sets;

• terminology and coding systems;

• quality information management systems and tools, especially a new
Australian Health Record and prescribing and clinical support systems;

• communication standards;

• software prescribing products that incorporate a ‘quality use of medicines’
approach.
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Given the relatively small size of the Australian GP market for information systems,
clear indication of government policy support for computerisation of general practice
provides encouragement for software developments.

Recommendation 98

That funding be allocated to develop and implement core modular applications that
meet agreed standards along the lines of the advanced functional specifications
defined in the IBM consultancy.

Individual GPs need support in their use of information technology and applications.
Many GPs are inexperienced when it comes to any facet of computer-based technology.
Incentives are needed to encourage them to acquire appropriate hardware and software.

It is inappropriate for government to provide funds directly to general practices to buy
computers. In the first instance, such an approach might not be acceptable to many GPs.
It would also disadvantage those practices that had already made the investment, raise
difficult questions about ownership and accountability for the funds, and not necessarily
encourage use of computers for clinical applications.

The preferred approach specifically targets the barriers that inhibit computerisation at
the moment. This would encourage GPs to computerise and to take steps to ensure that
a suitable framework exists to support widespread use of information technology in
general practice.

Recommendation 99— key recommendation

That the Minister support GP organisations in their negotiations with the Australian
Taxation Office to secure sales tax exemptions/accelerated write-offs for both
computer systems and software that meets minimum standards for clinical and
epidemiological purposes in general practice.

With the advent of practices linked by information technology, voluntary patient–GP
linkage, as well as smart card technology and integrated patient-held records, are
options that may facilitate continuity of care and quality practice.
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Recommendation 100

That funding be allocated by the Commonwealth, State and Territory governments
to enable trials of integrated patient-held records that meet appropriate standards
for use in general practice and more broadly across the health system.

It is important that disincentives to adoption of appropriate computer applications be
removed.

Recommendation 101

That the Commonwealth and State and Territory governments standardise to A4 all
government-initiated forms used in general practice, with the highest priority being
given to computerised prescription forms.

Production of standard forms should be incorporated in the graphics contained in
the Australian Electronic Health Record prescribing application.

Recommendation 102

That the Health Insurance Commission provide computerised prescription forms
free of charge to all GPs on request.

Assistance with gaining an electronic data set is helpful to GPs in the start-up stage.

Recommendation 103

That general practices be funded to provide de-identified data through Divisions or
State Based Organisations within a framework that ensures stringent protection for
privacy and confidentiality. Such an initiative is supportive of improved health
outcomes of local areas and is a further incentive for GPs to computerise.

A variety of data communication networks may be suitable in particular circumstances
to facilitate access to personal health information and data interchange.

As discussed, the use of an intranet by Divisions and GPs is currently being assessed in
the Illawarra coordinated care trial. The use of such data communication networks
should be trialed and evaluated.
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Recommendation 104

That the Commonwealth and State and Territory governments facilitate
development of secure data communication networks that provide the most
appropriate access for GPs to personal health information from all members of a
treating team and that facilitate relevant data interchange. Suitable data
communication networks could include an intranet, the Internet or a wide area
network. Such networks should be trialed in a variety of situations and evaluated.

Recommendation 105

That funding be provided through State Based Organisations to enable Divisions of
General Practice to

• promote the use of appropriate information technology and information
management systems to local GPs;

• assist GPs to select and install information technology and information
management systems that meet appropriate standards;

• provide hands-on experience and training in the use of computers and
appropriate applications;

• enable IT support officers or their equivalent based in Divisions to provide
services to GPs, including telephone help when needed.

Recommendation 106

That the proposed General Practice Partnership Advisory Council have direct input
into national processes related to the development and implementation of the
National Health Information Management Agreement with a view to developing a
more GP centred information model.

Recommendation 107

That the Health Insurance Commission provide to practices on request an electronic
data set for the demographics of all patients seen by the practice in the previous six
months, the data set to be agreed between the Commission and the proposed
General Practice Partnership Advisory Council.

The Review Group considers that adoption of Recommendation 107, along with its
recommendation for the replacement of the Better Practice Program, will give a major
boost to increasing the use of computers in general practice and to resolving some of the
wider health system problems that currently inhibit effective flows of information
between providers and consumers, which are essential to high-quality care.
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23 The overall funding framework: a blended payment
system

The current blended payment system has not been able to effectively reward quality,
commitment, or the management of complex cases as much as, or more than, it
rewards routine care of questionable value and appropriateness.

GPs believe that government policies have resulted in their net incomes being
eroded over time, even though they remain free to set their own fees.

This perceived erosion in incomes has occurred despite big increases in funding for
general practice and for Medicare overall. The Government remains concerned
about its exposure to the risk of continuing large increases in outlays, but
mechanisms that involve capping of benefits to individual practitioners are
unattractive because of the risks of big increases in out-of-pocket costs for
consumers.

The total cost of any increase in the rebate level for GP consultations is high, but
the impact on individual GPs’ incomes is relatively small. Greater efficiencies at the
practice level could increase net incomes substantially without any increase in
overall costs.

Compared with fee-for-service payments, use of non–fee for service funding can
enable more effective targeting of payments towards quality and overall health
priorities.

This chapter discusses the following:

• what the main features of the funding system for general practice should be
if we are to overcome many of the problems confronting GPs, government
and consumers at present;

• the current funding system and some associated trends in recent years;

• the Review Group’s conclusions in relation to a range of important matters
raised in submissions and during the consultations— indexation, electronic
claims processing, ‘Pay Doctor’ cheques, managing patient demand and
other issues related to co-payments, the role of private health insurance,
reducing downstream costs, and differential rebates.

The Review Group proposes a negotiated financing agreement as a way of dealing
with funding problems in the longer term.
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23.1 Financing: a central concern

Financing issues attracted considerable interest and debate during the consultations, in
submissions, and among the members of the Review Group itself. Very early in the
Review financing was identified as a central concern: the Review Group was in
agreement that the current system does little to provide incentives for and reward GPs
providing high-quality care. This was a strongly argued, recurring theme in submissions
and during the consultations.

GPs’ gross incomes from Medicare vary enormously, reflecting the wide range in annual
numbers of services per GP. Perverse incentives in the current system mean that GPs
providing the largest numbers of services in the shortest time make the best returns.

According to figures derived from Medicare data by the Department of Health and
Family Services, the median annual number of services for a full-time GP has
consistently been in the range of 5908 to 6245 since Medicare began in 1983. Further,
10 per cent of recognised GPs provide over 10 000 consultations a year and account for
almost 25 per cent of benefits for recognised GP consultations. Yet there is broad
consensus that rapid throughput and short consultations are indicators of poor-quality
care (see, for example, submissions 2, 33, 35, 38, 100).

If quality of care in general practice is to be enhanced, if young, highly trained and
committed doctors are to remain in general practice, and if health costs are to remain
affordable for individuals and the community overall, the Review must deliver three
important results:

• increased rewards for GPs providing high-quality care, best practice and optimal
outcomes, and disincentives for GPs providing poor-quality care;

• greater financial equity between GPs, between GPs and specialists, and between
GPs and other health professionals;

• value for money in primary medical care.

23.2 The essential characteristics of the future funding system for
general practice

The current arrangement for the Commonwealth’s funding for general practice is a blend
of fee-for-service and other payment mechanisms.

The future funding system for general practice has four essential characteristics: fee for
service; targeted components of income; performance income; and flexibility.

23.2.1 Fee for service

The fee-for-service component of the blended payment system should minimise perverse
incentives and maximise incentives for high-quality care that is technically efficient.
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Fee for service should continue as the principal element of the funding system for
general practitioners. It offers many advantages.1

• It is the system most favoured by GPs, some of whom believe it supports clinical
autonomy and underpins the doctor–patient relationship.

• It encourages doctors to make themselves available and be efficient.

• It is relatively simple to understand and administer, and it generates a record of
services as a by-product of the payment system.

• It is suited to individuals’ freedom to choose a doctor.

• It accommodates mobile populations because it facilitates access to a doctor.

But there are disadvantages too, particularly in an environment of increasing numbers of
GPs, where uncapped fee for service can lead to rapid increases in costs.

• It provides scope for ‘unbundling’ of services, whereby with time services are
subdivided into smaller and smaller components, each attracting a separate fee.

• There is scope for doctors to overservice and to be over-rewarded for their
practice costs.

• Depending on the particular arrangements, it can encourage doctors to take on
work that could be done more efficiently by nurses and other health service
providers.

• It is difficult to target funds effectively to heath priorities or to people with the
most serious medical needs.

As with any payment system, fee for service must be carefully designed to reduce the
scope for perverse incentives and to provide incentives for high-quality care.

23.2.2 Targeted components of income

Targeted components of income for special services, locations and roles would go only
to practices meeting stated criteria. The purpose would be to improve the match
between access to general practice services and the serious need for primary health care.

23.2.3 Performance income

Income for performance should come from a mix of programs and be linked to quality
and achieving defined outcomes relevant to national health objectives, including
population health outcomes beyond the scope of the individual practice.

                                               

1 There is an extensive literature on payment systems for doctors.  McKenzie et al. (1983) summarise
some of the approaches and their strengths and weaknesses.
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This component of the future funding system would alert GPs to the importance of
focusing on what is being achieved. Dependence for payments on outcomes must,
however, be counterbalanced by stability and predictability in terms of livelihood: this
component should remain a relatively small element of the overall funding system.

The new approach to immunisation is the first example of how payment might be linked
to performance, the level of payment increasing according to the proportion of children
immunised.

23.2.4 Flexibility

Overall flexibility in payment systems is needed to accommodate different patient
groups, locations and practitioner preferences, within general practice as defined.

The current mix of funding gives some degree of flexibility, but this may not be
sufficient to accommodate the changing needs of GPs, their patients, and population
groups that are currently poorly served.

Recommendation 108

That, over time, through a process negotiated with representatives of GPs, the
blended payment system be broadened to enable more choices in the form of
payment for GPs and practices that reflect diversified models of GP service
delivery.

23.3 How the current blended payment system developed

[The statistics in this section are derived from Medicare Statistics 1984–85 to June
Quarter 1997 (Department of Health and Family Services 1997) and 1994–95 Private
Medical Practice Industry Australia  (Australian Bureau of Statistics 1997).]

In 1994–95, before the introduction of the Better Practice Program, about 85 per cent
of income to general practice was linked to the Medicare arrangements, which provide
insurance for fee-for-service charges for individual services to consumers. Charges are
reimbursed by the Government through Medicare benefits, which are generally 85 per
cent of the Schedule fee, and amounted to an overall annual cost for unreferred
consultation items in 1996–97 of about $2.34 billion.

For about 80 per cent of Medicare-funded GP consultations GPs chose a method of
payment whereby consumers assign their benefits to the doctor, who then receives the
benefit in full payment for the service, with no co-payment being permitted. This method
of payment offers advantages to GPs in terms of fewer bad debts and better cash flow,
but the disadvantage is that it lowers the fee they might otherwise charge.
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For unreferred consultations not billed in this way, the average out-of-pocket cost per
service was $8.65 in 1996–97, or around 32 per cent of the average Schedule fee for
these services. These co-payments totalled $178 million, or 7 per cent of fees charged
for all unreferred services.

Other fee-for-service income for general practice comes from services to veterans and
for workers compensation and other insurance cases; this amounted to about 7.2 per
cent of income in 1994–95. Contract income— for example, for visiting medical officer
services— was around 4 per cent. Since the introduction of the Better Practice Program
the proportion of income derived from non–fee for service sources would have
increased.

Thus, although predominantly fee for service, general practice currently receives its
income from a variety of sources and through a variety of payment mechanisms. The
mix of course will vary from practice to practice and from GP to GP, but it is obvious
that there is already a blended payment system.

23.4 Indexation

Since 1992–93 Schedule fees for recognised GPs’ consultation items have increased by
2.08 per cent and those for other unreferred attendances not at all; this compares with a
CPI increase of 9.97 per cent. This situation is a consequence of government decisions
to freeze the Schedule fees for other medical practitioner items and at best partly index
the recognised GP items, with the ‘savings’ being redirected into non–fee for service
elements of GPs’ funding.

This has been a source of great contention. GPs and GP organisations see it as a breach
of the original agreement between them and the Government in relation to the General
Practice Strategy, which stated that a pool of funds for additional funding for general
practice should be made available but that the establishment of this pool should not
interfere with rebates for fee-for-service items for vocationally registered general
practitioners.

Their dissatisfaction has been compounded by the fact that available non–fee for service
funds have not been expended and have thus been lost to general practice. This situation
has arisen from the lower than predicted rate of uptake of the Better Practice Program
and delays in payments through the Divisions and Project Grants Program. Between
1992–93 and 1996–97, $761.7 million— excluding the RACGP Training Program— has
been available to the General Practice Strategy in Federal Budget allocations, of which
$139 million represents savings from the 50 per cent indexation of GP Medicare
Benefits Schedule items and the fee-freeze on other unreferred items. In the same period
expenditure through the General Practice Strategy totalled $391.2 million, or
$252 million more than the fee freeze and indexation savings.

GPs are very concerned about the method of indexation used by the Commonwealth for
both Schedule fees and for the non–fee for service component of the blended payment
system. They are also concerned about the lack of any arbitration or dispute-resolution
process to deal with disagreements. The consultations and submissions (for example,
submissions 18, 23, 33, 77, 127) confirmed this.
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The Government’s position is that it has abandoned specific indexation methods for
individual types of payment and now uses a single method of indexation across all
programs. In relation to the question of independent arbitration, the Government
considers that, with the abolition of independent fees inquiries in 1986, since doctors
remain free to determine their own charges and since GP representative organisations
are unable to deliver certainty in relation to doctors’ charges, there is no role for an
independent arbiter in setting Schedule fees.

The Government considers that the Medicare Benefits Schedule is essentially a schedule
of benefits to subsidise consumers for the costs of medical services. Adjustments are
therefore a matter of policy. In the absence of any capacity to control the number of
doctors or the overall number of services, Schedule fee levels and the overall mix of
payment types are the main ways it can influence total outlays.

Recommendation 109— key recommendation

That the Commonwealth Government agree in principle to full annual indexation of
its total funding for general practice services, including Medicare Benefits Schedule
fees. The question of how to implement this within a context of an understanding of
overall growth in Commonwealth outlays on GP services should be referred to the
proposed General Practice Partnership Advisory Council for inclusion in the
proposed partnership agreement.

23.5 Trends in GPs’ incomes

Although GPs are free to charge whatever they wish, they say their net incomes are
being eroded because Schedule fees have not been adequately indexed and their costs
have continued to rise.

Figures provided to the Review Group by the Department of Health and Family Services
show that mean fees-charged incomes for recognised full-time practice derived from
Medicare-subsidised services increased by 72.77 per cent between 1984–85 and 1996–
97; this compares with a CPI increase in the same period of 72.45 per cent. Figures
derived from Medicare claims data show that in 1996–97 the median gross fees-charged
income for a recognised GP in full-time private practice was $155 417.

In the early years of Medicare, full-time fees-charged incomes fell behind the CPI
increase, but they caught up and ran ahead of CPI increases following the introduction
of vocational registration and the associated higher Schedule fees. Since 1994–95 the
CPI has moved ahead again, coinciding with the attempts to broaden the General
Practice Strategy funding base through reduced indexation and a move to non–fee for
service payments.

The constraints on gross incomes partly reflect the impact of limited increases in
Schedule fees. With the current levels of bulk billing, a high proportion of many GPs’
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incomes is tied directly to Medicare benefits set by the Schedule fee: 50 per cent of
recognised GPs bulk bill over 80 per cent of services. Other GPs are less dependent on
benefit levels: over 40 per cent of recognised GPs bill patients for at least 30 per cent of
their services.

GPs also believe that Schedule fees for their consultation items have been inadequate
since the fees’ establishment in 1970 based on the most common fee. The situation has
deteriorated as GPs have been squeezed out of providing the better rewarded procedural
items, so that they rely increasingly on consultations for the majority of their income.

A dilemma for both government and GPs arises from the contrast between the high
overall cost of increasing fees because of the increasing number of GPs in the workforce
and the relatively small impact this would have on individual GPs’ incomes. For
example, an average increase of $1 in the benefit for unreferred consultation items
would cost over $100 million in untargeted outlays but there is no evidence that it would
lead to improved health outcomes and the annual return to GPs would be about $6000
to $7000 per full-time GP. In contrast, GPs providing 15 000 services a year would gain
$15 000.

Medicare data suggest that a major contributing factor to low growth in fees-charged
incomes has been individual GPs’ own charging practices. Evidence suggests that GPs
do not always increase their fees in keeping with increases in Schedule fees. For
example, when higher Schedule fees for registered GPs were introduced the full increase
in Schedule fees did not translate into equivalent higher charges (Calcino, in prep.).

Competition seems to be playing an increasing role, contributing to the overall level of
bulk billing as well as influencing charges for patient-billed services. In the early years of
Medicare, reduced charges through increasing levels of bulk billing were offset by
increasing out-of-pocket costs for patient-billed services. Cross-subsidising was
occurring and the average fee charged for unreferred consultations was between
94.1 and 94.5 per cent of Schedule fees (Department of Health and Family Services
1996a).

Since 1989–90 the level of bulk billing has continued to rise, but GPs’ capacity to offset
this reduced income by increased charges to other patients seems to have diminished.
The average fee charged relative to the Schedule fees has fallen from 94.5 per cent in
1990–91 to 91.6 per cent in 1996–97 (Department of Health and Family Services 1996a;
figures provided by the Department). GPs have lost 3 per cent in gross income because
their average charges have not kept up with Schedule fee increases.

When regional patterns are examined it becomes apparent that, while this trend has
occurred to some degree across all types of regions, the main impact has been in capital
cities and other urban centres— precisely those areas where competition between GPs is
strongest.

Australian Bureau of Statistics (1997) figures suggest that GPs in 1994–95 averaged a
further 15 per cent in gross income from non-Medicare sources. With practice costs
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estimated at around 50 per cent of gross income2, this would suggest net incomes of the
order of $91 000.

There are no reliable figures about trends in GPs’ personal incomes; that is, income after
costs and before tax. The main source of information about actual net incomes is the
annual interpractice comparison survey by the RACGP, which surveys practices
participating in this component of the College’s continuing medical education and
quality assurance program. The survey is voluntary and does not involve a
representative sample of GPs, and it is not a cohort time series. As a result, any
information from it must be interpreted with great care.

The 1996 survey report suggests that in the eight years covered by the report net
incomes have increased considerably in real terms; that is, actual dollar amounts
discounted by CPI increases. The main reason for this appears to be an increase in the
number of services per GP while costs have remained relatively contained. This would
suggest that GPs have responded to constraints on Schedule fees by increasing their
throughput. But the hours worked appear to have changed little, so this in turn suggests
reduced average consultation times and consequent concern about lowered quality and
the overall impact on costs.

Between 1988 and 1996 median amounts in real terms changed as follows.

• Net incomes for a partner increased by 49.7 per cent, from $56 741 to $84 923.

• Net incomes for a salaried doctor increased by 65 per cent, from $31 825 to
$52 527.

• The cost of operating the practice increased by 10.6 per cent, from $88 052 to
$97 363.

• The number of services per doctor per year increased by 10.3 per cent.

The RACGP’s report shows considerable variation between practices in these and other
statistics.

It is possible, or probable, that the apparent high increase in real income is an artefact of
the sample. If the later participants were providing higher average numbers of services,
the apparently higher net incomes in 1995–96 compared with earlier years would be
reflecting the circumstances of a different cohort of doctors. Regardless of the real cause
of the increases in median net incomes stated in the report, the figures appear to
demonstrate that, unless extra sessions are added, practice costs are relatively fixed— for
example, rent and staffing— and do not increase (in the short term) as the number of
services increases.

This effect of over-reimbursement of practice costs is one of the main causes of
perceived inequities in a funding system that rewards GPs who provide high-quality,
comprehensive, coordinated care for people with complex health conditions less than

                                               

2 Sources quoted in the AMA’s submission to the Review (submission 127) estimate practice costs at
between 51 and 55 per cent of gross fee income.
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their colleagues with high throughput, mainly seeing people with relatively minor health
problems and referring on those with complex ones. Chapter 24 considers this further.

Through the Better Practice Program and other elements of the General Practice
Strategy some GPs have received payments that could have offset reductions flowing
from limited indexation. Many GPs have not.

Figures provided by the Department of Health and Family Services show that, for
practices participating in the Better Practice Program, the average payment represents
around 8.8 per cent of Medicare benefits payments for services provided by the practice,
although this varies between 0.5 per cent and 22 per cent on a regional basis, with urban
practices averaging $6720 per quarter compared with $10 036 for non-urban practices.

Payments through the Divisions and Project Grants Program do not generally constitute
a stable source of income and cannot be relied on since they often involve short-term
project work.

Information from the Australian Bureau of Statistics (1997) survey of private medical
practice shows what appear to be substantial inefficiencies in general practice arising
from its structure— large numbers of quite small practices operating in isolation. Figures
provided by the Department of Health and Family Services show that improved
efficiencies could change the balance quite substantially in terms of the way a practice’s
income is used, possibly freeing up over $100 million to increase net incomes. This is
4 per cent of total Medicare benefits paid for unreferred consultations, equivalent to an
increase of, say, 8 per cent in net incomes. Measures that could eventually lead to
improved efficiencies would have long lead-times, both in bringing about the changes
and in achieving the subsequent efficiencies (for example, practice amalgamations).

23.6 Trends in government outlays

Rapidly rising Commonwealth outlays, for GP consultations and for associated specialist
referrals, prescribing and ordering of pathology, and diagnostic imaging were one of the
main reasons the Commonwealth Government became interested in developing a
General Practice Strategy (Howe 1991).

Growth in outlays and in the number of unreferred consultation items slowed in 1996–
97, to 1.09 per cent in outlays on GP consultations and 0.38 per cent in services. This
compares with the average since 1992–93, when the General Practice Strategy formally
began, of 2.45 per cent for services and 4.05 per cent for benefits. Early trends are that
the growth in outlays and unreferred services in 1997–98 is likely to be around 0.2 per
cent and -0.3 per cent respectively, suggesting a further slowing in use of unreferred
services.

But, regardless of recent trends, uncertainty and high risks of continuing rapid increases
in outlays continue to be a problem for the Government and must be resolved in a way
acceptable to all parties.

Figure 23.1 shows the rise in Medicare benefits outlays compared with CPI growth
between 1984–85 and 1996–97; Figure 23.2 compares growth in the number of
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unreferred attendances with growth in the number of non-specialist practitioners and the
population during the same period. Benefit outlays have grown faster than the CPI, and
the growth in the number of services is clearly associated with the number of
practitioners, both of which have grown more quickly than the population.

Figures provided by the Department of Health and Family Services show that the
average annual number of unreferred consultations per capita increased from 4.1 in
1984–85 to 5.5 in 1996–97, an average annual rate of growth of 2.54 per cent.

Growth in benefits paid for unreferred attendances, and the CPI
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Figure 23.1 Growth in benefits paid for unreferred attendances and the CPI,
1984–85 to 1996–97

Source: Figures provided by the Department of Health and Family Services.

The reasons for this growth are complex:

• the lack of constraints on demand as a result of low or zero cost at the point of
service and unfettered freedom of choice of GP;

• ready access to GPs in many areas;

• increased numbers of GPs relative to the population;

• a shift of services from hospitals to general practice arising from shorter stays in
hospital, greater use of community-based approaches to the care of people with
complex conditions, and greater use of general practice for services also
provided in the outpatients and accident and emergency departments of
hospitals.
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Growth in number of unreferred attendances, non-specialist practitioners, 
and the Australian population
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Figure 23.2 Growth in the number of unreferred attendance, non-specialist
practitioners, and the Australian population, 1984–85 to 1995–96

Source: Figures provided by the Department of Health and Family Services.

23.7 Capping government outlays or fees

There are some overseas examples (such as in Germany and Canada) of capping through
a variety of mechanisms that give more certainty to both funders and providers.

In Germany capping has been applied through retrospective determination of fees based
on the numbers of services provided in the period. Fees are calculated by apportioning
the total funds available according to the number of services provided. A higher than
expected number of services results in lower than expected fees per item and vice versa.

In Canada a variety of arrangements apply or have applied:

• a simple capping of the total amount of fees that will be paid to a single doctor
each year;

• arrangements whereby the fee paid reduces at certain thresholds as the number
of services provided by any individual increases;

• negotiated pools, whereby future total payments for medical services are
predetermined over a set period. The calculation for the pool takes account of a
range of factors such as demographic changes, changing medical technology and
the CPI. If growth in the number of services is greater than anticipated in the
formula, fees are reduced by less than the CPI provision in the next year;

• controls on the number of providers.
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The main difference between the German and the Canadian arrangements is that the
German system works to contain actual expenditure to an agreed amount within the
period, whereas the Canadian systems does not prevent over-expenditure and does not
guarantee that over-expenditure in one year will subsequently be recouped. The German
approach is a true cap, whereas the Canadian arrangements operate as a constraint but
not a cap.

Some important differences between Australia and other countries make the utility of
their arrangements for Australia doubtful. One is the prohibition on patient charges in
Germany and Canada, where doctors are reimbursed directly and are thus unable to
transfer any reductions in payments to increased out-of-pocket costs to patients. The
risk of increased payments by consumers in Australia would be a concern to the
Government.

The role of the medical profession in setting the Schedule and associated fees in some
Canadian provinces enables the profession to arbitrate between different provider groups
to manage overall outlays more effectively.

Any measure that applies a pooling arrangement equally to all providers has the potential
to create perverse incentives. For example, doctors who limit services are disadvantaged
both in the short and longer terms compared with their colleagues who continue to
increase services: there is little incentive for anyone to contain costs.

Many of the overseas arrangements apply to all doctors and services, so that there is
little or no scope to manipulate the arrangements by transferring costs to another part of
the system (for example, by increased specialist referrals) or to sectors funded in other
ways (for example, public hospitals).

Arrangements that cap individual doctors’ incomes seem to mainly reduce access later in
the period as those affected withdraw from work: they do not scale services over the
year.

Finally, the ‘civil conscription’ provision in the Australian Constitution may restrict
action by the Commonwealth that directly affects doctors.

23.8 Reducing downstream costs and other areas of potential savings

Figures provided by the Department of Health and Family Services show that the cost to
the Commonwealth of pathology, diagnostic imaging and pharmaceuticals for services
ordered by GPs rose by 50 per cent between 1991–92 to 1994–95. This compares with
an increase of 23 per cent in Medicare benefits for unreferred consultation items in the
same period (Department of Health and Family Services 1997). Most of the increase
was a result of increased pharmaceutical costs. By 1994–95 the total expenditure on
downstream costs was 19 per cent more than the total cost of unreferred consultation
items. Specialist referrals are not included, and their cost is substantial.

The Review Group was informed that there are considerable differences, between
individual GPs and between regions, in the level of on-costs generated and in patterns of
prescribing and ordering— see Gadiel et al. (1997) for examples. Submissions suggested
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that there was considerable potential for achieving more appropriate patterns of
prescribing and ordering. While in some cases this might lead to increased downstream
costs, on balance the net effect would probably be to reduce them.

There might be potential here for ‘measure and share’ arrangements, which would
involve identifying where changes in GPs’ practice patterns had led to savings for the
Commonwealth in other areas of its outlays and then splitting the ‘savings’ in a manner
agreed between the Commonwealth and general practice. Some other areas of potential
‘measure and share’ arrangements are discussed in Sections 23.11 and 23.12.

But several factors complicate the implementation of such an approach. The Review
Group was advised that many existing initiatives— such as the General Practice Strategy
itself and the National Prescribing Service (see Box 23.1)—  had been funded on the
assumption that there would be downstream savings, which were already factored into
the Government’s budget forward estimates. Further, the Commonwealth has formal
agreements with pathologists3 and pharmacists4, which enable those groups to benefit if
outlays in pathology and pharmaceuticals are contained.

The lack of widespread availability of sophisticated information management and data
collection systems in general practice, and the absence of patient enrolment to a practice,
rule out or seriously limit the effectiveness of some potential approaches to ‘measure
and share’, at least in the short term.

23.9 Managing patient demand

While the increasing number of GPs relative to the population has been seen as a major
contributor to the increased use of GP services per capita (Howe 1992), many
commentators argue that the absence of a price signal for such services is itself an
important factor in the increase in use. This is an issue that may be related to both
quality and the equitable allocation of resources.

Many submissions argued that co-payments should be permitted for bulk-billed services
(see, for example, submissions 17, 18, 19, 21, 31,35, 72, 81, 83, 91, 112). This in part
reflects a view that this would help contain overall growth in use. It also reflects concern
that the absence of a co-payment devalues the service and makes it difficult for GPs to
manage patient demand.

Research suggests that co-payments do act to constrain demand. But they equally affect
essential services and services that are less significant: this is particularly the case for
groups who are not good at judging the seriousness of their medical problems
(Richardson 1992). The effect on demand is also likely to be very time limited.

                                               

3 Agreement between the Commonwealth Government and the Australian Association of Pathology
Practices and the Royal College of Pathologists of Australia.

4 ‘Agreement between the Minister responsible for the Pharmaceutical Benefits Scheme, the Honourable
Carmen Lawrence, and the Pharmacy Guild’, 24 April 1995.
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Box 23.1 The National Prescribing Service

The recently established National Prescribing Service, announced in the 1997–98
Federal Budget, provides a good example of how stakeholders can work
cooperatively towards shared objectives. The Commonwealth has provided
$3 million to establish the Service and $6 million a year for the following three
financial years to operate it. The initiative evolved from the need identified by the
medical profession and others with an interest in prescribing to have access to a range
of coordinated and independent prescribing support services to encourage quality
prescribing.

Other medical groups have entered into formal agreements with government, and
some of these agreements provide potentially useful models for general practice to
consider. In 1996 the Australian Association of Pathology Practices and the Royal
College of Pathologists of Australasia initiated negotiations with the Commonwealth
in relation to a three-year cap on pathology spending. The agreement reached
provides for just over 6 per cent growth each year, taking into account factors such
as population increase, the ageing of the population, and expected inflation. If the cap
is exceeded, fees will be reduced, with provision for automatic fee discounting. If,
however, pathology expenditure looks like being below the target, fees will be
adjusted upwards. In this sense, the cap is really guaranteed spending.

The Australian Constitution contains provisions that prohibit ‘civil conscription’ of
doctors. Because of this it is unlikely that a co-payment with bulk billing could be made
compulsory. If such a payment were optional some GPs would probably waive it
because of the economic circumstances of the consumer and for reasons of competition.
Thus such a measure’s overall probable impact on demand is unclear.

To the extent that co-payment did reduce demand there would be an associated
reduction in GPs’ incomes. It is not known where the balance would be between
reduced income from less demand and increased income from the co-payments.

Having considered all these factors, the Review Group decided against making any
recommendation on co-payments in the context of managing patient demand.

Other submissions argued that strengthening patients’ links to a particular practice
would enable GPs to take a more proactive part in educating consumers about
appropriate use of medical services (see, for example, submissions 24, 47, 83, 90, 98).

At the moment some GPs believe they face considerable difficulty retaining patients
unless they accede to their requests— for example, for specialist referrals and
prescriptions— even when their professional judgement is that this is not the most
appropriate action. This situation arises from consumers’ having complete freedom of
choice, the majority of GP consultations being free at the point of service, and in many
areas ready access to a variety of practices.
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23.10 Other factors related to co-payments

GPs provided examples of difficulties and inefficiencies that arise because no charges
related to the provision of medical services are permitted with bulk billing. Some
services involve consumables with a substantial cost; for example, vaccines and special
dressings. A practice cannot reasonably absorb these costs, which in some cases are
greater than the income from the consultation.

This situation either results in the service not being bulk billed or the patient being
required to provide the dressing or vaccine at their own expense. In the case of vaccines,
this may mean a doubling up of the consultation, one being required for the script for the
vaccine and the other to administer the vaccine. The patient incurs extra costs and
inconvenience; the Government incurs extra costs for both the extra consultation and the
dispensing fee for the vaccine. In the case of dressings, it might be feasible for GPs to
provide these at less cost than the patient would pay commercially.

Permitting a charge for the vaccine or the dressing, with certain safeguards, could result
in gains for all parties. Greater efficiency here could be another possible source of
‘measure and share’ arrangements and encourage bulk billing of such services. These
matters should be taken up under the proposed general practice partnership agreement.

Recommendation 110

That means be explored through which GPs providing certain consumable items
(such as vaccines) as part of a service are able to charge the patient for these items
at the same time as being able to bulk bill for that service.

23.11 ‘Pay Doctor’ cheques and electronic processing of claims

GPs have long asked that ‘Pay Doctor’ cheques be paid directly to doctors, not directed
through the patient, as currently is the case. They say that this would reduce the lag
between when the payment is received and when it is passed on, if at all (see, for
example, submissions 17, 19, 56, 76, 81, 83, 106).

The Review Group received no figures from the Health Insurance Commission that
would have enabled it to judge the extent to which such delays are a problem. In the
absence of these figures, it noted information from the RACGP’s interpractice
comparison survey (1996) that the median total cost to practices of bad debts and
interest and finance costs is about 0.7 per cent of practice income.

The Government has always resisted such a proposal. It considers that GPs’ real agenda
is to move from bulk billing to ‘Pay Doctor’ cheques delivered directly to doctors. This
would be the equivalent of bulk billing with a co-payment, with no risk of increased bad
debts and cash flow problems. It could bring a big increase in co-payments, and it raises
questions about affordability for consumers.
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Counter-arguments are that the high level of competition would limit GPs’ capacity to
increase charges and that, to the extent that they were able to increase charges, demand
would be reduced, thus eroding any extra income.

More recently, GPs have sought the availability of electronic lodging for all claims, not
just bulk-billed claims. A report on telehealth by the House of Representatives Standing
Committee on Family and Community Affairs recommended as follows:

• overnight processing of payments to doctors who lodge claims with the
Health Insurance Commission electronically. Any outstanding amount for
patient-billed services be paid at the time of the consultation (Labor members
dissenting).

• continuation of the current system of reimbursement for those doctors who
have not computerised and who continue to lodge paper claims. In particular
there should be no change to the current paper-based bulk billing
arrangements. (1997)

If implemented, the first recommendation would result in payments going direct to
doctors for the benefit component of patient-billed claims (the equivalent of ‘Pay
Doctor’ cheques going to the doctor). This would have the effect of introducing a
co-payment, and it would be unacceptable to the Government in the absence of any
means for ensuring the continuing affordability of service.

Figures provided to the Review Group by its Research Unit show that the ‘one-off’ cost
to the Government of implementing overnight processing would be very high— about
$135 million for GP services alone. This is a consequence of bringing forward claims. In
the medium term the implementation of accrual accounting for Commonwealth accounts
would eliminate this cost, which is an artefact of the current cash-based accounting
system. Associated administrative savings from the reduced processing costs involved in
electronic claims would be around $7 million a year.

Recommendation 111

That the ‘measure and share’ possibilities arising from an increase in electronic
claims processing be referred for consideration in the proposed partnership
agreement between the Government and general practice.

Recommendation 112

That GPs be made aware that currently practices are able to lodge Medicare claims
on behalf of their patients and charge a ‘moiety’ for the balance of their fee, but the
‘Pay Doctor’ cheque can go only to the patient.

Recommendation 113

That, where requested by the GP, the Health Insurance Commission provide GPs
with a list of ‘Pay Doctor’ cheques that have been issued; that is, unpaid accounts.
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23.12 A role for private health insurance?

The scope for increasing funds available for general practice through a greater role for
private health insurance was also raised with the Review Group.

Some submissions argued that private health insurance should be permitted to cover the
gap between the Medicare benefit and the Schedule fee or fee charged. At present the
Health Insurance Act 1973 permits gap insurance only for the 25 per cent gap between
the benefit and the Schedule fee for inpatient services to private patients. It also
encourages arrangements between health funds, doctors and hospitals to guarantee zero
out-of-pocket costs for privately insured inpatients, or at least to limit such costs.

It is doubtful that a marketable product for gap insurance for GPs services could be
developed. The high ratio of administrative costs to benefits and the low risk to
consumers of high gap costs over a year for GP services would make the product
expensive relative to the protection offered. Permitting gap insurance would also be
inconsistent with arguments that there need to be increased co-payments to discourage
inappropriate use of services.

There is, however, scope for ‘measure and share’–type arrangements between health
funds and general practice. As health funds strive to contain their outlays on hospital
costs through avoiding admissions and reducing lengths of stay they are recognising the
need to provide alternatives in the community. GPs could be in a good position to
coordinate complex community-based care equivalent to care currently provided in
hospitals and to assist the insurance funds in reducing inappropriate admissions.
Pursuing this will require general practices to become more sophisticated in their
approach to care (for example, including allied health services within the practice) and in
their ability to negotiate arrangements with health funds.

Similar developments might also be possible with State and Territory governments.

Recommendation 114

That organisations representing general practitioners enter into negotiations with
funders such as private insurers and State and Territory governments with a view to
identifying and implementing mechanisms for ‘measure and share’ or other
arrangements for an enhanced role for general practitioners in services paid for by
those funders.

23.13 Differential rebates

Access is the first precondition of quality (Donabedian 1998b). At present Australia’s
health system is characterised by very uneven access to GP services.



Changing the Future through Partnerships

250

A number of submissions (for example, submission 11) suggested that one way to
improve access to GPs’ services for underserved groups was to introduce a differential
Medicare rebate (say, 100 per cent of the Schedule fee) for services to selected groups
(such as people in rural and remote areas, Indigenous Australians, and health care
cardholders). It was stated that through the increased rebates GPs would receive higher
incomes, providing an incentive for GPs to practise with underserved groups. This
position was strongly held by groups representing rural GPs because of their perception
of a maldistribution of Medicare funds.

The introduction of differential rebates would involve a major change to the current
Medicare arrangements whereby everyone contributes on the same basis and receives
benefits based only on their use of services.

The only differential rebates that currently exist are linked to patterns of health service
use (that is, a 100 per cent rebate for patients who have exceeded the annual safety net
in out-of-pocket costs and a 75 per cent rebate for services to private inpatients).
Differential Schedule fees apply according to the qualification of the practitioner; for
example, the higher Schedule fees that apply to unreferred consultations provided by
recognised GPs.

The impact of differential rebates on both patient costs and doctors’ incomes is
uncertain: it would be determined by each doctor’s decision about charges. Further, the
cost of implementing such a measure would be substantial, and there would be no
guarantee of any increase in access.

Cost-neutral implementation would require lowered rebates to other groups of
consumers, with a consequent effect on them that was uncertain and unrelated to their
health care needs. Use of differential rebates would also bring with it all the perverse
incentives associated with the current fee-for-service arrangements, would not assist in
improving quality, and would involve complex rules and inequities to deal with boundary
issues.

23.14 The importance of predictability and acceptability

There are limited funds for growth. Some may be obtainable from non–Medicare
Benefits Schedule sources or other Medicare Benefits Schedule sources. Managing
patient demand would possibly have an adverse effect on income and the effect of
differential rebates would be uncertain.

GPs face considerable uncertainty in how changes in government policy might affect
their incomes.

Repeated calls for GPs to move away from bulk billing and perceived uncertainties
about government policies in relation to co-payments or other changes to the Medicare
system cause consumers to worry that out-of-pocket costs might rise.

The rapid growth in outlays under Medicare and the Pharmaceutical Benefits Scheme
and the variation in these from year to year cause problems for the Government.
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The future funding system for general practice must provide more predictability and
acceptability in incomes for GPs and costs for patients and governments.

There are no formal mechanisms whereby both the Government and GP organisations
might come to binding agreements about funding, as has occurred with pharmacists and
pathologists. More formal arrangements have the potential to enable the ‘hard’ issues to
be dealt with over time and to allow all parties to plan ahead with more certainty.

For general practice there are many difficulties associated with negotiation on the ‘hard’
issues, among them the difficulty for leaders in balancing what is popular and ‘saleable’
to GPs with decisions that give gains to the Government, or indeed the profession itself
over the longer term. Nevertheless, the process of partnership provides the best
opportunity to test what is possible. The Review Group recommends as follows.

Recommendation 115— key recommendation

That, in the next six months, the Commonwealth Government and representatives
from general practice organisations enter into negotiations to develop a five-year
financing agreement.

Recommendation 116

That the five-year financing agreement cover substantial matters likely to be of
significance to strengthen and appropriately recognise general practice, to ensure a
strong primary medical care sector that provides high-quality, cost-effective care
consistent with effectively meeting the community’s needs and priorities, within an
overall cost acceptable to the community.

Recommendation 117

That, as a minimum, the agreement should seek to give GPs, the Government, and
consumers more certainty and predictability about matters of importance to them
and about what changes might occur in the future. It must contain provisions
designed to address the complex issues underlying each party’s concerns.

The Review Group considered that finding ways to effectively engage general practice in
helping to contain increases in overall health costs while not compromising quality of
care offered general practice an opportunity to demonstrate its capacity to work
cooperatively with government and the community to resolve health system problems of
mutual concern. The proposed partnership agreement will provide a vehicle for this.

Table 23.1 shows examples of matters of importance to GPs and the Government and
possible common ground for their resolution.



Changing the Future through Partnerships

252

Table 23.1 Matters of importance to GPs and the Government and possible
common ground for their resolution

GPs perspective Government perspective Possible common ground

 Full indexation of Medicare
rebates for GP items and non–
fee for service GP payments

 Indexation as a lever on costs
and blended payment mix and
offsetting savings

 Full indexation in context of
wider agreement on mix and
predictable and acceptable
overall outlays

 Rewards linked to quality and
effort; disincentives for
inappropriate practice

 Rewards linked to quality and
effort; disincentives for
inappropriate practice

 Appropriate mix and structures
within components in blended
system to reward high-quality
practice and get best value for
money

 Development of locally
delivered programs to review
quality alone and with peers

  Agreed statement by the
profession about what
constitutes ‘quality’

 Dispute resolution, arbitration  GP organisations to deliver
the profession in agreement

 Recognising the need for
leadership initiatives; greater
predictability

 Increased net incomes

• returns on investment and
improved infrastructure

• realising efficiencies in
funding of better practice

• access to additional funding
and better use of GP
resources through better
business practices

 Constraints on overall costs.

 No increase in out-of-pocket
costs

 Increased efficiency at practice
level

 Planning framework that
improves structure and
distribution over time

 Returns to GPs from savings in
wider systems flowing from
GPs’ actions from downstream
savings

 Savings in wider health
system— for example, reduced
downstream costs either for
new initiatives or returned to
consolidated revenue

 ‘Measure and share’ directly or
through new funding
arrangements— for example,
budget holding

 Electronic processing for
improved cash flows;
encouraging computer use

 Small efficiencies from
electronic processing

 ‘Measure and share’

 ‘Pay Doctor’ cheques to GP

• cash flow— increased

• bad debts— decreased

• co-payment— increased

 No increase in out-of-pocket
expenses

 Develop a voluntary option for
‘Pay Doctor’ cheques to go
directly to practice in exchange
for a practice-by-practice
agreement on charging

 Freedom to choose where to
practice

 Better match in distribution of
practices, GPs, population and
need

 Financial incentives for practice
in underserviced areas of high
need

 Disincentives to practice in
relatively oversupplied areas

 Full expenditure of non–fee for
service components of General
Practice Strategy

 Full expenditure of non–fee
for service components of
General Practice Strategy
within context of overall GP
outlays being acceptable

 Mechanism to review and adjust
payments in year

 Mechanism to increase
certainty, acceptability in
Medicare Benefits Schedule
outlays
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24 Fee for service and the Relative Value Study

Perverse incentives in the current Medicare items and Schedule fees for GPs mean
that the greatest rewards go to GPs who see the greatest number of patients in the
shortest time.

Income disparities between general practice and some specialties are greater than
can be justified on the basis of work value and years of training.

Some of these problems will be resolved though implementation of the proposed
new item descriptors and new Schedule fee relativities being developed through the
Relative Value Study, although the exact impact on different groups of GPs, and
between GPs and specialists, is uncertain.

Other problems such as payment for non–patient contact time and delegation to
other staff in the practice may need approaches independent of the Medicare
arrangements.

The recommendations in this chapter cover the following:

• implementation of the proposals resulting from the Relative Value Study;

• steps to reduce perverse incentives flowing from the fee-for-service
arrangements;

• possible new programs specifically for complex and coordinated care,
depending on the outcome of trials, including models of patient linkages to
practices.

24.1 Introduction

The current fee-for-service system in Australia produces income disparities between GPs
and specialists that are hard to reconcile with any objective assessment of work value.
GPs consider that their net incomes are low when compared with those of their
specialist colleagues and other professionals with similar levels of training and
responsibility.

Recent work done for the Relative Value Study suggests that more experienced GPs are
not well paid compared with experienced professionals with management responsibilities
in fields such as accountancy and law (Hay & Trowbridge 1997).

Further, there appear to be large disparities in gross incomes between GPs and some
specialties. Specialist consultations, for example, attract a larger Medicare Schedule fee
compared with GP consultations and generally are not time based. Many specialists earn
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a higher proportion of their income from procedures, which in terms of the time
involved are usually better paid than GP consultations. These differences are illustrated
by specialists’ incomes from services that attract a Medicare benefit, as Table 24.1
shows.

Table 24.1 Median Medicare gross fees-charged income for selected types of
doctors, 1996–97

Type of doctor
Median gross fees charged

($)

Median gross fees charged
relative to those charged by

recognised GPs (%)

 Recognised GP  155 417  100.0

 Psychiatrist  169 123  108.8

 Consultant physician  205 196  132.3

 Specialist surgeon  255 180  164.2
Note: Excludes income from hospital work.
Source: Medicare claims data.

The differences arise partly because specialists are more likely to charge a patient
‘moiety’, reflecting their stronger market position. An examination of fees charged for
Medicare-funded services shows that on average specialists charge more relative to the
Schedule fees than do recognised GPs. Medicare claims data show that recognised GPs’
average charge per service is 91.6 per cent of the Schedule fee, while for specialist
surgeons the figure is 117.3 per cent.

Specialists also enjoy more opportunities for hospital work (as visiting medical officers)
than appear to be available to GPs. Income from this is not included in Table 24.1.

Reliable information on net, as opposed to gross, incomes is not available but, after
allowing for the higher practice costs of some specialties, there seems little doubt that
GPs earn considerably less than the average income earned in many specialties. This may
influence the career choices of young doctors, in terms of whether they choose general
practice in preference to a specialty and, if they do, whether they choose to invest in
their own practice.

There appears to be consensus that the current Medicare items and Schedule fees for
GPs do not generally provide suitable rewards for high-quality, professional effort and
commitment. Instead, they provide the greatest rewards to GPs who see the greatest
number of most patients in the shortest time.

This situation arises from both the fee-for-service system, which rewards doctors for
each service provided regardless of the need for or the quality of the service, and the
specific manifestation of the Medicare Benefits Schedule, which provides GPs with the
greatest return per minute for services lasting six minutes. This results in very high
returns for GPs with rapid throughput and much lower ones for GPs seeing patients with
complex conditions that require time during the consultation and for coordinating the
care required for effective management.
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Thus the dominant incentive in the current arrangements, especially when combined with
the pressure of competition, is a perverse one if quality of care is the prime objective.

Recommendation 118— key recommendation

That the fee-for-service component of the blended payment system minimise
perverse incentives and maximise incentives for good-quality care.

Mechanisms should be explored to minimise the perverse incentives of the fee-for-
service component of the blended payment system and maximise incentives for
good-quality care.

24.2 The Relative Value Study

For the past two and a half years the medical profession has been working with the
Government through the Relative Value Study to develop changes to the Medicare
Benefits Schedule and associated fees to redress some of the problems just discussed
and incorporate the notion of equal value for equal work.

More reliable information on GPs’ incomes relative to specialists and other comparable
professionals will soon be available through research commissioned by the Medicare
Schedule Review Board for the Study. In the light of this, and in the absence of other
reliable, comprehensive information that would inform the debate, the Review Group did
not directly examine the question of relativities between GPs and specialists.

It is intended that the RVS will take into account the actual work value of GP services,
reflecting GPs’ training (almost as long as that for many specialists), the complexity of
their daily work with patients with undifferentiated or complex conditions, and their
commitment to continuing maintenance of competence.

If this occurs, one outcome of the RVS would be to redistribute some government funds
to general practice. Considering, however, that unreferred consultations currently
represent about 38 per cent of total Medicare rebates, any move away from specialist
rebates to GP rebates would probably not have a great effect on GP rebates.

Another important factor in the relatively higher incomes for specialists is specialists’
stronger market position, which enables some specialties to attract fees well above
Medicare Schedule fees.

Because of the significance of these factors for the future of general practice the Review
Group decided they should be further examined by the proposed General Practice
Partnership Advisory Council.

The Review Group also examined whether the new item structure for consultations
being developed through the RVS would resolve the problem of excessive rewards for
high throughput. The proposed draft core structure for consultations in rooms
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‘combines the content of each level of service expressed in terms of the key activities
undertaken by doctors at those levels, supported by the approximate time that each level
of service would ordinarily take’ (Medicare Schedule Review Board n.d.).

The proposed core structure contains eight levels of services, grouped in five-minute
intervals up to 20 minutes, increasing to 10- and then 15-minute intervals as the total
length of the service increases. It requires that the items charged reflect the content of
the medical record, supported by approximate time references.

The results of some modelling of the potential impact of this proposal on individual GPs
suggest that the new structure has the potential to redistribute funds away from GPs
providing large numbers of relatively short services towards GPs providing a higher
proportion of longer services, which are likely to involve complex care, health
promotion, educational activities and care coordination.

In the absence of decisions about the relativities between the items and a clearer picture
of how GPs’ practice patterns might change in response to the new structure, it is not
yet possible to draw any firm conclusions about the likely effects of the proposal.
Further modelling will be done within the RVS to gain a clearer picture: the Review
Group considers that organisations representing general practice should liaise with the
Medicare Schedule Review Board during this process.

Nevertheless, the proposed new item descriptors, with their emphasis on the content of
the medical record, have the potential to reduce some of the perverse incentives that
exist in the current Medicare Benefits Schedule items for unreferred consultations and
that adversely affect GPs’ behaviour and morale.

Recommendation 119— key recommendation

That the proposed new item structure for attendance items developed for the
Relative Value Study be implemented as soon as practicable once a better
understanding of the effect of its early introduction is achieved. The Review Group
considers that this will address, in part, some of the perverse incentives in the
existing structure.

People training to become GPs may incur greater costs than people choosing specialist
training: this affects the career choices of many medical graduates. GP trainees and
specialist trainees invest a similar amount of time in training but GPs generally earn less,
both during training and as lifetime earnings. In a paper prepared for the Medicare
Schedule Review Board GPs’ average earnings during the training period were
estimated to be $64 682 a year, compared with $91 730 for trainees in paediatrics,
psychiatry and gastroenterology (Hay & Trowbridge 1997).
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Recommendation 120

That the relative values for GP items flowing from the Relative Value Study take
full account of both the actual and the opportunity costs incurred by GP trainees.

24.2.1 The Relative Value Study and excessive rewards for high throughput

Once a practice has covered its costs, any further revenue goes predominantly to
professional income for the GPs. Medicare statistics show considerable variation in the
number of consultations per recognised GP: 1700 or so GPs average less than
400 consultations a year, while about 300 GPs each provide more than
15 000 consultations a year. Net income increases disproportionately to effort. For
example, the Review Group’s Research Unit found that a doctor providing
13 000 consultations a year could have a net income three times that of a fairly typical
GP providing 6500 consultations a year, although the workload in terms of patients
might be only twice that of the typical GP and the hours worked almost identical.

Medicare data show that between 1984–85 and 1996–97 there was an increase of almost
35 per cent in the relative proportion of unreferred consultations provided by doctors
providing more than 10 000 consultations in a year: in 1984–85, 3.1 per cent of doctors
providing unreferred consultations provided more than 10 000 consultations and
accounted for 15.6 per cent of unreferred consultations; in 1996–97, 4.6 per cent of
doctors were in this category and provided 21 per cent of unreferred consultations.

Concern about the high net incomes of GPs who provide what many commentators
consider to be excessive services of questionable value and quality was a recurring
theme in submissions and consultations (see, for example, submissions 14, 31, 76, 128).

There are few brakes on doctors who choose to engage in high-throughput medicine.
Processes for detecting and dealing with inappropriate practice operate at a low level of
case finding. Among the solutions proposed in submissions were various options for
restructuring the Medicare Benefits Schedule items and a variety of proposals for
capping or constraining total benefits paid for services by individual GPs in defined
periods.

Finding an acceptable way to reduce the perverse incentives to high throughput is
crucial to improving morale in general practice and targeting funds more effectively to
high-quality services.

As a possible solution, capping the volume of services directly through the rebate could
have the unacceptable consequence of penalising the patient, who is unwittingly one of
those whose services exceed the cap on volume.

The Review Group spent considerable time debating whether implementing the RVS
proposals would be sufficient to deal with the problem, particularly since the impact of
those proposals is by no means certain. The earliest date for their implementation is
probably June 1999 and, in view of the uncertainties of the impact on service patterns
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and benefit costs it may be a phased process. It could therefore be several years before
GPs see the full benefit of the proposed new items and relativities.

The work being done for the RVS involves a separate assessment of the practice cost
and professional income components of Schedule fees. This raises the question of what
level of practice costs should be incorporated in Schedule fees for high-volume
providers, and it opens up the possibility of different approaches applying to the two
components of the Schedule fee.

The Group considered a range of options that involve separating the professional
income component from the practice cost component of the Schedule fee and capping
the practice cost component over a defined period, as a supplement to implementing the
RVS proposals. Data provided by the Group’s Research Unit suggest that around
$150 million a year could be harvested for other uses if practice costs were capped after
7000 services a year, although implementation of the RVS proposals would in any case
redistribute an unknown proportion of these funds away from high-throughput GPs. The
funds saved could then be redirected into general practice to reward quality of care.

Debate also centred on whether these funds should be redirected into the professional
income component of the Schedule fee to give an immediate increase in this or whether
the funds should be quarantined to provide rewards for specifically targeted activities
related to quality. Redirecting funds into the professional income component would
dilute the effect on those GPs providing high-quality care because the gains would be
distributed to all GPs according to the number of services each provided. Using the
funds in a more targeted way would require lead-times to develop programs that
achieved this effectively.

These options raised complex questions. On one hand, concerns about government
control and increases in out-of-pocket costs were expressed but, considering that
80 per cent of GP services are currently bulk billed, some Review Group members did
not see this argument as important. On the other hand, some Group members saw an
opportunity to deal with a problem that has been of considerable concern to many GPs.
This debate was also seen as a good way to start to move the focus of the financing
arrangements to the practice, in keeping with much of the Group’s thinking about the
future of general practice.

The Review Group concluded that, on the evidence currently available, it does not
support introducing separate mechanisms for the payment of practice costs as distinct
from professional components within the Medicare rebate.

Recommendation 121

That the concept of introducing separate mechanisms for the payment of practice
costs and professional components within the Medicare rebate be the subject of
broader informed debate within the profession. To facilitate such debate the Review
Group recommends that there be further examination of the concept through the
proposed partnership processes.
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24.3 Other ways of improving the Medicare Benefits Schedule

Some submissions argued that other changes to the Medicare Benefits Schedule, beyond
implementation of the RVS proposals, could be used to encourage and reward quality
care. There were suggestions that new items be introduced to recognise aspects of
coordinating care for patients with complex conditions; for example, developing and
coordinating a management plan, case conferencing with care providers, and discussions
with carers. Other suggestions were for items to cover work delegated to nurses or
allied health professionals in recognition of the fact that much of the work that is done,
or could be done, in general practice does not call for the skills of a GP but could be
carried out appropriately and efficiently by other practice staff.

Although these suggestions offer considerable potential for recognising and rewarding
work not currently adequately remunerated, a number of barriers would have to be
overcome before they could be implemented.

• The lack of linkage of consumers to a practice is a serious barrier to making
payments for coordinating care.

• Extension of the Medicare Benefits Schedule to delegated items in the absence
of any practical way to cap items could lead to a large uncontrolled increase in
costs and added pressure for the Schedule to be extended to non-medical
providers in private practice.

• There are accountability concerns associated with paying for services provided
when the patient might not be present.

There may be other ways of dealing with some of these problems outside the Medicare
Benefits Schedule arrangements that would be more acceptable to the Government
because they offer greater certainty in outlays and greater ease in targeting payments,
rather than trying to deal with them through a system that provides rebates for any
service done by any doctor anywhere.

Among these could be a variety of practice or ‘episode’ payments for non–patient
contact services associated with planning and coordinating care for people with complex
conditions over a set period. Effective targeting of some of these payments might
require a patient to nominate a principal practice for care associated with a chronic
condition.

Recommendation 122

That the General Practice Partnership Advisory Council explore funding
mechanisms for the payment of non–patient contact time within the RVS outside
the immediate consultation system; for example, talking to police, allied health
professionals, and statutory bodies such as child protection agencies.
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Recommendation 123

That the General Practice Partnership Advisory Council explore funding
mechanisms for practices for work delegated to appropriate non-medical health
professionals in the practice.

This exploratory work could be part of the trials of patient linkages and new models of
practice organisation and funding.
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25 Replacing the Better Practice Program

The controversy surrounding the Better Practice Program has been a substantial
set-back in efforts to give general practice access to funds outside of Medicare
rebates.

Problems have been compounded by the inability to predict the level of funds going
to individual practices and the regular underspending that has occurred in the non–
fee for service components of general practice funding.

The findings and recommendations in this chapter cover the following:

• the form of a replacement for the Better Practice Program to overcome
many of the problems associated with the current Program and to more
closely align payment with quality-related activities;

• a mechanism to avoid underspending in future years;

• transitional arrangements, including accommodating accreditation over time
as a ‘gateway’ to elements of the proposed new program.

25.1 Introduction

Two features of the future funding arrangements for general practice require a non–fee
for service component:

• targeted components for performance and special roles or locations;

• flexibility in payment systems to accommodate different payment groups,
locations and practitioner preferences.

The Better Practice Program is the main vehicle for providing such funds at the moment,
but there are serious problems with this Program. These must be resolved if progress is
to occur in giving general practice access to funds outside the Medicare arrangements.

25.2 The Better Practice Program

The Better Practice Program was initiated partly in response to the obvious need to
assist practices providing high-quality care. Funding in the General Practice Strategy had
originally been earmarked to provide practice enhancement grants to accredited
practices. Given the very long time it took to implement accreditation and the
profession’s reluctance to link accreditation with practice payments, these funds were
not spent in the first three years of the Strategy. This led to the Government unilaterally
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introducing the Better Practice Program in an attempt to make the money available
pending implementation of accreditation. Box 25.1 describes the main features of the
Better Practice Program.

25.2.1 The shortcomings of the Program

Introduction of the Better Practice Program was strongly opposed by organisations
representing general practice and the Program has not proved popular with GPs. The
reasons for this are varied:

• opposition from some GP organisations to the introduction of any form of
payment other than fee for service;

• opposition from GP organisations because of concern about the Program’s
unilateral introduction and the link to reduced indexation of the rebates;

• the Program’s complexity;

• income uncertainty for practices because the level of payment is unpredictable
and not within the individual practice’s control;

• scepticism about the Program having any connection with improving quality
since payments are not linked to any measurable outcomes or anything else that
GPs accept as related to quality;

• confusion between elements common to the Better Practice Program and the
vocational registration arrangements— both provide extra rewards to recognise
the extra costs and commitment of participation in continuing medical education
and quality assurance and the provision of whole-person care, including ensuring
access to after-hours services.1

GPs also appear concerned about the long-term availability of the funds, with interest
and participation in the Program following a cycle reflecting statements in the medical
press about the Program. For example, the Review Group received information from the
Department of Health and Family Services to the effect that interest waned when the
Coalition Government stated its intention to review the Program and it was widely
believed the Program would be abolished.

                                               

1 As revealed by a brief examination of submissions in response to the discussion paper ‘Targeting
Quality in General Practice” circulated as part of the Department of Health and Family Services review
of the Better Practice Program.
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Box 25.1 The Better Practice Program: main features

The eligibility ‘gateway’ requires a practice to demonstrate the following.

• It is a ‘bona fide’ general practice in good standing in the community, as
indicated by

– its provision of primary, continuing, comprehensive whole-patient care to
individuals, families and their communities,

– 90 per cent of services being provided by recognised GPs,
– rendering Medicare-recognised GP items,
– a solo practice or a group of GPs sharing the care of a common group of

patients,
– all staff having appropriate training and participating in continuing

education,
– all doctors having professional indemnity cover,
– other providers having not been refused indemnity cover,
– the owner, manager or doctors in the practice having not been found to

engage in inappropriate practice through Professional Services Review
processes or fraud against Medicare,

– no provider in the practice being deregistered or suspended by a
registration board.

• It provides a comprehensive range of services, as evidenced by the
availability of

– away-from-surgery visits,
– access to 24-hour care.

• It has a patient focus, as evidenced by

– consultation times that are flexible and allow sufficient time to provide
quality care (an average of 10 minutes minimum per consultation),

– a practice information sheet readily accessible to patients,
– receipt of regular, structured patient feedback through an approved

instrument.

The formula for calculating payments to practices meeting the eligibility requirements
has three components:

• a ‘flag-fall’ component of $0.50 per quarter for each patient attending the
practice, as measured in standardised whole-patient equivalents;

• a component assessed by reference to the patient continuity index, which
dominates the level of payments;

• rural loadings using the rural, remote and metropolitan area classification.

Source: Department of Health and Family Services (1995).
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The patient continuity index, which dominates the level of payment going to a practice,
has proved particularly unpopular: practices believe they have little control over how
they score and the formula itself is very hard to understand and explain. There is no
evidence that the index is a good proxy for quality.2

Part of the eligibility criteria relate to practices being excluded if one of the GPs in the
practice has been penalised for medical fraud or overservicing. There was concern that
this involved double jeopardy for the doctor and penalised the practice inappropriately.3

25.2.2 The impact of the Better Practice Program

After three years of the Program’s operation an estimated 39.5 per cent of practices,
covering about 41 per cent of services provided by recognised GPs, are involved in the
Program. This means that in any move to new arrangements transitional arrangements
will be necessary to avoid adverse consequences for practices involved in the Program.

For practices involved in the Program, the average payment represents around
8.8 per cent of Medicare benefits payments for services provided by the practice,
although this varies enormously between practices and regions: urban practices average
$6720 a quarter while non-urban practices average $10 036 a quarter.

Preliminary analysis suggests that participation in the Program is associated with a 2 to
3 per cent average reduction in the number of consultations provided by the practice.
The reasons for this are unclear, but they could relate to less pressure for rapid
throughput or ‘target income’ behaviour, either of which would suggest that increasing
opportunities for practices to receive income outside the fee-for-service arrangements
could reduce overall growth in the number of services. It remains to be seen whether
this pattern persists and as new practices join the Program.

There has also been evidence from the early days of the Program that there was an
inverse correlation between the benefits derived from the Program and Medicare
earnings. In other words, the Program was doing well in meeting one of its objectives,
which was that it should supplement fee-for-service arrangements by redressing the
perverse incentives of rapid throughput.

25.3 Replacing the Better Practice Program

The Review Group’s terms of reference require it to provide advice on the future form
of the Better Practice Program.

                                               

2 Many submissions to both the Review Group and the Department of Health and Family Services in
response to its discussion paper ‘Targeting Quality in General Practice’ criticised the patient continuity
index.

3 As revealed by a brief examination of submissions in response to the discussion paper ‘Targeting
Quality in General Practice’ circulated as part of the Department of Health and Family Services review
of the Better Practice Program.



Replacing the Better Practice Program

265

The Review Group worked closely with the Better Practice Program Monitoring
Committee to develop a new form for the Better Practice Program and with the General
Practice Forum on proposals for implementing the initiative for general practice on
immunisation announced in the 1997–98 Federal Budget. The approach to immunisation
has already been accepted by the Minister for Health and Family Services; it represents a
good model of how a blended payment approach might be applied to a specific
measurable activity.

25.3.1 Program components

In developing its proposal for a replacement of the Better Practice Program, an
important question for the Review Group was whether there should be equal
opportunity for all GPs to obtain similar levels of funds or whether the new program
should be used specifically to recognise the particular activities that practices should be
encouraged to engage in.

In the responses to the departmental discussion paper ‘Targeting Quality in General
Practice’ (1996), this debate centred on whether to introduce a ‘menu’ approach, which
would involve a large number of optional components from which GPs could chose a
limited number to qualify for the maximum payment, or to introduce layers of payment.
A menu approach would have the advantage of being inclusive, encouraging a high
proportion of GPs to participate and thus focus on improving some aspect of their
practice that was locally relevant.

On the other hand, a large number of menu items would be administratively complex and
would mean that the amount of funds attached to each item might be quite small. It
would also mean that the potential impact on any particular aspects of practice that were
identified as national priorities would be diluted to the extent that GPs chose to focus on
lower priority items in the menu. There would also be opportunities for ‘gaming’— some
GPs might seek to find the optimum combination of items to give them the best return
for the least effort.

The second, and preferred, option involved a series of discrete elements. There would be
a small number of set items, but to qualify for the maximum payment a practice would
have to participate in each activity and achieve optimal performance in each. This would
enable closer targeting of the funds to priority areas, but the risk would be more limited
uptake. Some elements would be open to all GPs— for example, data collection about
the practice and services provided and after-hours access for patients— others would go
only to practices meeting specific criteria (such as rural location).

The discrete elements recommended are consistent with other Review Group
recommendations for encouraging enhanced quality of care. In particular, the Group
proposes incentives that would encourage computerisation, better access to more
efficiently provide after-hours services, practising in rural and remote areas, targeted
public health activities, and better recognition for teaching practices. Each of these
elements could be regarded as a separate program.

Within each element there might be different levels of payment. For example, within a
data component all practices would qualify for a base level of payment by providing
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simple information about the practice; achieving the higher level would require the
provision of more sophisticated data. For teaching practices the base level of payment
might be achieved by the practice having appropriate facilities; higher payments might
then be linked to the number and type of trainees. For the rural payments, practices in
different rural and remote areas would receive different levels of payment.

25.3.2 Eligibility requirements

Another important consideration was the eligibility requirements for the new program.
The existing Better Practice Program eligibility requirements derive from aspects of the
RACGP’s entry standards for general practices (1996).

The Review Group agreed that in time access to most layers of the new program should
be open only to those practices that had demonstrated that they were quality practices
through accreditation. It would, however, take some time for accreditation to become
the norm, and it is important that arrangements encourage practices to make early
application for accreditation but do not act as a barrier to early access to funding.

The proposal is that transitional arrangements apply to 30 June 2001. Under these
arrangements, access to the data collection, after-hours, and rural and teaching
components of the new program would be on the basis of the practice being accredited
or having made application to General Practice Australia to become accredited and
having accepted a definite date determined by GPA for the practice assessment.

Eligibility would continue to be determined through the processes of assessment for
accreditation. In the case of accreditation not being achieved, eligibility would continue
provided the practice kept working with GPA towards reassessment. On 1 July 2001 the
transitional arrangements would cease and achieving accreditation would be the only
entry route.

Access to the teaching component might also require that the practice be accredited as a
teaching practice.

In keeping with the views of the General Practice Forum, all practices would
automatically be eligible for the immunisation component.

25.3.3 Payment size

Because the payment would not be related to the number of services provided by a
practice, the payment size has to be linked to some other indicator of practice size.
Except where it is obviously inappropriate, the standardised whole-patient equivalent
should be used. The teaching practice component is an example of another measure
being needed— perhaps the number and level of students taught.

25.3.4 The role of Divisions

There is clearly an important role for Divisions of General Practice in the replacement
for the Better Practice Program. It might involve helping practices meet the entry



Replacing the Better Practice Program

267

requirements, brokering efficient after-hours services within specific areas, and playing a
part in quality assurance in relation to aspects such as data and immunisation. Divisions
could also aggregate and de-identify the higher level of data across practices, to provide
an overview of the region; this would help to allay concerns about privacy and
confidentiality.

Recommendation 124— key recommendation

That the current Better Practice Program be replaced by a new form of non–volume
related funding comprising a system of targeted programs that over time will
operate with a single entry point. The new Program should be called the Practice
Incentives Program.

Recommendation 125— key recommendation

That the use of the continuity index be abolished.

Recommendation 126— key recommendation

That the Practice Incentives Program comprise a number of discrete elements that
recognise different aspects of general practice. These enable payments for

• data— basic data collection about the practice and a higher level of payment
for de-identified data for a divisional database. This would provide an
incentive for computerisation and encourage practices to focus on
population health;

• after hours— after-hours access for patients and a higher level of payment
for greater levels of participation in after-hours care;

• targeted incentive programs— the first example is the Immunisation
Incentives Program;

• rurality— rural practices, at higher levels in more remote areas;

• teaching practices— a base amount for accreditation for teaching and at
higher levels depending on the extent and nature of involvement.

Recommendation 127

That the details of how the funding should be distributed between the discrete
elements be progressed as a matter of urgency. They may need to proceed ahead of
the detailed financing agreement but should occur as part of the partnership
discussions.
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25.3.5 Implementation and transitional arrangements

The new arrangements should come into effect as soon as possible. The Department of
Health and Family Services advised the Review Group that refining the basic concepts
and developing systems to enable the payments to proceed would take considerable
time. In the light of this, the Review Group decided that a mechanism must be found for
enabling practices currently outside of the Better Practice Program to obtain some funds
quickly and for providing stability during the transition period.

Recommendation 128

That the current Better Practice Program continue to be available to existing
practices receiving payments under the Program and any others wishing to join
which demonstrate eligibility until the introduction of the new Program.

Recommendation 129

That the Practice Incentives Program be introduced as soon as possible, with
different elements being phased in if this assists in early implementation.

Recommendation 130

That from 1 July 1998 the eligibility requirements for entry to the Better Practice
Program be simplified so that practices could choose to apply either through the
existing process or through confirmation of participation in the accreditation
process by the general practice accreditation agency.

Implementation of Recommendation 130 would have the effect of practices not having
to comply with the existing requirements of 90 per cent GP services or the patient
survey, except as covered in the accreditation process.

Recommendation 131

That the eligibility requirement no longer include reference to a past record of fraud
or inappropriate servicing.

Recommendation 132

That, in determining the penalty for a doctor found guilty of fraud or inappropriate
servicing, the court or the determining officers include non–fee for service income.
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Recommendation 133

That during the transition period between the two programs, practices already
receiving Better Practice Program payments continue to be so paid and new
practices be paid on the current Better Practice Program formula until the new
arrangements for the discrete elements can be introduced.

Recommendation 134

That if the new components are phased in over time existing practices receiving
Better Practice Program payments retain current levels of payments for a set period
or until their payment under the new system exceeds their current one, whichever is
the earliest.

25.3.6 Administrative matters

Recommendation 135

In relation to the Practice Incentives Program,

• that, as most discrete elements would need an estimate of practice size, the
standardised whole-patient equivalent be used as the appropriate measure;

• that the standardised whole-patient equivalent be reviewed to ensure its
application is relevant to Indigenous and disadvantaged populations;

• that Divisions of General Practice have a key role in assisting practices to
participate fully in the Program and validate participation in relevant aspects
of the Program;

• as funds become available and ways of assessing performance are
developed, other discrete elements could be added for further targeted
payments.

The recommended approach would resolve many of the problems that have beset the
Better Practice Program and would provide a solid base on which other targeted
payments could be developed over time. But it would not necessarily be appropriate to
all practices in all circumstances: there may be circumstances that call for a more flexible
approach; for example, for practices providing services in predominantly Indigenous
communities.
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25.3.7 Making the money flow

If GPs’ concerns about under-expenditure in the General Practice Strategy were allayed,
much would be done to gain their greater acceptance of the non–fee for service
components of a blended payment system.

Recommendation 136

That spending of the Government’s non–fee for service component of GP funding,
including the Practice Incentives Program, be reviewed mid-year and that measures
be established in line with the Government’s accountability requirements to ensure
the funding is fully expended within the General Practice Program.

Recommendation 137— key recommendation

That methods of funding to encourage improved care for people with chronic and
complex conditions be explored through the partnership agreement as a matter of
urgency.

Chapter 15 discusses the limitations of general practice in terms of the care of people
with chronic and complex conditions. The Review Group considered whether there
should be an element in the Practice Incentives Program to remedy this situation. It
concluded that at present such a move would be inappropriate. As discussed in
Chapter 15, many structural and other impediments that go beyond individual practices
must be removed before good decisions can be made about structuring the general
practice financing system to encourage improved care for people with chronic
conditions.
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26 Future financing options

A number of new approaches to health service delivery and financing are already in
operation.

This chapter outlines some principles that should guide the development of the
revised financing system and the attributes that are required in order to reward
quality. It also describes how the proposed replacement for the Better Practice
Program has the potential to offer a template to allow for greater choice of
financing options in the future.

Preliminary explorations of fund holding in Australia have led to questions about the
administrative burden that would be involved in introducing this form of financing
here and about appropriate sizes for patient bases.

Divisions of General Practice might be better placed to exert more influence on both
the quality and the cost of referred services.

These areas should be investigated further.

26.1 Introduction

The reforms in health service delivery and financing that have gained prominence
through the Council of Australian Governments Taskforce on Health, in conjunction
with the Department of Veterans Affairs trials and various new financing arrangements
introduced in the last five years, are creating a new financing environment for general
practice.

In considering what is required of the future financing system for general practice, seven
basic principles need to be borne in mind:

• maintenance of clinical autonomy;

• equity of access;

• patients having a choice of provider;

• with the exception of medical emergencies, doctors’ right to refuse treatment;

• maximum efficiency in terms of use and allocation of resources;

• value for money, with funds used to achieve and support
– quality,
– patient-centred processes and outcomes,
– accreditation,
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– peer review,
– teaching and research,
– practice infrastructure,
– a safe working environment,
– integration with other providers;

• accountability.

The Review Group considered these principles in terms of their application to the mix of
payments that currently exist in general practice. This exercise generated a set of
15 essential attributes for incorporation in the ideal financing system.

• Divisions of General Practice should be one of the main mechanisms whereby
sessional payments for GPs and are directed towards achieving public or
population health goals that are beyond the scope of individual general practices.

• There should be financial incentives to encourage doctors to practice in rural and
remote areas and in areas of unmet need such as chronic disadvantage and
Indigenous Australians’ health.

• There should be financial incentives to overcome barriers in rural and remote
areas related to investment in the necessary infrastructure.

• Practice accreditation should be a ‘gateway’ to additional financial benefits.

• Accredited teaching practices should be funded to reflect both the infrastructure
needed and the nature and extent of teaching.

• Special circumstances— such as the needs of rural and remote areas, Indigenous
Australians, teaching practices and research— require specific non–fee for service
payments in addition to fee-for-service payments.

• The financing system should be constructed to minimise perverse incentives that
lead to excessive servicing and unsafe working hours.

• Within a blended payment system, one of the modalities should be a stable and
predictable form of non–volume related payments.

• Practices should have the opportunity to choose from a range of payment
systems.

• In the interest of efficient practice operation, practice amalgamation,
cooperatives and sharing arrangements should be encouraged.

• There should be financial incentives based on performance outcomes.

• Performance-outcomes funding should comprise a relatively small proportion of
available funds and the targets should be regularly reviewed in the light of factors
such as the results of evidence-based research.
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• Payment mechanisms should allow for increased delegation of tasks to other staff
under a GP’s supervision and should not require the GP’s direct participation in
all cases.

• There should be funding mechanisms to encourage the implementation of and
support for practice information management and use of information technology.

• Where the blended payment system involves payments to practices, GPs should
be aware of this so that they can take them into account when negotiating
remuneration with practices.

26.2 A financing system for general practice in the future

The Review Group’s recommended replacement for the Better Practice Program is
intended to be more acceptable to the medical profession. With an eye to the future, it is
also intended that the replacement program provide a template for further options as
funds become available.

Figure 26.1 outlines a possible scheme for moving on the proposed replacement of
Better Practice Program to incorporate further funding elements over time as well as
some of the critical features that must be taken into account during the transition. By
replacing the current Better Practice Program with a new program of targeted initiatives
with a single entry point, the proposed program could expand and extend in a number of
ways. As new funds become available and opportunities arise for cashing out and
repurchasing services to allow service reform, these funds will form part of the
diversified funding base of general practice.

Moving to these new arrangements will involve a considerable number of steps and
many different decision-making points.

Where cashing out or substitution of existing forms of income is proposed, it would
obviously be important to create a level of stability in the way that funds are provided to
the practice. Where new funding is made available it could be targeted more closely to
performance in specific areas.

Some of the possible options are already being explored.

26.3 Making the dollars follow the patients into the community

At the time of the Review the Commonwealth and State and Territory governments
were engaged in negotiations on the new Australian Health Care Agreements. These are
complex discussions. The Review Group understands, however, that the new
Agreements will include provision for continuing the reform process in partnership with
general practice, through access to the proposed Development Fund.
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Although there have been transfers into the community of work that was previously
managed wholly within the hospital sector, making the dollars follow the patients into
the community sector is problematic.

Those in the hospital sector argue that although lengths of stay in hospitals have
decreased admission rates have continued to rise. Associated with this have been
increases in the average cost per admission, as a consequence of the fact that the cases
that are treated in hospital are now of higher acuity.

Even where it is possible to show that savings can be made in the hospital sector, there
is a difference between measuring the effect that could be achieved and actually realising
the savings. Most hospitals have high levels of fixed costs and claim that they cannot cut
much in the way of variable costs out of the system.

The only real way of realising savings in fixed costs is to close beds. Closing beds
prevents other services from substituting for the prevented services. It is, however, a
highly emotional— and usually highly political— course of action.

The other important factor is that much of the work that is being shifted to the
community is actually nursing work, and it is being picked up by GPs. The extent to
which this is occurring because access to GPs is subsidised by Medicare is not clear, but
what is certain is that it raises questions not only about GPs’ capacity to delegate but
also about the creation of a perverse incentive for the inappropriate use of GP services.

The workforce implications of the movement of patients from hospitals to the
community also need to be considered. It will always be possible to generate work to fill
the beds in hospitals. On the other hand, a number of technological developments are
creating more and more treatments and tests that can occur in community settings.

The Review Group considered that it was beyond its capacity and its area of
responsibility to undertake a full analysis of what all this means. For example, does it
mean that there should be fewer doctors in hospitals and more in the community or
greater movement of specialists into the community? And what does it mean in terms of
nurses and allied health professionals?

26.4 The next steps

Divisions of General Practice are playing an important role in forming strategic alliances
with State and Territory agencies interested in cashing out and repurchasing services
where this can result in savings and better quality and more efficiently organised services
at the local level. In view of this, it is timely to review the range of issues associated
with these new arrangements.

The experience of other countries in exploring new models of service delivery at the
local level— for example, fund holding in the United Kingdom and various forms of
managed care in the United States— has led to concern about equity for patient
populations in the affected areas.
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It is certainly possible that differences in the strategic and management capacity of
Divisions of General Practice could lead to marked differences in service quality for
local populations, in much the same way as operational differences occur between local
area health services. Although to some degree this is inevitable and should not be a
reason for stifling attempts to make the system operate better, it is something that
should be carefully scrutinised at the national level.

Recommendation 138

That funding be provided for demonstration projects to explore new funding
arrangements to enable the expansion of GPs’ roles.

In rural areas, the development of multi-purpose services has been well received as an
approach that allows more effective use of funds from a variety of sources. Considering
that rural practice lies the junction of State and Commonwealth jurisdictions, new
arrangements in the areas of health responsibility should be explored.

Recommendation 139

That a process be established between general practice, the Commonwealth, and
State and Territory and local governments to explore ways of maximising the
effective use of existing funds at the local level.

26.5 Changing the relationship between general practice and referred
services

One of the more controversial areas identified for further exploration early in the
General Practice Strategy was practice budgets.

When the idea of practice budgets was raised in the 1992–93 Federal Budget it was
strongly opposed by the profession. In the last five years a small number of projects have
tested the feasibility of introducing practice budgets in Australia (Pritchard & Munro
1995; Beilby 1997; Del Mar, forthcoming).

The Pritchard and Munro study took place in a Perth practice located in an area with a
lower socio-economic profile; it concluded that practice budgets would be very difficult
to calculate using existing software packages and data collections. The Beilby study
involved three Adelaide practices with very different profiles; it concluded that
collection of the necessary data could not be sustained in the longer term. The focus of
the Del Mar study changed from practice budgets to using computers to support GPs’
clinical decisions, partly because of the difficulty of establishing the necessary systems.
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A further study, by Gadiel et al. (1996), looked at variations in flow-on costs (such as
prescribing and pathology) and funding options for dealing with this. In relation to
practice budgets, the study concluded that large infrastructure and systems barriers
would need to be overcome before practice budgets could be deemed practical.

Essentially, therefore, the four studies concluded that the administrative problems
associated with tracking patients and identifying the services they have used and their
cost mean that practice budgets are not feasible for the average practice at present.

There are also questions about the size of the patient base. Considering the relatively
low number of patients in each practice, the variability of costs per patient is potentially
very difficult to factor into budget planning.

Henry and O’Connell (1995) looked at the variability of costs at individual GP and
divisional levels. They concluded that there was certainly significant variation at the
divisional level— sufficient to make it worthwhile to provide incentives for Divisions to
match average Medicare and Pharmaceutical Benefits Scheme outlays per capita in the
area served.

Quality is also critical. GPs are in a good position to form a view about both the quality
and the cost of local health services provided to their patients, yet they do not have
access to the information they need to be able to review performance on the basis of
evidence.

State and regional health authorities should be able to provide advice through the
Divisions of general practice to assist GPs in reviewing the quality and effectiveness of
hospital and specialist services in their local area.

Recommendation 140

That the following issues be further examined through the partnership group:

• funding models for GP-ordered services;

• Commonwealth and State health funding issues and broader developments
related to the funding and organisation of the health system.
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27 Divisions of General Practice

Divisions of General Practice are local networks of GPs operating within defined
geographical areas. The main purpose of the Divisions and Project Grants Program
was to encourage GPs to work with other health professionals in order to improve
the quality of health service delivery at the local level.

Since 1992, when the Program was implemented, the Program’s objectives and
those of individual Divisions have changed in response to strong support from GPs
and the wider health system. The move from funding focusing on individual projects
to block grants based on agreed priorities reflects the maturity of Divisions.
Divisions now operate as an important vehicle through which GPs participate in the
health system and improve service delivery.

There is much variation between Divisions, in terms of size, number of projects,
organisational structures, collaboration with community and other health care
providers, and management capacity. The speed of the Divisions’ development and
the resources previously available at the local level have contributed to this
diversity.

Following the introduction of the new program funding arrangements, there needs
to be a short period of consolidation.

The recommendations in this chapter focus on Divisions’ central position in the
health system and the infrastructure and support they need in order to fulfil their
core, developing and potential roles, as envisaged by the Review Group.

The Review Group acknowledges the autonomy of Divisions and recognises that
they will need varying levels of support to fulfil the extended roles discussed in this
chapter.

27.1 Introduction

For some time general practice has been acutely aware of the need for infrastructure to
facilitate communication, coordination and support within the general practice
community— similar to the infrastructure available to specialists through the
organisational and administrative support provided by hospitals.

As early as the mid-1970s hospital-based departments of general practice began to
emerge as a focus for the hospital-related activities of GPs and by 1984 the RACGP
Council had adopted a set of policy guidelines for such departments.

In the early ’90s two of the main problems emerging in general practice were a sense of
isolation felt by many GPs and the increasing exclusion of general practice from other
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elements of the health care system. At the State and Territory and local levels there was
no consistently organised GP liaison with local hospitals, local government, area,
regional or district health authorities or boards, non-government agencies, and other
health service providers.

Against this background of marginalisation, networks (‘divisions’ or ‘departments’ of
general practice) were being established by GPs themselves (Divisions Steering Group
1992). By 1991 about 31 such networks were in existence, but they were experiencing
difficulty because of their lack of a substantial funding base, their narrow focus of
activity; and the increasing isolation of the average urban GP from the activities of the
local hospital.

The 1991–92 Budget-related paper no. 9 outlined a proposal for practice grants to
complement fee-for-service reimbursement, comprising financial incentives to practices
to engage in best practice and to develop financial arrangements to encourage better
integration with the health system and involve GPs in a wider range of activities. A total
of $12 million was made available in 1991–92 as the Demonstration Practice Grants
Program.

In 1992 the General Practice Working Group released the strategy document entitled
The Future of General Practice: a strategy for the nineties and beyond , which put
forward the essential elements of general practice reform, one of which was the
establishment of Divisions of General Practice. Among the projects funded were
10 demonstration Divisions of General Practice.

In the 1992–93 Federal Budget the Divisions and Project Grants Program, with an
allocation of $17 million, was announced. It was established to provide the
infrastructure and project funding to enable GPs to develop local networks, or Divisions,
and to engage in cooperative activities and projects to improve integration with other
elements of the health system and help meet local health needs. A percentage of the
allocation to the Program was spent on workshops to bring GPs together to learn basic
project application and management skills. Field support structures were also
established.

Until recently this was one of the programs for which allocated funds were underspent
every year. The broader question of expenditure within the General Practice Strategy is
discussed in Part Seven.

27.2 The evolution of the Divisions and Project Grants Program

The original goal of the Divisions and Project Grants Program was ‘to improve health
outcomes for patients by encouraging GPs to work together and form links with other
health professionals to upgrade the quality of health service delivery at the local level’.

The following were the original objectives of the Program:

• appropriate and effective administration of the Program by the Department of
Health and Family Services;

• enable GPs to network with other GPs at the divisional level;
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• provide a mechanism for individuals and groups to contact local GPs;

• provide a mechanism for GPs to work more closely with health professionals and
workers in hospitals, area health services, community health services, health
unions, consumers, community groups, and other areas of the health sector;

• provide a mechanism for the involvement of GPs at the divisional level in health
policy decision making;

• facilitate GPs’ responses to local health issues;

• improve the quality of health service delivery at the divisional level by providing
better access to appropriate available health services;

• help meet the special health needs of groups such as Indigenous Australians,
people from diverse cultural and linguistic backgrounds and people on low
incomes;

• enhance GPs’ involvement in health promotion, illness prevention, and
population activities at the divisional level, which would include participation in
regional and national programs;

• enhance educational and professional opportunities for GPs and undergraduates;

• facilitate the introduction of other elements of the General Practice Strategy;

• improve the cost-effectiveness of health service delivery at the divisional level,
thereby contributing to a more appropriate allocation of Commonwealth funding
(Todd & Sibthorpe 1995).

By the beginning of 1993 there were 100 Divisions, covering 80 per cent of Australia. In
August 1993 Rural Divisions Coordinating Units were established to be lean, efficient
coordinating bodies that would offer both a resource and a nexus for rural Divisions. In
April 1994 the First National Divisions Forum was held; membership levels had grown
to around 60 per cent of GPs.

By 1995 there were 116 Divisions, membership sat at 70 per cent of GPs, and
45 per cent of GPs described their involvement as ‘active’. In August that year the
Divisions Steering Group became the Divisions Strategy Group and the Second National
Divisions Forum was held. The Support and Evaluation Resource Units (SERUs) were
established in January–February 1996 to provide the infrastructure for divisional
research, evaluation and development.

In May 1996 the Minister for Health and Family Services released a discussion paper on
outcomes-based block grant funding for Divisions. By mid-year the number of Divisions
had grown to 118 (113 Divisions and five Coordinating Units).

By January 1997 the Divisions Strategy Group’s strategic plan had been developed and
another discussion paper on proposed new funding arrangements for Divisions was
issued by the Department of Health and Family Services. The discussion paper proposed
a new formula for calculation of infrastructure funding and a formula for determining
‘notional shares’ in the project pool for each Division (these would eventually become
the basis of the block grant).
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The Third National Divisions Forum was held in February–March 1997. At the same
time the Draft Strategic Framework for Information Management and Information
Technology for Divisions of General Practice was launched and a Department of Health
and Family Services paper on support and coordination structures (for example, State
Based Organisations and Rural Workforce Agencies) was released.

In October 1997 the Department released a new funding arrangements circular in
response to the Divisions and Project Grants Program achieving full expenditure early in
the financial year. Each Division was advised that it would have a single 18-month
contract from 1 January 1998, which would supersede individual infrastructure and
project grant arrangements. It is intended that from 1 July 1999 Divisions will have
formal contracts, eventually to cover a three-year period, to provide an agreed program
of activities and with performance being measured against agreed objectives.

The Divisions Strategy Group suggested that Divisions aim for outcomes in the
following areas:

• services to members— Divisions are membership-based organisations and in the
long term their future is dependent on widespread GP support. This can be
earned if they respond to their members’ needs and provide services accordingly.
Examples of such services are in the areas of professional development, practice
support, advocacy, locum support, and helping to resolve workforce problems
(particularly in rural areas);

• improving patient–GP interaction— this is the area where most current divisional
project activity occurs. Examples are models of care for the management of
chronic conditions such as diabetes and asthma, improving GPs’ and patients’
access to other health care providers through better integration, education for
patients, and scientifically based screening programs;

• improving GP – population health outcomes— in the first instance data collection
will probably be the main activity. The Divisions Strategy Group recognises that
baseline data are available in only a few small areas. This means that it is
extremely difficult to measure change and attribute improvements to Divisions;

• infrastructure (management structure for general practice)— this includes the
development of strategic plans, internal management structures and mechanisms
for liaising with relevant organisations.

The strategic plan for the Divisions and Project Grants Program summarised the
evolution of the Divisions thus:

Since its beginning, the [Program] has grown dramatically in size, scope and
complexity amidst a backdrop of dynamic change within the Australian health care
system. As the Program and its objectives have evolved, so too have the objectives of
individual Divisions, which continue to mature and consolidate their role in
strengthening the voice of general practice within Australia. (Divisions Strategy
Group 1997)
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Recommendation 141— key recommendation

That Divisions of General Practice continue to be supported: they are integral to the
implementation of the Review Group’s Vision for the future of general practice.

27.3 Achievements and areas for improvement

There are now 120 Divisions of General Practice— 62 urban and 58 rural— and there is a
median population of 152 920 per Division. The support and enthusiasm for Divisions
shown by many GPs, non-medical health workers, and consumer and community groups
was evident in numerous submissions and during the consultations (for example,
submissions 3, 5, 12, 14, 22, 24–27, 32, 35, 51–56, 60, 63, 71, 80, 82, 85, 90, 93, 99,
103, 110, 118).

Divisions are generally viewed as an integral part of general practice (covering over
90 per cent of GPs in Australia), offering professional unity, strength and status (Aloizos
1997). Furthermore, the majority of GPs consider themselves fairly to very well
informed about Divisions (McNally et al. 1995).

Recommendation 142— key recommendation

That Divisions of General Practice provide a corporate identity for all GPs at the
local level, serving to improve health services and population health outcomes
through the provision of an organisational infrastructure with clinical, management
and professional support for GPs.

Most Divisions have enabled groups of general practices to network for continuing
medical education and after-hours locum services, thus improving consumers’ access to
general practice. Some Divisions have provided support to their members via the rural
locum CME projects. They have also helped GPs gain the skills to perform functions
that have in recent years become the domain of specialists and other primary health care
professionals (Deakin Australia 1996).

Divisions help general practices and individual GPs to work more collaboratively with
other health professionals. They advocate and negotiate on behalf of their members with
government, hospitals, other health care providers, and organisations that provide
services to general practices (Department of Health and Family Services 1996a).

But some challenges remain. There is much variation between Divisions in terms of their
size (both GPs and populations served), numbers of projects, organisational structures,
collaboration with community and other health providers, and management capacity.
The rapid growth and change effected through the divisional movement has been
difficult for some GPs. Similarly, the ability for Divisions to meet expectations, within
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the profession and among others, has resulted in dissatisfaction. For these reasons,
within the profession there is some scepticism about the benefits of Divisions.

As autonomous bodies, Divisions set and negotiate their own boundaries. About
50 per cent of Divisions are in rural areas, which predominantly suffer workforce
shortages. GP members in Divisions vary from about 10 to about 800.

It has been reported that some Divisions are tokenistic in their consultation with
community and other health provider groups (submissions 16, 87, 109, 110, 118).
Complaints about the use of the hourly rate funding have also been reported; for
example, inappropriate use and some local problems with shortages of GPs to do other
work at lower rates of pay (submissions 54, 124, 131). This latter problem is expected
to be resolved in the move to program funding: the Divisions will have to make their
own decisions about the many calls on their funding overall and will have specific
services to deliver. Locally appropriate solutions are more likely to be developed.

The move to program delivery, away from project activity, is important and timely, since
it recognises the maturity of Divisions and enhances the integration of general practice
with the rest of the health system. This will require Divisions to give attention to quality
in all aspects of management and program development, as well as being responsive to
factors such as accreditation and continuous quality improvement.

The future success of Divisions will depend on the delivery of quality services to all
GPs, consumers and the entire community. The main challenge facing them in the next
phase of development is to manage the tensions between local and national agendas and
to develop agendas in common with their members. In this way the Division becomes
the principal vehicle for getting GPs to work together in new ways to improve service
delivery.

Recommendation 143

That Divisions of General Practice, national GP organisations, the Commonwealth,
and State and Territory governments endorse the charters for State Based
Organisations, Rural Workforce Agencies and Australian Divisions of General
Practice.

27.4 A Charter for Divisions of General Practice

The Review Group supports a Charter for the Divisions of General Practice, as shown in
Box 27.1.
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Box 27.1 A Charter for the Divisions of General Practice

As geographically based networks of GPs, the Divisions of General Practice are

• a base where

– GPs meet to foster a local identity for general practice
– GPs provide peer support to other GPs at personal and professional levels
– GPs can work with their community and other health professionals to

improve local health outcomes
– the health care system and members of the public can contact general

practice

• a mechanism for

– fostering communication, between GPs and with the community, other
health care providers, government, and other interested parties

– monitoring the general practice workforce and local health service trends
– helping GPs use local networks— for example, making referral services

work
– purchasing services from and for GPs
– broadening the scope of GPs’ work
– encouraging innovation in the health system

• a resource that

– helps GPs, communities, other health care providers and government gain
access to local primary health care information

– offers clinical and management support to GPs and their practices
– provides an opportunity for professional development, which might

include continuing medical education, mentoring and teaching placements
– helps GPs do research in primary health care
– links with systems for monitoring and evaluating public health
– helps GPs gain access to various funding programs

• a vehicle for

– contributing to a unified voice for general practice
– enabling GPs to participate in health policy development
– helping GPs influence decision making for local, State and Territory, and

national health service delivery
– helping GPs improve the quality of general practice

27.5 The role of Divisions of General Practice

The submissions to the Review show that Divisions are engaged in a very wide range of
activities. The Review Group identified and endorsed a number of core, developing and
potential roles for the Divisions in the next five years.
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27.5.1 Core roles

Box 27.2 shows the core roles the Review Group identified and endorsed.

Box 27.2 Core roles for Divisions of General Practice, 1998 to 2001

• Provide the infrastructure to link GPs at the local level and with all levels of
government, district and regional health authorities, local hospitals,
community-based health service providers, consumers, specialists, and other
medical bodies (such as the AMA, the RACGP and other specialist
colleges).

• Supply clinical and practice management support to improve the quality and
efficiency of general practice services.

• Support the development and implementation of information management
and information technology in practices.

• Initiate and coordinate professional development opportunities for GPs and
their staff.

• Ensure quality in general practices through supporting continuing medical
education and quality assurance activities for members and having a central
role in assisting and supporting practices seeking accreditation.

• Focus on the needs of their local communities, particularly in areas of unmet
need, and strengthen collaboration with other health services to improve
population health and the care of people with chronic conditions.

• Encourage a broader public health role for GPs.

• Coordinate the local collection of data on practice organisation to enhance
the accuracy of information and monitor trends in the general practice
workforce and so optimise the delivery of GP services.

• Perform an important function in recruitment and retention for the rural
medical workforce.

• Have a principal role in data collection and validation.

• Focus on targeted outcomes that aim to meet local and national needs.

• Have a central role as change management agents for general practice
reforms, including implementation of the Review Group’s recommendations.

• Be active in communicating information about changes affecting general
practice.

• Have a consumer liaison function, providing remuneration for consumer
participation as appropriate.

• Participate in planning and developing local health services.
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These core roles touch on some of the areas the Review Group identified as significant
at the national level. Examples are undertaking a range of public health activities as part
of core business and playing a brokerage role to guide the overall profile of GPs’ public
health activities outside one-to-one contact within the practice.

Management education and training are essential, so that Divisions can realise their
potential in the health care system; this includes encouraging GP registrars and
undergraduate medical students to participate in management education and training
programs. This will lead to the longer term development of a workforce of GPs who are
equipped for management roles.

Through the RACGP and Divisions, opportunities will need to be created for GPs to
regain and upgrade skills, to enable them to embrace the expanding roles and functions
that will probably develop during the next five years.

Divisions need to encourage a research-based culture by developing strategic links with
academic departments of general practice, to foster a rigorous methodology and
expansion of critical appraisal skills throughout the whole of general practice.

The RACGP needs to develop standards to help Divisions and others establish locally
appropriate systems of peer review.

Divisions’ business plans will need to be assessed in terms of responses to the health
needs of a Division’s Indigenous population and other disadvantaged groups; there
should be public reporting of divisional activity in this regard. The business plans will
also need to clarify a Division’s participation in policy and service development, the
development of service agreements, heads of agency agreements, and so on, with local
hospitals, community health services, local government and other professional bodies.

27.5.2 Developing roles

Box 27.3 shows the roles that need to be developed in the medium term for Divisions of
General Practice.

27.5.3 Potential roles

In framing the core and developing roles shown in Boxes 27.2 and 27.3, the Review
Group’s intention was to set tasks that could be achieved over time by a majority of
Divisions and identify where it is important nationally that these developments occur.

It is obviously possible to go much further, and some Divisions are already exploring
some of the potential roles outlined in Box 27.4. These roles are, however, contentious
in the sense that carrying some of them out will be possible only from a strong and
strategically capable base. Nonetheless, having some Divisions that are able to explore
these areas will be critically important to general practice as a whole.
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Box 27.3 Developing roles for Divisions of General Practice, 1998 to 2001

• Assist in identifying priorities for research, focusing on best practice
approaches to conditions commonly treated and managed in general
practice.

• Provide feedback on standards and processes of accreditation.

• Collaborate with relevant clinical bodies in developing clinical practice
guidelines

• Help practices implement practice data–management systems, which may
include age, sex and disease registers.

• Promote peer review in their regions by providing training and support and
developing systems for such review.

• Have a broad role in undergraduate and postgraduate education, including
providing professional development activities— that is, medical education
where community medicine is the focus; for example, organising continuing
medical education and non-clinical education such as practice management.

• Have a workforce management role in collaboration with other
organisations— for example,

– gather qualitative information to supplement quantitative data,
– provide advice to shire councils about their role in recruitment and

retention of GPs,
– develop and implement recruitment initiatives aimed at high school

students, medical undergraduates, interns, residents and RACGP
registrars,

– coordinate and employ locums in the Division’s region,
– provide orientation and other support for locums and new permanent

doctors in the Divisions’ region;
– cooperate in the provision of quality after-hours services,
– work to establish alternative career paths for GPs.

• Facilitate GPs’ participation in policy and service development, the
development of service agreements, heads of agency agreements, and so on,
with local hospitals, community health services, local government, and other
professional bodies.

• Provide support for the development and implementation of new
arrangements for health service delivery involving GPs.

• Acquire and recognise a blend of skills that enables Divisions to be effective
corporate bodies and form worthwhile working partnerships.

• Participate in key information management and information technology links
in the community and the health system.
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Box 27.4 Potential roles of Divisions of General Practice, 1998 to 2001

• Support GPs to participate in new models of health service delivery,
including pilots of funding models for defined populations of patients.

• Develop specific fund-holding and quality improvement models and be
involved in trials of coordinated care and disease management aimed at the
delivery of services in the community at local, regional and State and
Territory levels.

27.6 A staged approach

The establishment and development of the Divisions and Project Grants Program have
brought about enormous changes. The charter for Divisions will entail further change,
but it would be sensible if there were a period of consolidation to allow the creation of a
solid base for the future. The Review Group proposes a two-phase process.

27.6.1 Phase 1: creating a solid base, 1997 to 30 June 1999

• Stability within the Divisions and Project Grants Program, resulting from
business contracts with the Department of Health and Family Services, will allow
Divisions to progress to a performance-based funding system. For some
Divisions this will involve outcomes-based funding; for most it will involve block
grant funding. Divisions operating in different settings (such as rural areas) may
need different support to encourage innovation and to ensure that general
practice is adequately supported throughout Australia.

• Divisions will be able to focus on consolidating core roles, creating a sound basis
for their further development.

27.6.2 Phase 2: further development and consolidation, 1 July 1999 to 30 June
2001

• From 1 July 1999 the Divisions and Project Grants Program would need to be
allocating increased funding for the expansion of the core, potential and
developing roles, as outlined, according to local need, national goals and the
needs of GPs as service providers.

• All Divisions will be accountable, robust and effective organisations run by the
profession, benchmarked against entities of comparable size, and subject to
nationally consistent processes of monitoring and quality assurance.

• The Divisions and Project Grants Program will be controlled by, and accountable
to, the profession. The mechanism for achieving this will be part of the five-year
partnership agreement between government and general practice.
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Recommendation 144

That the Divisions and Project Grants Program allow a period of consolidation
following the introduction of the new program funding arrangements and thereafter
to enable the phased further development of Divisions in line with the identified new
roles.

27.7 Infrastructure for Divisions of General Practice

Divisions are continuing to fulfil their role in providing the management structure for
general practice. They have the potential to serve GPs and the community in the way
hospitals currently serve specialists. Accordingly, there is interest in exploring further
links between Divisions and hospitals.

At present Divisions in each State and Territory are finalising their arrangements for
establishing State Based Organisations and Rural Workforce Agencies. It is anticipated
that the establishment of State Based Organisations will enable Divisions to function
more efficiently by providing support and fostering development at the State and
Territory level.

Similarly, Rural Workforce Agencies will provide general practice with an overall
framework for the support and management of Commonwealth-funded rural workforce
initiatives and integration of such initiatives with the States and the Northern Territory.
Chapter 28 discussed the proposed functions of the State Based Organisations and Rural
Workforce Agencies.

Recommendation 145

That an infrastructure that supports the charter for Divisions, their State-based
coordination and support structures and their national organisation be progressed.

27.8 Funding for Divisions of General Practice

Existing funding for the Divisions and Project Grants Program is heavily committed to
implementing the move to outcomes-based and block grant funding. Divisions will
require additional funding over a period to enable them to take up the roles and
functions the Review Group recommends.

For Divisions to be managed effectively, contracts between the Department of Health
and Family Services and Divisions need to include performance indicators that relate to
the development of management skills and organisational structures.
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In the light of divisional dissatisfaction with the administration of the Divisions and
Project Grants Program (which was attested to in submissions and during the
consultations) the application process for funding future divisional initiatives must be
streamlined. An annual mid-year review must be implemented to avoid underspending
within the Program and enable reallocation of Divisions’ funding. The Review Group
recommends as follows.

Recommendation 146

That Divisions offer opportunities for salaried support for GPs to undertake a range
of non–fee for service generating activities on the condition that during that time
they do not undertake any fee-for-service activities.

Recommendation 147

That there be a dedicated pool of funds for innovative divisional activities.

Recommendation 148

That in order to provide predictable funding for Divisions, core funding be provided
on a triennial basis subject to satisfactory meeting of the outcomes, objectives and
other performance indicators identified in the business plans which are subject to
annual review.
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28 Support at the State and Territory level

Promoting and enhancing communication and cooperation between GPs and State
and Territory health authorities is necessary if the community is to benefit from
well-coordinated, complementary health services.

Some of the reforms associated with the General Practice Strategy have the
following focuses:

• greater integration of general practice with the rest of the health system and
a return to inclusion of GPs in hospital care of patients;

• more effective staffing structures in hospitals;

• hospital training and career development for doctors with a view to
achieving more efficient and effective service delivery in the hospital sector.

The development of a general practice focus within State and Territory health
authorities and an exploration of new arrangements are needed to optimise the
contribution general practice can make to Australians’ health.

The functions of the State Based Organisations for Divisions of General Practice
and the Rural Workforce Agencies should be clarified and adequate resources
should be provided. If these structures were to gradually coalesce the result would
probably be greater effectiveness and efficiency.

The Australian Health Care Agreements should formally acknowledge and support
interaction with general practice.

28.1 Introduction

The literature, submissions to the Review and the Review Group’s consultations
confirmed that a number of factors work against GPs becoming more integrated with the
wider health care system:

• fragmentation of services (services separated into discrete programs);

• fee for service limiting the range and type of paid GP services;

• anomalies in the levels of funding for health, further emphasising the GP’s
isolation;

• funding and service inflexibility;

• increasing specialisation;
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• inter-professional rivalries (see, for example, WHO 1954, 1965; Centre for
General Practice Integration Studies 1996; Spice Consulting 1997;
submissions 70, 75, 76, 94, 103).

As a result, particularly at the State and Territory level, the following health system
problems occur:

• exclusion of GPs from hospitals and, more importantly, lack of communication
between GPs and hospitals;

• lack of continuity of care within and between providers— that is, care received
by a patient from a single physician (provider continuity) or care received from
multiple but related physicians such as those practising as a group (site
continuity) or linked by a referral (referral continuity) (Roos et al. 1980);

• ineffective technology for communication between services— frustration with
information technology;

• programs that are poorly targeted and inflexible;

• difficulties substituting more effective and efficient forms of care for more
traditional alternatives;

• allocation of resources to non–cost effective interventions;

• duplication of efforts and lack of clear accountability;

• lack of sustainability of services;

• GPs not being encouraged, or paid, to involve themselves in planning to meet the
service needs of local areas, population health, and health promotion more
generally.

28.2 Interaction with hospitals

The 1992–93 Federal Budget provided $10 million to pilot projects in a number of
public hospitals; the purpose was to explore opportunities for improving the efficiency
and effectiveness of hospital medical services through better training and career
structures and better use of resources.

In 1993–94 the Best Practice in the Health Sector Program was established to facilitate
structural reform by means of programs that demonstrate models for change and are
national in their focus. The National Hospitals Demonstration Program was also
established during that time, to identify and overcome barriers to reducing clinically
inappropriate waiting times for elective surgery, and the Ambulatory Care Reform
Program was established to improve the delivery of emergency and outpatient services
through research and pilot activities (Parchman & Culler 1994).

In 1995 the three-year National Hospital Outcomes Program was initiated, to develop
and implement national performance indicators for assessing and improving outcomes
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and the quality of care in Australian hospitals and to support system-wide approaches to
quality improvement.

Despite the pivotal role GPs should play in hospital care— they still do in many rural and
remote areas— the links between urban GPs and hospitals have been lost in recent years.

With the emergence of Divisions of General Practice in 1992, a structure was provided
whereby GPs could develop improved working relationships with other agencies and
individuals, including hospitals and community health centres and services. There is no
doubt that the Divisions have allowed State and Territory health authorities to work
more closely with general practice. The Australian Health Ministers Advisory Council
report on GPs in hospitals provided data on the level of GP involvement and the scope
of the work they do (AHMAC 1993).

In a sample of 232 hospitals, GPs were involved in the following activities: inpatients
(84 per cent); accident and emergency (80 per cent); coordinating care for patients in
hospital (79 per cent); coordinating care for patients being discharged (76 per cent);
planning hospital services (70 per cent); education and training (56 per cent); inpatient
surgery and anaesthesia (50 per cent); visiting patients (44 per cent); outpatient clinics
(independent— 39 per cent; with specialists for the chronically ill— 34 per cent; with
specialists for acute admissions— 34 per cent); administration (25 per cent); outpatient
clinics with specialists (17 per cent); continuing medical education (14 per cent); primary
care unit in accident and emergency (13 per cent); and free-standing primary care unit
(6 per cent). Most such services were paid for on a fee-for-service basis, although work
was sessionally paid (for example, outpatient clinics and accident and emergency) and
planning and administration work was usually unpaid (AHMAC 1993).

Since 1993 the trend towards reduced GP access to hospitals has been partly reversed:
in recent years a wide range of projects relevant to GPs’ roles in hospital care have been
initiated.

A 1997 survey of health care organisations examined GPs’ integration with hospitals and
community health services. It revealed that 95 per cent of hospitals have current links
with general practice. Of these, 60 per cent have a specific person for liaising with
general practice. Seventy-four per cent of all hospitals reported being involved in some
kind of joint project with general practice (Centre for General Practice Integration
Studies 1997).

In the same survey Divisions reported involvement in joint projects (92 per cent) and
committee or forum membership (88 per cent) but less involvement in direct patient
referrals (64 per cent), which reflects the Division’s original role as coordinating
organisations rather than as providers of patient care services.

Primary care units and general practice casualty units in hospitals, which were
established in the early ’90s, have demonstrated that GPs investigate, prescribe for and
refer on primary care patients more appropriately than emergency department medical
officers (National Health Strategy 1992; Branger et al. 1992; Zankinthinos et al. 1994).

In 1994 the evaluation of General Practice Demonstration Grants found an impact on
education and training for GPs as a result of their involvement in hospitals; the report
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cited a range of benefits that accrue to both consumers and providers as a result of the
following (Department of Human Services and Health 1995):

• GP participation in patient–family–surgeon discussions;

• GP discussions with medical and nursing staff;

• GP attendance at teaching and outpatient sessions;

• GP attendance at ward meetings and hospital teaching rounds;

• development of protocols, post-discharge management plans, and use of
treatment cards by hospitals and GPs;

• GP attendance at patients’ admission, to consult with specialists, registrars and
junior medical staff, and outpatient liaison.

From 1995 to 1997, among the GPs and shared hospital care projects organised by
Divisions (at least 143 shared care–specific projects) were the following: preventing
admissions by providing home nursing or GP care; pre-operative assessment;
development and use of protocols and referral forms to improve communication; GP
accreditation and affiliation to hospitals; GP wards or GP consultations in hospitals
(visiting, case conferencing and care planning); improved communication between
hospital and GP (notification of admissions, deaths and discharges— using facsimiles or
email); discharge planning; GP education of hospital staff, such as resident medical
officers; ambulatory care and ‘hospital in the home’; and GP follow-up after early
discharge (including protocols) (National Information Service 1997).

Late in 1997 a GPs and Hospitals National Meeting was held as a result of the perceived
benefit of sharing experience within Divisions of General Practice as well as through
other Commonwealth and State and Territory programs and hospitals. The Meeting was
about drawing interested parties together to exchange experiences in order to reduce
duplication among programs and provide an opportunity to reflect on current directions
and identify where enhanced collaboration is important. As a result of the Meeting, it
was suggested that a Lead Divisions Program, along the lines of the National
Demonstration Hospitals Program, be established with responsibility for the following:

• developing a minimum data set on GP–hospital integration;

• devising a process of matching Divisions with Demonstration Program hospitals
and developing partnership agreements;

• establishing a forum for discussions between the Demonstration Program
hospitals and Divisions (Integration SERU 1998).

28.3 Working with State and Territory health authorities

At the State and Territory central office level, general practice’s involvement in decision
making is varied. Although from the outset State and Territory health authorities did
participate in assessment processes for divisional projects and the Rural Incentives
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Program, there were until recently no single points of contact for general practice within
State and Territory health administrations.

In 1993 the South Australian Health Commission’s policy documents clearly identified
of GPs as having a central role. During 1996 a General Practice and Community Health
Liaison Project was established and in 1997 negotiations were under way for developing
a General Practice Unit in the Health Commission.

By 1993–94 in Queensland a variety of policy documents had identified GPs as central.
Between 1995 and 1997 three general practice – Queensland Health conferences were
held, all supporting a partnership theme. In 1995 the General Practice Liaison Council
was established; it provides a mechanism for promoting and enhancing communication
and collaboration between GPs and Queensland Health.

In 1997 the first National Primary Health Care Conference was held; it was
characterised by significant involvement from GPs at the steering and reference group
levels and as conference speakers and delegates. As well as being ministerial
appointments on district health councils, a number of GPs continue to participate in
various forums integral to the development, implementation and evaluation of public
sector health care— discharge planning, information management planning, and the
Australian Health Care Agreement Steering Committee are examples of such
participation.

The General Practitioner Advisory Committee was established by the Health Department
of New South Wales. The first Committee forum was held in 1996 and the second in
1997: both focused on integrating general practice with New South Wales health system
services. Resourcing in kind and funding to Divisions occur through the area health
services. General practice casualty units and pre-admission clinics established in
hospitals also complement the services provided by GPs in the community.

During 1994–95 GPs were identified as care coordinators and possibly as purchasers in
Western Australian policy documents. In 1997 a General Practice Liaison Committee
was established, and consideration has been given to establishing a General Practice Unit
for the Health Department of Western Australia. Links between Divisions and policy and
purchasing areas of the Health Department are being developed.

In Victoria GPs have featured in a number of policy documents released during the ’90s
and there is a General Practice unit in the Victorian Department of Human Services. In
1996 ‘Health Stream’ proposals were developed with a view to making GPs the hub of
the health system; the development of formal agreements between Divisions and hospital
networks has also begun.

In the Australian Capital Territory, the Department of Health and Community Care links
with GPs, mainly through the ACT Division of General Practice. The Department
entered into an agreement with the Commonwealth and the Division to conduct a
coordinated care trial, has recently provided funding to the Division to assist in
computerising general practice, and is currently formalising arrangements for the
Division’s participation in an after-hours primary care trial.
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In the Northern Territory a General Practice Forum has been established to provide a
framework within which GPs and Territory Health Services can jointly deal with
planning, policy and strategic matters at a Territory-wide level. Territory Health
Services is also involved in the Rural Incentives Program through the provision of a staff
member to chair assessment panels. Developments to integrate GPs as part of the
primary health care model in multi-disciplinary teams that include Aboriginal health
workers continue. The Central Australian Aboriginal Health Workers Association is the
first fully functioning Association of its kind in Australia. It has grown through Divisions
and Project Grants Program funding via the Central Australian Primary Health Care
Network 1996–97; the Central Australian Rural Practitioners Association was
instrumental in its establishment.

In Tasmania the Health Department has recently established a General Practice Liaison
Unit in the Community and Rural Health Division. The Department also provides the
chairperson of the Tasmanian General Practice Rural Incentives Program Assessment
and Support Panel and the Rural Health Statewide Reference Group.

Most States and Territories now hold divisional forums at regular intervals and in most
instances government representatives participate as speakers or observers.

To get GPs more involved in the wider health system, including hospital care, a number
of whole-of-system changes are necessary: behavioural and attitudinal change to achieve
widespread integration and system ownership, increased local coordination of elements
in health services and the health system, and changes in financing arrangements are
examples.

A number of State and Territory health authorities already have clear ideas about areas
in which the GP contribution could be enhanced and one or two are well advanced in
making this happen.

Recommendation 149

That the Commonwealth Government encourage all State and Territory
governments to establish formal mechanisms with general practice.

These mechanisms should have the following characteristics:

• operate as a vehicle through which GPs can participate in health care decision
making;

• ensure consultation with and the participation of GPs in the development,
implementation and evaluation of public sector health care initiatives;

• assist in the development of alliances to facilitate cross-sectoral collaboration
within and between health services and between professional groups;

• strengthen the role GPs play in improving the health of their communities;
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• assist in implementing the General Practice Strategy.

Recommendation 150

That services to GPs by the Divisions include participation in policy and service
development and the development of service agreements with local hospitals,
community health services, local government, and other professional bodies.

28.4 State- and Territory-based general practice support and
coordinating structures

As part of the Divisions and Project Grants Program, field support services were
established in most States and Territories to assist in the development of Divisions and
implementation of divisional projects. The provision of these field support services gave
the Divisions access to a range of expertise and guidance not necessarily easily or cost-
effectively available at the local level.

Where the field support services have functioned well, they have enhanced cooperation
between Divisions and have been catalysts for, or supported, Statewide initiatives. One
of the difficulties associated with the arrangements for these services was that there was
no formal mechanism for the Divisions in a State or Territory to participate in the
identification of support needs or to take responsibility for the provision of such services
in their jurisdiction (Department of Health and Family Services 1996c).

A 1994 evaluation of field support services found that there would be a continuing, if
changing and gradually diminishing, need for field support in the following year. It was
also found that it would be necessary to provide increasingly specialised services and a
diverse range of advice and assistance to Divisions and their project staff (Phillipa Milne
& Associates 1994).

Rural Divisions Coordinating Units were established in 1993 in acknowledgment, at
least in part, that networking and communication for rural GPs were made particularly
difficult by costs, distances, isolation and workloads, particularly before the widespread
establishment of Divisions. In 1996 a review of the RDCUs found there was potential
for an expanded role for them in adding value to the work of Divisions by facilitating a
concerted, coordinated and efficient approach to matters of common concern, such as
recruiting, retaining and supporting GPs (Mandala Consulting 1996).

The need for State Based Organisations and Rural Workforce Agencies was emphasised
in a discussion paper, released by the Department of Health and Family Services in
1997, on support and coordination structures for Divisions and GP workforce initiatives.

Divisions have been involved in developing the future directions for these support bodies
in their respective States and Territories during the past 12 months. Most State Based
Organisations and Rural Workforce Agencies have been established. These key general
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practice organisations will be integral to the planning and development of health services
in all States and Territories.

The consultations and development of these organisations at the State and Territory
level had different origins.

The concept of Rural Workforce Agencies arose from the success of the Western
Australian Council of Rural and Remote Medicine in its workforce focus and the
recognition that various workforce elements within the General Practice Strategy were
administered separately at the State level. The intention is to achieve a WACRRM-type
model in each State and Territory to mirror WACRRM’s activity by drawing together
these different components to create a more efficient critical mass.

At the same time it was recognised that the Divisions of General Practice, which had a
strong local agenda, had not been focusing on what was at the time perceived to be
more of a national agenda item: the rural medical workforce. It was clear at the national
level that local solutions were necessary.

The move towards the State Based Organisations for Divisions of General Practice
occurred because it was recognised that most of the national support structures of the
Divisions and Project Grants Program could be administered more effectively and
efficiently at the State and Territory level.

Consultations in relation to both of these functions began almost simultaneously as part
of an approach to engage rural and urban GPs in a dialogue that would result in a system
that was unified at the State and Territory level. This is still the preferred outcome. The
following Charters for State Based Organisations (Box 28.1) and Rural Workforce
Agencies (Box 28.2), endorsed by the Review Group, describe the roles and functions of
these support and coordination structures at the State and Territory level.

Box 28.1 A Charter for State Based Organisations

State Based Organisations are the support and coordination structures for Divisions.
Their functions might include provision of the following:

• a base where
– Divisions can obtain support staff with a range of appropriate skills and

expertise
– GPs and Divisions can obtain program-management support and training
– information relevant to the roles and functions of Divisions can be

obtained or referral to the appropriate source facilitated
– networking and clearing-house functions for Divisions are coordinated
– the health care system can contact Divisions
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• a mechanism for
– representing Divisions in regional, State and Territory, and national health

policy and planning
– liaising with all levels of government
– identifying local areas in need of GP services and making

recommendations on models of care and the location of facilities and
services

– contracting on behalf of Divisions for State- and Territory-level work
– conducting divisional forum meetings
– managing the functions previously attached to Rural Divisions

Coordinating Units, the Urban Divisions coordinator role, the field
support service, and the State Advisory Panel

– working in partnership with State and Territory health authorities to
implement State and Territory and national health policies

• a resource that
– provides a united and representative divisional voice at State and

Territory level on policy development and program implementation, thus
enabling individual Divisions to focus predominantly on local matters

– coordinates corporate knowledge of Divisions on a Statewide basis
– provides networking and clearing house services for Divisions
– arranges professional development programs based on divisionally-

identified needs
– provides support for local adaptation of clinical practice guidelines and

care-planning protocols to ensure continuity of care across all levels of the
health system

– disseminating an agreed minimum set of workforce data at the aggregate
level to State and national bodies engaging in workforce planning

• a vehicle to
– develop policy in relation to general practice; for example, workforce

issues
– develop Statewide initiatives and achieve agreed goals and targets for

Divisions on a Statewide basis
– coordinate and support Divisions to link with other government and

industry initiatives
– provide GP/divisional membership to national groups (through

establishing and maintaining a database of divisional members’ skills and
interests)

– coordinate, and be accountable for, cross-divisional functions that have
Statewide impact

– advance population health strategies and divisional participation in health
outcomes planning for national and State priority areas

– unify Divisions and facilitate Divisions mutually supporting each other
(for example, assisting disadvantaged Divisions)
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Box 28.2 A Charter for Rural Workforce Agencies

Rural Workforce Agencies are the support and coordination structures for a focus on
matters connected with the rural and remote general practice workforce. Their
functions might include provision of the following:

• a base where
– all aspects of recruitment and retention of GPs in rural and remote areas

within the respective State or the Northern Territory are managed
– the relocation, training and remote area Commonwealth grant budgets are

held and the delivery of incentive funding in an accountable and strategic
manner is managed

– Commonwealth-funded rural workforce initiatives are supported and
managed and the integration of such initiatives with State governments
and the Northern Territory Government is coordinated

– data for the entire general practice workforce in the respective State or
the Northern Territory are collated and analysed

• a mechanism for
– developing State and Northern Territory policy in relation to the

recruitment and retention of GPs
– working with Divisions and the State Based Organisations to develop a

range of strategies that may be undertaken by Divisions— for instance,
local orientation

– identifying areas in need of GP services using the general practice
minimum data set

– disseminating an agreed minimum set of workforce data at the local level
to GPs, consumers, local health authorities and other interested parties
where there is not the divisional capacity for such a role

• a resource that
– is the central point for rural and remote general practice issues
– offers professional support— education, continuing medical education,

locums, and practice management
– offers, and advocates for, orientation support— welcoming new entrants,

encouraging community support, and providing local information
– assists with or advocates for housing, equipment and infrastructure

support
– coordinates peer support and mentoring programs
– provides and advocates for crisis support and family support



Changing the Future through Partnerships

304

• a vehicle to
– liaise and negotiate with State, Northern Territory and local governments

and other stakeholders regarding rural and remote general practice
– achieve agreed goals and targets for rural and remote general practice
– provide specific rural and remote general practice representation to

national bodies as appropriate
– work with other Rural Workforce Agencies to achieve national

coordination and standardisation of rural general practice workforce
conditions and solutions to the problems

Recommendation 151

That governments endorse and resource the State Based Organisations and Rural
Workforce Agencies to undertake their proposed roles and functions.

Recommendation 152

That for State Based Organisations and Rural Workforce Agencies to maintain links
with organised general practice they have appropriate representation from the
AMA, the RACGP and the Rural Doctors Association of Australia.

28.4.1 Pooling resources to maximise effectiveness

To be totally effective, the State Based Organisations and Rural Workforce Agencies
should aim to become one functional organisation serving general practice in their
respective State or Territory.

Recommendation 153

That State Based Organisations and Rural Workforce Agencies work to develop
formal mechanisms, such as co-location, sharing of resources and reciprocal
representation on their management boards, to facilitate their ultimate partnership,
recognising the tensions that currently exist around unity and focus of purpose and
the quarantining of funds.

The need for State Based Organisations and Rural Workforce Agencies to work
collaboratively is exemplified in the area of general practice workforce data collection,
processing and distribution.

General practice must have a more accurate method for determining workforce numbers
and requirements, both current and future. The Review Group recommends in
Chapter 27 that Divisions play a central role in improving workforce planning through
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regular data collection and monitoring of the general practice workforce in their
respective jurisdictions.

In support of this, there must be agreement on three key premises.

• Accountability for the data lies with the State Based Organisations, to ensure
quality of the data collection and oversight of its use for the profession as a
whole.

• The Rural Workforce Agency in each State and Territory is the body with the
greatest need for accurate data, both in its own area (rural general practice) and
in the area where the solutions to its charter are likely to be forthcoming (urban
general practice). Therefore, these agencies are the bodies with responsibility for
ensuring collection of the data, recognising the heterogeneity of Divisions in
their development and capabilities and that all Divisions will not be able to
immediately fulfil this task. This delegation also resolves the problem that a large
number of rural GPs belong to the outskirts of urban Divisions, whose data is
already collected by the predecessors of RWAs (the RDCUs).

• Divisions, as local-level bodies, are the most appropriate vehicles for data
collection about their workforce base, because they have to increasingly engage
their constituent GPs in the delivery of the divisional core, developing and
potential roles assigned by this Review. Therefore, where possible, Divisions
should be the body actually collecting the data.

In each State and Territory this three-tiered approach is necessary to address the key
issues of responsibility lying with the body representing all Divisions of General Practice
(SBOs), the role of RWAs and the need at least initially to support some Divisions in
this process.

Recommendation 154

That new funding be provided to State Based Organisations in each State and
Territory to engage Rural Workforce Agencies, which, in turn, fund Divisions for
the collection of data (according to the content and protocols agreed in the
minimum data set). The Rural Workforce Agencies would collect this data for a
Division only where the Division is unable to do so.

The following suggested functions for State Based Organisations and Rural Workforce
Agencies, whilst covered more broadly in their Charters previously, are considered to be
core functions.

28.4.2 Core functions for State Based Organisations

State Based Organisations should act as the infrastructure and resource for Divisions at
the State and Territory level to assist the local activities of Divisions and provide a
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vehicle for representing, coordinating, supporting and advocating on behalf of Divisions.
Their core functions would be as follows.

• Promote and strengthen collaboration between and give support to Divisions by
providing

– a coordination and strategic planning function,

– program and project management guidance

– administrative and human resource management assistance and human
resource development,

– training and continuing medical education activities,

– networking opportunities, such as special-interest groups,
telecommunication-based links, and professional development forums,

– information dissemination and resource development,

– management training and leadership development.

• Represent Divisions in State and Territory health policy and planning and liaison
and, where possible, develop, foster and promote opportunities for Divisions to
participate in decision making at this level.

• Represent Divisions at the national level through the Australian Divisions of
General Practice, on behalf of the States and Territories.

• Conduct State and Territory divisional forum meetings and jointly run the
national divisional forum meetings with the Australian Divisions of General
Practice.

• Bear ultimate responsibility at the State and Territory level for the collection and
processing of general practice workforce data and for the distribution of an
agreed minimum set of workforce data at the aggregate level to State and
national bodies engaging in workforce planning.

28.4.3 Core functions of Rural Workforce Agencies

Rural Workforce Agencies are State- or Territory-based organisations of rural GPs and
with management boards that include other interested parties. They are being established
to develop and influence policy on the rural general practice workforce and to
coordinate rural and remote general practice initiatives, including the Rural Incentives
Program, at the State and Territory level. They should act to promote and facilitate the
supply, recruitment, retention, education, support and better distribution of GPs in rural
and remote areas. Their core functions would be as follows.

• Develop strategic policy and initiatives at the State and Territory and local levels
to assist in the recruitment and retention of GPs for rural and remote areas by
means of
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– implementation of continuing medical education and locum programs
(except where funds are devolved to a Division for this purpose),

– delivery of allocated rural incentive funds to rural GP support and
workforce recruitment programs (Rural Incentives Program relocation
and remote area and retraining grants). This may include family,
professional, orientation, infrastructure, peer and crisis support
initiatives.

• Develop strategies, with the relevant State Based Organisations and Divisions, to
help remedy the general practice workforce maldistribution, at a State or
Territory scale.

• Work with other Rural Workforce Agencies to achieve national coordination and
standardisation of rural general practice workforce conditions and solutions to
the problems.

• Liaise and negotiate with State and Territory governments, local governments
and other stakeholders in relation to broad rural health workforce matters as well
as rural and remote general practice.

• Collect general practice workforce data for Divisions where there is not a
divisional capacity for such a role and collate and analyse data for the entire
general practice workforce in their State or Territory, including negotiating,
holding and maintaining the minimum data set and using data to identify areas of
need.

• Disseminate general practice workforce data and distribute an agreed minimum
set of workforce data at the local level to GPs, consumers, local health
authorities and other interested parties.

28.5 The Australian Health Care Agreements

In the light of concern about jurisdictional boundaries, the Review Group considers that
liaison between the Commonwealth, State and Territory health authorities, and general
practice at the State and Territory level should be strengthened.
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Recommendation 155

That general practice have a central presence in the areas being negotiated with the
Health Care Agreements, including

• financing and public service reforms;

• improved health care outcomes in non-hospital and hospital settings (or pre-
and post-acute care);

• integrated and coordinated care;

• the new National Development Fund supporting major projects enhancing
integration;

• improved sharing of patient information across sectors— for example,
linking GP and hospital records with agreed protocols on access, use and
ownership of medical records;

• the improvement of mental health services with a focus on prevention.

Recommendation 156

That the role of Divisions with key stakeholders be strengthened through a
formalised relationship with State and Territory governments via the Health Care
Agreements.

Recommendation 157

That the Health Care Agreements formally recognise the pivotal negotiating role of
State Based Organisations in the development of health policy and initiatives on
State- and Territory-wide issues.

Recommendation 158

That the Health Care Agreements detail the recognised and central role of Rural
Workforce Agencies in liaison with State and local governments regarding rural and
remote general practice and the subsequent development of State policy in relation
to the recruitment and retention of GPs.
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29 Support at the national level

This chapter describes the national-level infrastructure that has been developed to
support implementation of the General Practice Strategy.

Compared with 10 years ago, we now know a great deal more about what general
practice does, its role in the Australian health care system and its outputs. This
increase in knowledge is a consequence of the efforts of a mass of researchers,
evaluators, policy makers, clinicians, consumers and others, all of whom have had
the opportunity to come together and share ideas.

The development of a number of structures in the past decade has facilitated this.
What is needed now is a way of harnessing the voice of Divisions of General
Practice at the national level by establishing a national representative body for them.

The General Practice Evaluation Program has done a great deal for general practice
research and it is important to continue to use the cadre of trained researchers that
has resulted from the eight years of the Program, rather than letting that investment
fade.

Research and evaluation activities and a strong community in GP education and
research will be essential to the achievement of a sound professional base for the
future and for state-of-the-art general practice.

An interesting example of a more recent development, the National Prescribing
Service, is also described.

29.1 A national body for Divisions of General Practice

Divisions of General Practice work with their parent GP organisations (the RACGP and
the AMA) on a number of committees, taskforces, workshops and conferences at the
national level. There is also an ever-increasing call for divisional representation and
consultation from all levels of government and many external bodies.

If Divisions are to fulfil this role adequately, structures are needed at the local, State and
Territory and national levels, as well as adequate resources and incentives to ensure
accountability. Furthermore, it is unrealistic to expect a representative view if adequate
funding is not available to facilitate a collective response from Divisions. In relation to
divisional business, the Divisions consider it unacceptable for others to represent their
views without consulting them.

Since their inception in 1992, the Divisions have had increasing support from ‘grass
roots’ GPs, demonstrated not only by Divisions’ increasingly active membership but also
by their achievements in representing the community face of general practice.
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There is an emerging view that the time has come for a national Divisions group to
represent and lead Divisions in national negotiations in which they have a stake. Such a
national body should incorporate a union between Australian Urban Divisions and
Australian Rural Divisions, show leadership and advance the role of Divisions, and
empower general practice by working closely with other GP organisations in their
respective roles.

The move would be part of the paradigm shift towards a united alliance between the
general practice organisations. The alliance must respect the distinct functions and
expertise of each member and at the same time deliver comprehensive representation.

The Review Group supports the creation of a national organisation of Divisions, to
provide leadership to facilitate involvement in program and policy development at the
national level. Funding should be provided to sustain such a body.

Recommendation 159

That funding be provided for the Australian Divisions of General Practice as the
national organisation of Divisions to enable it to fulfil its charter and any functions
required of it by the proposed General Practice Partnership Advisory Council.

Box 29.1 describes the functions of the Australian Divisions of General Practice, as
endorsed by the Review Group.

29.2 The Support and Evaluation Resource Units

The General Practice Strategy’s most recent initiative was the development and funding
of Support and Evaluation Resource Units to develop evaluation and research skills
within Divisions of General Practice. Four SERUs were established in February 1996, to
support Divisions of General Practice and their projects:

• the Access Support and Evaluation Resource Unit, at Melbourne University;

• the Public Health and Health Promotion Support and Evaluation Resource Unit,
at Melbourne University;

• the Education Support and Evaluation Resource Unit, at the University of
Queensland Clinical School in Townsville;

• the Integration Support and Evaluation Resource Unit, at the University of New
South Wales.
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Box 29.1 Charter for Australian Divisions of General Practice

Australian Divisions of General Practice is a national structure owned by Divisions of
General Practice. Its functions might include provision of the following:

• a base where
– government and peak bodies in health and related areas can communicate

with Divisions nationally
– State-based structures (medical directors and executive officers) can

receive assistance and support— for example, mentoring and in relation to
management of their organisations

• a mechanism for
– coordinating at the national level and on national issues involving

Divisions, the State Based Organisations, other GP representative
organisations, government, consumers, academia, and other interested
parties

– procuring support needed to enhance Divisions’ responses to clinical
matters arising from national health priorities

– coordinating responses to matters of common interest to Divisions on a
national scale

– devising consultative processes with Divisions for arriving at a national
position— for example, enhancing Divisions’ and State Based
Organisations’ capacity to develop a national view

– conducting a national GP forum in collaboration with the State Based
Organisations and other interested parties

• a resource that
– develops and can suggest collective and collaborative approaches for

Divisions and divisional groupings— for example, innovative ways of
dealing with matters such as interdivisional communication

– offers professional development opportunities for divisional members
– is a clearing house for information on consultations with government in

connection with national recommendations involving Divisions
– provides guidance on divisional operational policy and program

development

• a vehicle for
– representing and advocating on behalf of Divisions at the national level
– working in partnership with State Based Organisations so that national

policy positions and directions can be coordinated and articulated
– maintaining effective channels of communication with key stakeholders as

well as consulting with them on a formal and an ‘as needs’ basis
– providing advice to government and other agencies
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The SERUs began operations in March 1996. Their task is to identify ‘current accepted
practice’ methodology and develop appropriate ‘best practice’ methodology for the
implementation and evaluation of divisional projects. For example, an Access SERU
project might involve improving the access to general practice care of patients whose
primary language is not English; an Integration SERU project might concern diabetes
shared care; a Public Health and Health Promotion SERU project might involve
educating patients about asthma prevention; and an Education SERU project might
concern itself with divisional activities relating to undergraduate education, vocational
training, continuing medical education and quality assurance (Department of Health and
Family Services 1996a).

The current level of core funding for SERUs has been extended to 30 June 1999 and it is
planned that an independent review of them will begin in mid-1998.

29.3 The General Practice Evaluation Program

The General Practice Evaluation Program is a research program that makes resources
(generally in the form of grants) available for general practice evaluation and research.
Cooperation between the RACGP, university departments and the Divisions of General
Practice has increased, and the Program has resulted in an increase in both the quantity
and quality of research being done. It has also established general practice research as an
important aspect of the discipline’s activity.

The Program’s origins are to be found in the Commonwealth parliamentary proceedings
in relation to the introduction of vocational registration. One of the recommendations of
the Senate Select Committee related to research. It was recommended that research be
undertaken into the effects of the new arrangements (vocational registration, continuing
medical education, quality assurance, and the use of content-based descriptors) and into
the various factors affecting the quality of general practice. The Commonwealth’s
acceptance of this recommendation and its provision of associated funds brought the
General Practice Evaluation Program into existence (Doessel 1993).

The Program was established in 1990 and began providing research grants and seed
funding in 1991. In 1992–93 its task was broadened to include examining whether
general practice changes have improved quality and financial value in general practice
and in the wider health system. To achieve this, the Program was allocated an additional
$3 million a year, making the total annual allocation $4.6 million. By 1993, the Program
had funded 74 projects (including 22 using seeding grants) (Douglas 1993).

One of the Program’s objectives is to nurture the development of the general practice
evaluation workforce: one of the problems with developing a research and evaluation
program had been the lack of skilled people to do the work.

The Program had a system for sponsoring scholars and Research Fellows to do research
and it supported a Technical Advisory Group that produced some very important
documents, including glossaries of terms and tools for researchers. The Technical
Advisory Group also played an important part in providing a personal support service to
GPs and others who were trying to develop skills and applications for this type of
research.
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The annual ‘Work in Progress’ General Practice Evaluation Program conferences have
been an important aspect of monitoring the workforce and fostering collaboration.

Box 29.2 describes the main components of the General Practice Evaluation Program.

Box 29.2 The General Practice Evaluation Program: principal components

The following are the principal components of the General Practice Evaluation
Program:

• in consultation with interested parties, development of a comprehensive
evaluation framework for general practice;

• development of a system for monitoring changes occurring in general
practice;

• promotion of innovative evaluation in general practice, to encourage and
support the use of systematic and coordinated evaluation research, including
establishment of the National Information Service at Flinders University in
South Australia;

• the infrastructure component, to develop and foster the identity of general
practice research and ensure maximum relevance of evaluation to GPs,
consumers and interested parties;

• the training strategy, to develop the evaluation skills of researchers in
general practice;

• evaluation of programs implemented as part of the General Practice
Strategy, such as the Divisions and Project Grants Program and the Rural
Incentives Program (Department of Health and Family Services 1996a).

29.3.1 The National Information Service

In 1995 the National Information Service was established to support the General
Practice Evaluation Program and undertake related activities such as disseminating
research findings and maintaining a national focus for the Program through newsletters,
conferences and other specialised forums.

The Service’s early success in collating and producing information about GPEP projects
in an accessible format (through the production of the Profiles of Divisions of General
Practice Projects, 1993–1996 document and the GPEP database) led the General
Practice Branch of the Department of Health and Family Services to ask the Service in
1996 to take responsibility for managing and disseminating information about the
projects funded through GPEP. About the same time, the SERUs were being established
and a close working relationship developed between the Service and the SERUs to
avoid duplication of effort and promote collaboration.
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Although the National Information Service and the SERUs are under review at present,
it is obvious that there will continue to be a need for access to high-quality information
about different concepts and programs related to the General Practice Strategy, at both
national and local levels. And although there should be opportunities for local adaptation
and innovation in communication, it is desirable for general practice that this information
can be obtained through a single ‘warehouse’ such as the National Information Service.

In addition to the project databases, the paper-based newsletter, the email discussion list,
the web site, the annual conference, and discussion documents about important issues
arising from GPEP, the National Information Service could disseminate information
about the rural component of the General Practice Strategy, the wide range of
consultancies commissioned by the Department of Health and Family Services, the work
of PhD and Masters scholars, and research data from some completed general practice
projects.

Similarly, through its warehouse the Service could host links with other data sources
that Divisions or individual practices might need access to, such as the SERUs, the
Australian Institute of Health and Welfare, the Health Outcomes Clearing House, and
the Cochrane Collaboration.

29.4 Developments in research and evaluation in the United Kingdom

In the United Kingdom a National Working Group convened by the Central Research
and Development Committee of the National Health Service recently undertook a
strategic review of research and development in primary care. The Review Group
examined the Working Group’s report, which is available on the Internet
(http://www.epi.bris.ac.uk/rd/publicat/rdpcare/rdpcap6.htm). Much of the report’s
content is readily applicable to Australia so, to minimise duplication of effort, the
Review Group has chosen to adopt much of the material unchanged: many parts of this
chapter draw heavily on the report.

The National Working Group’s report identified four areas of clinical activity in general
practice where there is a substantial ‘evidence gap’ that is limiting the provision of the
highest quality of care:

• recognition and clinical management of the early presentation of disease;

• clinical management of established disease treated predominantly in primary care;

• clinical management of chronic disease, which takes place predominantly in
primary care;

• assessment and clinical management of disease risk.

It also noted several questions about the organisation and delivery of primary care that
merit further research:

• effective delivery of preventive health care through primary care;

• optimal use of resources in the delivery of clinical services in the community;
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• overall management of chronic and complex conditions that are managed in
primary care but that also require a very strong social care component.

The importance of research such as this will probably increase in response to evolving
demographic trends and social policies. As the population ages more attention must be
paid to the management of multi-system illness and the interaction between medical and
social care.

In the foreseeable future social policy is also likely to continue to promote the move in
the balance of care towards greater provision in local communities and community-
based health and social services. This means that primary care research and development
must focus on the following:

• the ‘lay’ management of health and care needs, including the role of family,
voluntary and social care;

• the implications of changes in the balance of care for organisational configuration
and for optimal delivery of care;

• the appropriate relationship between primary and secondary care and between
the health and social care sectors.

Although some of the knowledge required to support clinical decision making for
individual patients in general practice will be gained as a result of research conducted in
the area of secondary care, most of the evidence required by general practice can be
obtained only through research conducted in general practice, involving GPs and their
patients.

At present in Australia there is a considerable imbalance between the amount of funding
devoted to research in the area of secondary care compared with what is spent on
primary and community-based research (including general practice). Redressing this
imbalance and developing a research culture within general practice will require a big
increase in the amount of research activity done within the discipline. Furthermore, the
approach to such research will invariably need to be multi-disciplinary and combine both
quantitative and qualitative methodologies.

Recommendation 160

That the future general practice partnership adopt the strategic principles in relation
to research and development in Australian general practice.
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Box 29.3 Principles for research and development in Australian general
practice

The Review Group proposes the following principles for research and development in
Australian general practice.

• High-quality patient care requires a sound evidence base derived from high-
quality research and development.

• High-quality research and development requires effective collaboration
between health service providers and universities.

• Any increase in general practice research and development activity in the
health service sector requires parallel expansion of research and
development capacity in the university sector.

• Successful expansion of primary care research and development requires a
coordinated approach from the Department of Health and Family Services,
the National Health and Medical Research Council, universities, and other
research-funding organisations.

• Expansion of research and development activity in general practice should
be carefully managed.

Recommendation 161

That in seeking to achieve these strategic principles, the future general practice
partnership include an identified commitment to promoting and supporting research
and development, in addition to evaluation, as a central strategy to create a
research-based culture within general practice.

Recommendation 162

That the current General Practice Evaluation Program be replaced with a broader
General Practice Research, Evaluation and Development Program.

Recommendation 163

That the focus of the new General Practice Research, Evaluation and Development
Program be primarily on targeted areas of research and development that have
clinical and/or policy relevance.



Support at the national level

317

29.5 Nurturing research

At present there is a relatively limited research capacity in general practice. The General
Practice Evaluation Program instituted a number of initiatives designed to develop a
research and evaluation capacity— such as funding Masters and PhD scholarships,
innovative Masters programs by course work, and opportunities for investigator-
initiated project and program grants— but the number of people adequately trained
remains small and the long-term viability and sustainability of the research and
evaluation workforce is questionable.

It is necessary to explore ways of providing more secure career pathways (for example,
by supporting postdoctoral scholarships) and to strengthen support for academic
departments of general practice, where most of the research capacity is located.
Opportunities for encouraging and supporting GPs who seek some involvement in
research— at a divisional or practice level, for example— should be identified and, if
shown to be promising, they should be funded.

An additional challenge, also identified in the UK National Working Group’s report,
involves providing support to the small number of people with excellent research skills
at a senior level. These people are extremely vulnerable to being overworked as
supervisors and mentors— with loss of effectiveness and a risk of burn-out— if the
expansion in activity happens too fast. A controlled program of gradual capacity
expansion over five to 10 years is appropriate.

Recommendation 164

That within the General Practice Research, Evaluation and Development Program
identified funding be available to maintain and further develop the capacity of the
existing general practice workforce through consideration of initiatives such as
funding a postdoctoral scholarship program, establishing ‘general practice career
scientist’ posts, and strengthening the research base of academic departments of
general practice.

Although the contribution of methodological expertise from the social sciences,
epidemiology, statistics and health economics is essential to high-quality research in
primary care, the most talented individuals from all health professional groups and
related disciplines have not been recruited to general practice research. Part of the
explanation for this appears to be that younger social science academics who are
interested in general practice fear being marginalised if they work in mainly clinical
groups: they encounter prejudice about the methods they use; they risk losing contact
with their original discipline; their status is lower than that of other non-clinical but
medically qualified researchers; and this lower status is intensified by their lower salaries.
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Recommendation 165

That the proposed General Practice Partnership Advisory Council review existing
barriers and incentives to non-clinical general practice researchers developing their
expertise in key areas of general practice research.

Consideration should be given to the following:

• possibilities for high-level research training through local centres of excellence;

• establishing a mentoring process for non-clinical general practice researchers;

• meeting the excess costs of established research groups in other disciplines
collaborating with and supporting emergent general practice groups;

• giving funding priority to joint applications to undertake general practice
research from emerging and established research groups.

29.5.1 Involving consumers

In creating a research culture within general practice the concerns of consumers must be
taken into account. Research to provide the knowledge necessary to enable consumers
to make informed choices is impossible without collaboration with and the informed
consent of consumers. General practice should take the lead in involving patients in the
research process— from agenda setting to the implementation of research findings.

29.5.2 Involving GPs and their patients

The creation of a more productive and satisfying general practice culture is dependent
on building and strengthening the trust that already exists between primary care teams
and their registered populations. This trust involves sharing knowledge about the
meaning of symptoms, options for treatment, and minimising health risk. A research
partnership between health care professionals and their patients is necessary if this is to
happen.

Recommendation 166

That consumer involvement in the general practice research, evaluation and
development agenda be actively encouraged and supported.
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29.5.3 The implications for Divisions

The recent emergence of Divisions of General Practice offers an opportunity to explore
how the research and development capacity in general practice could be strengthened if
locally based research networks were established and if stronger links between academic
departments of general practice and Divisions of General Practice were established.

Such initiatives are likely to result in significant benefits to Divisions, their GP members,
and those involved in general practice research. In Australia there are already several
successful examples of GP academics’ skills being used within Divisions to develop and
evaluate new models of organising and delivering care.

The move towards outcomes-based funding will require Divisions to develop specific
skills in areas of health service planning, evaluation and management. If those skills do
not exist within a Division it will be essential to develop strong links with an academic
group that possesses them.

At the local level, general practice presents particular challenges for communication and
dissemination of knowledge because of the dispersion and diversity of sites in which care
is delivered and the range of clinical activity involved. It will be important to develop
strong divisional communication strategies to ensure that research results can be
effectively disseminated at the local level. Appropriate change management and
mentoring techniques will be needed to support this.

National organisations such as the National Information Service and the SERUs also
have an important part to play in facilitating the dissemination of information.

Recommendation 167

That, in developing the general practice research, evaluation and development
agenda, full use be made of divisional networks, particularly in areas such as
patient-based data collection, development of evidence-based clinical practice
guidelines, and development of models of applying best evidence.

Recommendation 168

That research, development and evaluation be an identifiable component of all
divisional strategic and business plans, as part of the move to outcomes-based
funding.

29.5.4 Investing in research

Supporting research, evaluation and development in general practice requires a specific
financial investment. Under the General Practice Strategy about $35 million has been
spent on research, evaluation and development, predominantly through the General
Practice Evaluation Program. This represents less than 5 per cent of total



Changing the Future through Partnerships

320

Commonwealth non–fee for service expenditure on general practice. Increasing the level
of funding to 7.5 per cent of total non–fee for service expenditure represents a more
realistic estimate of the investment required.

Management of these funds through the General Practice Research, Evaluation and
Development Program ought to be primarily strategic. Consideration should be given to
establishing stronger links, for the purposes of strategic planning and grant assessment,
with organisations such as the National Health and Medical Research Council. It is
important, however, that clearly identified boundaries be maintained around the funding
so that it is not absorbed into other research and development pools.

Recommendation 169

That the proportion of the non–fee for service budget devoted to general practice
research and evaluation be increased to reflect a greater emphasis on research and
evaluation flowing from the Review Group’s recommendations.

Recommendation 170

That general practice research and evaluation funds be strategically managed under
the auspices of the General Practice Partnership Advisory Council but with close
collaboration with the National Health and Medical Research Council and other
Department of Health and Family Services research and development programs.

One of the main benefits of the current review process has been the creation of a small
Research Unit to identify and synthesise relevant policy research for the issues being
explored. The Unit has enabled the Review Group to make its decisions on the basis of
clear evidence wherever possible. A small amount of funding should be set aside to
enable a general practice policy research coordinating unit to act as a support for future
consultative structures. It is not intended that such a unit would become the prime agent
for general practice research and development in Australia; rather, it would serve as a
coordinating and support unit to synthesise evidence required by the new consultative
structures to inform their decision making.

Recommendation 171

That funding be provided within the research, evaluation and development budget
to support a general practice policy research coordinating unit.
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29.6 The National Prescribing Service

Australians have had access to affordable, safe, high-quality and efficacious
pharmaceutical products for over 50 years through the Pharmaceutical Benefits Scheme
and a product-regulation system implemented by the Therapeutic Goods Administration.
Australia endorses the World Health Organisation’s definition of the quality use of
medicines:

When a drug is required, the appropriate drug must be chosen, it must be available at
the right time at a price people can afford, it must be dispensed correctly, and it must
be taken in the right dose at the right intervals and for the right length of time. (cited
in NPS Advisory Group 1997)

The importance of quality use of medicines within the Australian Medicinal Drug Policy
has been formally acknowledged with the establishment of the Pharmaceutical Health
and Rational Use of Medicines (PHARM) Committee and the recent addition of a
Quality Use of Medicines arm to the Medicinal Drug Policy.

The concept of a National Prescribing Service evolved from the need identified by the
medical profession and other interested parties for access to a broad range of
coordinated activities to facilitate high-quality, cost-effective prescribing. In the
1997–98 Federal Budget the Government provided funding for the establishment of the
Service, which was established in March 1998 with the aim of improving health
outcomes for Australians by giving doctors the opportunity to identify the type of
prescribing information they would find useful to support quality prescribing. The
Service is to operate at arm’s length from government and will provide a mechanism for
doctors to work in partnership with other stakeholders to achieve a national,
coordinated approach to support quality prescribing. Accordingly, the Review Group
makes the following recommendations.

Recommendation 172

That the National Prescribing Service be supported in its aims of improving health
outcomes for consumers through encouraging the quality use of medicines in
Australia.

Recommendation 173

That the National Prescribing Service be seen as a model for further partnerships
between the medical profession and other stakeholders in targeted areas to enhance
the quality of care, independently of government.
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30 Moving forward

This chapter draws together the Review Group’s conclusions.

There is a compelling case for change, for a clear vision and a focus on unity and
quality, and for strong, mature working arrangements with others.

Some steps should be taken urgently, some should receive early attention, and some
need further work.

30.1 Introduction

In responding to its terms of reference the Review Group chose to give particular
emphasis to its third term of reference— to provide advice about the future. It did this on
the basis that general practice is already in a state of flux as a result of wide-ranging
changes both internal and external to the profession.

The principal test of the General Practice Strategy is whether the original problems have
been redressed or persist, the extent to which the Strategy provides a solid platform for
building for the future, and which elements of the Strategy need to be modified.

In the past seven months the Review Group has examined a large amount of written
material, both submissions and research articles. It also sought the views of general
practitioners and other interested parties, including representatives of State and
Territory health authorities and consumers, in an extensive consultation exercise across
Australia.

The matters that were raised are highly complex and myriad viewpoints were expressed.
This report is an attempt to capture the essence of the debate and the complexity of the
issues the Review Group has grappled with during the course of the Review.

At all times the Review Group tried to bear in mind the perspectives of individual GPs,
consumers and governments, as well as taking an ‘overarching’ view from the national
perspective— What are the implications for general practice as an industry, a discipline
or a profession? What is a GP? What services can consumers expect from a general
practice? What are the unifying aspects of a vision for the future of general practice?
And how can GPs be encouraged to work more effectively with others?

The Group’s conclusion about the range of changes that have occurred in general
practice since the late 1980s is that, despite controversy and disagreements and the fact
that the impact on some GPs has been limited, the effects have been profound and in
some areas have stimulated international acclaim.
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• The Divisions of General Practice have created a bridge between general practice
and the health care system that did not previously exist. Around 75 per cent of
GPs claim some level of membership.

• New funding arrangements have been implemented, with varying degrees of
acceptance by the profession.

• The Rural Incentives Program has brought much relief for rural practitioners and
is internationally renowned for its comprehensive nature.

• The General Practice Evaluation Program has provided data and information
about general practice previously unavailable in Australia and to some extent
internationally. It has also contributed to building the general practice academic
workforce.

There is, however, evidence that the organisation of practices is too fragmented and
does not support changing lifestyle and career expectations. At a national level there
continues to be a lack of unity.

The agendas, time pressures and tensions about ownership and control between those
interested in making improvements in general practice require a more sophisticated
approach.

The Review Group has developed a Vision for the future of general practice that speaks
of unity in delivering quality, better support, and partnerships with others.

30.2 Acting on the Review Group’s recommendations

The task of communicating and gaining acceptance of changes to general practice is a
formidable one. A wealth of research developed during the past 30 years relates to the
management of innovation in other scientifically based sectors of the economy; this
could form the basis for an effective change management approach for general practice.

Various factors emerge from the literature as being particularly important in engaging
professionals in change processes:

• an integrated approach on the part of the key players;

• direct personal contact in disseminating information;

• local leaders of professionals;

• creation of a culture receptive to new ideas;

• better leadership to overcome cultural barriers;

• taking account of the social and organisational context within which the
professionals in question work;

• ownership of the changes by end users.



Moving forward

327

It is also essential to acknowledge that non-rational forces underlie much resistance to
behavioural change— fear of the unknown, anxiety, lack of enthusiasm, cynicism, and so
on. The best validated principle in the literature on the management of change is that
people who will have to live with the results of change need to be deeply involved in
designing and implementing new processes (Backer 1995).

For this reason, it is necessary to take action urgently in a number of areas. If the
Minister for Health and Family Services agrees that this report and the Review Group’s
recommendations warrant further action, the Review Group proposes that a workshop
of the principal GP groups be held with the aim of generating understanding of, and
broad support for, the Vision and the recommendations.

The proposed General Practice Partnership Advisory Council should be established as
soon as possible. From the outset, its members should agree to the Vision and the
statements of principle contained in this report.

To make change the answer— not the problem— the Review Group has defined an
agenda for improvement.

Recommendation 174

That the proposed partnership between general practice, government and
consumers— to achieve the Vision for the future of general practice— include at
least the following areas of work:

• quality improvement, education and training;

• broader financing, including development of the new, targeted general
practice payments;

• information management and technology support systems;

• workforce planning, including new models of practice organisation
development;

• support for the Divisions of General Practice;

• rural and remote practice support and development;

• the general practice Indigenous health support program;

• research and evaluation;

• managing change.
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In each of these areas the Review Group has made comprehensive recommendations
based on widespread discussion with interested parties, in-depth analysis of related
matters, and available research evidence.

30.2.1 Quality

Central to the Review Group’s deliberations and recommendations is the concept of
quality care. The Group describes a series of principles and a quality framework. It takes
the position that in the future, through the development of a greater range of options for
the assessment of competence and continuing quality assurance, GPs should be able to
take increasing pride in the quality of services provided to the community.

Vocational registration remains controversial. It has been successful in establishing
general practice as a discipline in its own right, encouraging and rewarding GPs who
undergo formal vocational training in general practice, and encouraging widespread
participation by GPs in formal continuing medical education and quality assurance
programs.

The Review Group makes several recommendations for improving the arrangements for
recognised GPs and strengthening the quality framework to ensure that doctors working
in the community providing unreferred services are competent and provide high-quality
care.

To date, quality initiatives in general practice have focused on the individual
practitioner— examples are continuing medical education and quality assurance
processes, vocational registration, and the provider number legislation. It is evident,
however, that many problems in general practice that affect quality— including
workforce shortages, training, and lifestyle–career tensions— require a system-wide
approach.

The Review Group supports the development of a credible accreditation process based
on professionally developed standards to support continuous quality improvement in
general practice. It also supports the continuing development and implementation of
clinical practice guidelines relevant to general practice.

30.2.2 Financing

The Review Group agreed that changes need to be made to the current remuneration
system, to provide rewards for high-quality care and to support the expanding activities
of GPs; this includes more appropriate remuneration for the management of complex
cases. It recommends that the current blend of fee-for-service and other non–volume
related forms of remuneration remain, but that the range of options in the latter category
be widened.

The Review Group acknowledges the perverse incentives for high-volume, rapid-
turnover provision of services inherent in the current fee-for-service arrangements. As
one means of resolving this problem, the Group strongly supports the proposed new
item structure for attendance items developed for the Relative Value Study. Other
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possible strategies— such as reimbursing practice costs separately from professional
service, linkage of patients to practices, and geographic restrictions on provider
numbers— are not recommended at this time but should be the subject of wider debate.

As the first step towards better rewarding quality, the Review Group recommends that
the Better Practice Program be replaced by a new form of non–volume related funding
consisting of a system of targeted programs— to be known as the Practice Incentives
Program— that will over time operate with a single entry point of accreditation.

Full annual indexation of total funding for general practice services remains
controversial. It is recommended that the question of how to implement annual
indexation be referred to the proposed General Practice Partnership Advisory Council
for inclusion in the proposed financial five-year agreement between the Commonwealth
Government and representatives of GP organisations.

30.2.3 Information management and technology support systems

The increasing importance of information management to quality care and the need for
general practice to embrace information technology were discussed in many submissions
and were recurring themes in the Review Group’s consultations with GPs and other
interested parties.

The Review Group makes several important recommendations relating to information
management, information technology and general practice, principally in connection with
providing local practical support to GPs, developing standards, and ensuring the
compatibility of IT systems with other parts of the health system.

30.2.4 Workforce planning and practice organisation

The Vision for the future of general practice involves a variety of practice models to
meet differing community needs and settings and supporting professional independence
in the interests of quality care.

The Review Group recommends that during the next five years a program be developed
to help general practices embrace micro-economic reform; this should include improved
practice and workforce efficiencies, amalgamation of practices, and other models of
cooperative working, with the aim of increasing efficiencies and making the best use of
available financial resources.

To resolve the problems associated with the supply and distribution of the general
practice workforce, the Review Group makes recommendations to improve data
collection and thus general practice workforce planning, at both the local and the
national levels.

30.2.5 Support for the Divisions of General Practice

Divisions of General Practice were widely acclaimed as a very positive outcome of the
General Practice Strategy. The Review Group sees continued development of the role
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and potential of Divisions as integral to the implementation of the Vision for the future
of general practice. Divisions should be supported in their role of providing an
organisational infrastructure, with clinical, management and professional support being
offered to GPs.

30.2.6 Rural and remote practice support and development

The Review Group makes detailed recommendations designed to provide better support
for rural practice— more effective incentive packages for negotiated periods in rural
practice; better use of information technology and telemedicine to support rural GPs;
exploring and strengthening the factors that influence sustainable models of rural
practice; appropriate remuneration for time spent in consultations with urban-based
specialists; broader groupings of rural health providers; and better resourced and more
strategic outreach programs in the remoter areas.

The Review Group also proposes that bonuses be paid to encourage GPs to remain
longer in rural areas. The bonuses should be substantial and increase according to years
of service.

GPs working in rural and remote areas may need specific additional training and skills in
order to meet their communities’ particular needs. Such training should be available to
doctors already in rural and remote practice and to all doctors contemplating such
practice.

More incentives are proposed to encourage and assist rural students to study medicine.
The development of specific supports is recommended to recruit and retain female
doctors in rural practice.

30.2.7 Indigenous health

The Review Group recognises a need for general practitioners to have greater
involvement in the health care of Indigenous Australians. It must be remembered that the
majority of Indigenous Australians live in urban areas. A specific program— the General
Practice Indigenous Health Support Program— is proposed, with dedicated funding to
recruit and retain GPs to work in the full spectrum of Indigenous health.

30.2.8 Research and evaluation

Underpinning the focus on quality is the need for a strong research and evaluation basis
for general practice. The Review Group recommends several initiatives in this regard,
including replacement of the General Practice Evaluation Program with a broader
General Practice Research, Evaluation and Development Program, primarily focused on
targeted areas of research and development that have clinical or policy relevance.
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30.2.9 Managing change

Some of the changes recommended by the Review Group may have a major impact for
many GPs. Consequently, the Review Group sees a need to address the question of how
change can best be managed within general practice.

Bringing together the forces needed to effect change will rest on the formation of
effective partnerships and the unified involvement of the profession. The Review Group
recommends that the Vision for the future of general practice be supported by
stakeholders and that all parties involved are fully informed of and understand the
changes required to achieve the Vision.

30.3 The priorities

The priorities for reform fall into three broad groups: urgent matters; matters for early
attention; and matters for longer term development.

30.3.1 Urgent matters

A number of matters warrant urgent attention:

• that financing questions such as annual indexation be resolved;

• that the new attendance item structure developed under the Relative Value Study
be supported;

• that the Better Practice Program be replaced by a new form of non–volume
related payments and that the details of how the funding is distributed against the
different new elements of the proposed program be determined forthwith;

• that from 1 July 1998, or as soon as possible thereafter, the eligibility
requirements for entry to the Better Practice Program be simplified to allow a
choice between the existing process and proof of participation in the
accreditation process;

• that GP organisations provide advice to practice owners and doctors employed
in practices about equitable remuneration arrangements;

• that additional formal representation on the Australian Medical Workforce
Advisory Committee take immediate effect;

• that broad national guidelines and an evaluation framework be developed before
the devolution of the Rural Incentives Program occurs.
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30.3.2 Matters for early attention

A number of other matters warrant early attention:

• that, in the interests of quality and safety, the RACGP, with the support of other
national GP organisations, jointly develop a statement on what level of services
in a defined period it is appropriate for GPs as individuals to provide;

• that national GP organisations actively promote participation in the accreditation
process;

• that the RACGP work with others to describe and define the scope of services
consumers might expect to obtain from a general practice;

• that a program be developed to assist general practices in developing improved
organisational models;

• that development of the State- and Territory-based infrastructure— State Based
Organisations and Rural Workforce Agencies— receive further attention;

• that the national organisation for Divisions be established;

• that opportunities be created for GPs wishing to expand their roles and for those
wishing to re-enter general practice after a period of absence;

• that a program be developed to support GPs working in Indigenous health;

• that all new arrangements be assessed for their effectiveness in improving
Indigenous Australians’ health;

• that new strategies to support female GPs working in rural areas be developed;

• that the ‘rurality’ index be further developed and validated;

• that retention payments for length of stay in rural practice be introduced;

• that further funding for rural incentives be made available;

• that sustainable models for rural general practice be further developed;

• that funding be provided for the development of standards for information
systems and for the development of core applications;

• that the new structure for attendance items developed for the Relative Value
Study be implemented as soon as practicable, once a better understanding of its
potential effects is gained;

• that the relative values for the GP items flowing from the Relative Value Study
take into account both the actual and the opportunity costs incurred by doctors
undergoing General Practice training;

• that options for the demonstration of competence to provide general practice
services be developed, equivalent to the current Fellowship of the RACGP and
current continuing medical education and quality assurance processes;
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• that general practice issues are raised in the context of the Australian Health
Care Agreements;

• that the General Practice Evaluation Program be replaced by a General Practice
Research, Evaluation and Development Program, with a focus primarily on areas
that have clinical or policy relevance.

30.3.3 Matters for longer term development

Many of the remaining areas of work have already been described. Some do not appear
as priority actions because in the time available the Review Group was not able to
determine all of their practical implications and develop working models based on the
available information. Through the proposed General Practice Partnership Advisory
Council, and through the new General Practice Research, Evaluation and Development
Program, some of these matters need to be attended to— in particular, the following:

• exploration of models of patient linkage to practices that meet the needs of
consumers and GPs;

• funding of research into the reasons why some consumers appear to make
inappropriate use of general practice services;

• exploration of mechanisms for achieving a redistribution of general practitioners,
taking into account the impact on various groups of practitioners;

• how critical-appraisal skills can be promoted through the Divisions of General
Practice;

• development of evaluation frameworks to gauge the extent to which general
practice is meeting the needs of disadvantaged groups in the community;

• research into ways in which GPs can be enabled to better meet the needs of
people with chronic illness;

• research into the effectiveness of mechanisms for recruiting and retaining GPs in
Indigenous health practice;

• development of a comprehensive set of indicators and associated minimum data
set to measure quality;

• targeted research to identify best-practice approaches to the delivery of care;

• further development of standards for high-quality general practice;

• investigation of a system of more effective case finding;

• exploration of funding mechanisms associated with ‘measure and share’, non-
contact time, delegation to others and GP-ordered services, and trials of
innovative approaches to Commonwealth–State–Territory funding arrangements.
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30.3.4 Conclusion

This is obviously a large and ambitious program of work. In finalising the report and
making its recommendations, the Review Group has tried to encompass the full range of
views of and contributions from people with an interest in general practice.

The recommendations ask that the Commonwealth and State and Territory governments
work with general practice and consumers to effectively harness skills and support
actions that will improve health outcomes and the quality and value of general practice
services to the community.

The future of general practice requires GPs to accept a wider role than the traditional
one-to-one management of episodes of ill-health. GPs’ decisions must be based on
evidence, when it is available. They should be using sophisticated technology to
communicate with other health professionals and to obtain the information necessary for
optimal management of their patients.

GPs must see the need to demonstrate quality and cost-effectiveness whilst practising
state-of-the-art medicine. They will play a critical role as coordinators of their patients’
health care, without necessarily providing all that care themselves.

If they can accept the need for these changes general practitioners should receive the
rewards and respect due to them for their crucial role in the health care system.
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Appendix A General Practice Strategy Review Group,
Secretariat and Research Unit

The Review Group

Dr Vin McLoughlin was Head of the General Practice Review Branch of the
Department of Health and Family Services. She was responsible for the General Practice
Strategy from 1992 to 1997. She chaired the Review Group.

Dr John Aloizos is President of the Australian Urban Divisions and Vice-President of
the Australian Divisions of General Practice. He has played a leading role in establishing
an accreditation system for general practice and is currently Chairman of Australian
General Practice Accreditation Ltd. He is based in Queensland.

Dr Gwen Asten is principal of a group practice in Melbourne. She has been involved in
Divisions via divisional projects and until recently was a member of the General
Practitioners Asthma Group Committee and the Education Committee of the National
Asthma Campaign.

Dr Michael Bollen is Secretary-General of the RACGP. One of the architects of the
General Practice Strategy, he has played the leading role in the development of a number
of initiatives, such as introduction of the vocational register, development of the
Divisions and Project Grants Program and, more recently, development of national
standards and a national accreditation system. He is based in Sydney.

Dr Brian Bowring is President of the Australian Divisions of General Practice and the
Australian Rural Divisions. Until recently he was also Chairman of the Divisions
Strategy Group. He is based in Tasmania.

Dr David Brand is Vice-President of the AMA and has had a longstanding involvement
with the General Practice Strategy. He is based in Queensland.

Mrs Margaret Brown of the Consumers Health Forum is a founder member of the
Rural and Remote Consumers Network and member of the Rural Incentives Program
Implementation Committee. She is based in rural South Australia.

Dr Karda Cavanagh is senior GP registrar in the RACGP Training Program, with six
months to complete her training. She is secretary of the National Registrars Association
and is the Registrar Research and Development Officer. She has been involved in
registrar liaison work and representation for the past 18 months and lives in New South
Wales.

Dr Michael Jones is a past President of the Australian Association of General Practice.
He is based in Western Australia.

Dr Marilyn McMurchie is a practising GP based in Sydney who also works part time
with the Australian National Blood Pressure Study. She is a member of the Public
Health Association and a State Convener of the RACGP’s Course of Advanced Training
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in Women’s Health. She is particularly interested in HIV/AIDS and is a member of the
Australian National Council on AIDS and Related Diseases.

Dr Col Owen, a founding member and the inaugural President of the Rural Doctors
Association of Australia, is immediate past President of the RACGP. He is based in rural
Queensland.

Mr Chris Sheedy is South Australian State Manager of the Commonwealth
Department of Health and Family Services.

Professor Chris Silagy is Head of the Department of Evidence Based Care and General
Practice at Flinders University and Chairman of the International Cochrane
Collaboration Steering Group. He is considered a leading thinker on evidence-based
medicine as it applies to general practice.

Dr Karen Stringer is a practising GP based in Darwin. She is a past Medical Director
of the Top End Division of General Practice and maintains a strong interest in the
Divisions and Project Grants Program. She is also a sessional medical educator with the
RACGP Training Program.

Dr Jeanette Tait is a practising GP based in Brisbane and a visiting medical officer at
the Royal Brisbane Hospital. She is a member of the Australian Federation of Medical
Women and, having a particular interest in the computerisation of general practice, has
been involved in a number of projects relating to electronic data exchange between GPs
and hospitals.

Dr Jane Talbot is a Senior Lecturer in General Practice at the University of Western
Australia and has responsibility for the rural training component of the undergraduate
medical course. She also does rural locums in a part-time capacity. She is a member of
the Australian Federation of Medical Women and has a particular interest in female
medical workforce educational needs and social issues.

The Secretariat

Ms Suzanne Northcott (Executive Officer)
Ms Linda Holub (Executive Officer)
Mr Dean Hulmes
Ms Margaret Cox
Ms Cathy Wall
Ms Dace Rungis
Ms Tamara Fullard-McShane

The Research Unit

Ms Joan Lipscombe
Ms Cobie Rudd
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Appendix B Submissions to the Review

Submission
no. Submitter Organisation

State/
Territory

 1  Prof. Frank Schofied  University of Queensland Medical School  Qld

 2  Dr CD Lee  Erindale Medical Practice  ACT

 3  Prof. Richard Hays  North Queensland Clinical School  Qld

 4  Dr Colin McRae  Royal Australasian College of Surgeons  Vic

 5  Ms Debra Fry  Central Australian and Barkly Aboriginal
Health Workers Association

 NT

 6  Dr Wendy A Rogers  Faculty of Health Sciences, Flinders University  SA

 7  Dr H Manion  Home Hospice Inc.  NSW

 8  Dr Colin MacLeod  Royal College of Pathologists of Australasia  NSW

 9  Puggy Hunter  National Aboriginal Community Controlled
Health Organisations

 ACT

 10  Dr Kevin Yuen  Silver Chain Nursing Association  WA

 11  Dr David Mildenhall  Rural Doctors Association of WA Inc.  WA

 12  Dr Andrew Wilson  New South Wales Health Department  NSW

 13  Dr Peter MacIsaac
Prof. Richard Heller
Dr Douglas Cordell
Prof. P Underwood
Prof. C Del Mar
Rhian Parker
Dr John Price

 University of Newcastle
University of Newcastle
University of Western Australia
University of Western Australia
University of Queensland
University of Queensland
University of Queensland

 NSW
NSW
WA
WA
Qld
Qld
Qld

 14  Dr Ben Ewald  Central Australian Division of General
Practice

 NT

 15  Dr Digby Hoyal   Qld

 16  Dr Denis Carragher  Swan Hills Division of General Practitioners
Ltd

 WA

 17  Dr Neil Ozanne  Swan Hills Division of General Practitioners
Ltd

 WA

 18  Dr Neil Ozanne  Newburn Medical Centre  WA

 19  Dr David Chesney  Lilydale and Yarra Valley Division of General
Practice

 Vic

 20  Ms Julie Nankervis  Carers Association Victoria  Vic

 21  Dr Clifford Smith  Christian Medical and Dental Fellowship of
Australia, NSW Branch Inc.

 NSW

 22  Dr Paul Hemmings  Ballarat and District Division of General
Practice Inc.

 Vic

 23  Dr Rob Currie  North East Valley Division of General Practice
Ltd.

 Vic

 24  Dr Michael Montalto  Centre for Health Program Evaluation,
Monash University

 Vic

 25  Prof. Chris Del Mar  Centre for General Practice, University of
Queensland

 Qld
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Submission
no. Submitter Organisation

State/
Territory

 26  Dr Hersh Cohen  Inner South East Melbourne Division of
General Practice

 Vic

 27  Dr David Adams  SA Rural Divisions Coordinating Unit Inc.  SA

 28  Dr B J Hodgson  Westgate Division of Family Medicine  Vic

 29  Dr J Mark Robinson  North East Victorian Division of General
Practice

 Vic

 30  Ms Sue Wade  National Rural Health Alliance  ACT

 31  Dr Colin Hughes  Swan View General Practice  WA

 32  Dr Kristine Battye  North Queensland Rural Division of General
Practice Association Inc.

 Qld

 33  Dr Rick Alterator   NSW

 34  Dr Dayalan Devanesen  Aboriginal Health Workers Registration Board
of the Northern Territory

 NT

 35  Dr Mary Surveyor  Osborne Division of General Practice  WA

 36  Prof. Tim Usherwood  Department of General Practice, University of
Sydney

 NSW

 37  Dr Keren Witcombe   WA

 38  Dr Heather Dowd   Vic

 39  Mr Vern Hughes  Co-operative Federation of Victoria Ltd  Vic

 40  Mr Peter Plummer  Territory Health Services  NT

 41  Mr Malcolm Moore  Border Division of General Practice  Vic

 42  Dr Peter Schattner  Department of Community Medicine and
General Practice, Monash University

 Vic

  Prof. John Murtagh  Department of Community Medicine and
General Practice, Monash University

 Vic

 43  Dr Lawrence Brunello  Royal Australian College of Obstetricians and
Gynaecologists

 Vic

 44  Ms Marg Arnold  Victorian Rural Divisions Coordinating Unit  Vic

 45  Ms Marg Arnold  Australian Rural Divisions  Vic

 46  Mr Lucio Naccarella  Support and Evaluation Resource Unit  Vic

 47  Mr Richard D Smith  Centre for Health Program Evaluation  Vic

 48  Prof. RM Douglas  National Centre for Epidemiology and
Population Health, Australian National
University

 ACT

 49  Dr Len Smith  National Centre for Epidemiology and
Population, Australian National University

 ACT

  Chris Mount  Health, Australian National University  ACT

 50  Dr Ross Bailie  National Centre for Epidemiology and
Population, Australian National University

 ACT

  Dr Beverly Sibthorpe  National Centre for Epidemiology and
Population, Australian National University

 ACT

 51  Dr Beverly Sibthorpe  National Centre for Epidemiology and
Population Health, Australian National
University

 ACT
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Submission
no. Submitter Organisation

State/
Territory

 52  Dr Nick Buckley  National Centre for Epidemiology and
Population Health, Australian National
University

 ACT

 53  Dr William Sands  Fremantle Regional Division of General
Practice

 WA

 54  Ms Amanda Monaghan  Fremantle Regional Division of General
Practice Consumer Reference Group

 WA

 55  Beverley Armstrong  Home Healthcare— Royal District Nursing
Service

 Vic

 56  Dr Steve Wilson  Perth Division of General Practice  WA

 57  Prof. Max Kamien  University of Western Australia  WA

 58  Dr Valerie Summers  Sunshine Coast Division of General Practice  Qld

 59  Dr Brian Richards  ACT Division of General Practice  ACT

 60  Dr Stephen Barry  Gold Coast Division of General Practice  Qld

 61  Patrice Higgins  Sherbrooke and Pakenham Division of
General Practice

 Vic

 62  Dr Tony Jenkins  Cairns Division of General Practice Limited  Qld

 63  Dr Ailsa Laidlaw  Bayside Division of General Practice  Qld

 64  Dr Christine McAuliffe  Brisbane and Southside Central Division of
General Practice

 Qld

 65  Ms Margaret Hansford  Royal Flying Doctor Service of Australia  NSW

 66  John Gill  Ampilatwatja Health Centre Aboriginal
Corporation

 NT

 67  Dr Robert Dunn  Whitehorse Division of General Practice  Vic

 68  Dr Bronnie Veale  National Information Service, Flinders
University

 SA

 69  Ms Kristine Whorlow  National Asthma Campaign  Vic

 70  Prof. Fran Baum  South Australian Community Health Research
Unit

 SA

 71  Pam Webster  Hornsby Ku-ring-gai Division of General
Practice

 NSW

 72  Dr Ewa Piejko  National Registrars Association  Vic

 73  Dr John Lutz  Perth Central Coastal Division of General
Practice

 WA

 74  Dr Patrick O’Sullivan  Clinicare Multidiscipline Medical Centres  Vic

 75  Mr Vic Gordon  Department of Human Services, Victoria  Vic

 76  Mr Paul Geyer  Central Bayside Division of General Practice  Vic

 77  Mr Paul Geyer   Vic

 78  Dr Michael Glasby   Vic

 79  Dr Noel Cunningham  Central Highlands Division of General
Practice

 Vic

 80  Jennifer Locke  Northern Sydney Division of General Practice  NSW

 81  Dr Peter Keith  Wagga Wagga and District Division of
General Practice

 NSW

 82  Dr John Bradbury  Knox Division of General Practice  Vic
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Submission
no. Submitter Organisation

State/
Territory

 83  Dr Stephen McKelvie  Stirk Medical Group  WA

 84  Dr Gerard Gill   Tas

 85  Ms Elizabeth Mathews  Carer Support Section, Aged and Community
Care Division, Department of Health and
Family Services

 ACT

 86  Dr John Furler  Melbourne Division of General Practice  Vic

 87  Dr John Loy  Health Services Development Division,
Department of Health and Family Services

 ACT

 88  Prof. Mark Harris  School of Community Medicine, University of
NSW

 NSW

 89  Dr CJ Baggoley  Australasian College for Emergency Medicine  Vic

 90  Assoc. Prof. Doris Young  University of Melbourne  Vic

 91  Dr John Murphy Inner  Eastern Melbourne Division of General
Practice Ltd.

 Vic

 92  Merran Newman  Alzheimer’s Association Australian Inc.  ACT

 93  Dr Paul Hemming  General Practice Divisions of Victoria Ltd  Vic

 94  Mr Alan Bansemer  Health Department of Western Australia  WA

 95  Mr Bill Newton  University of Melbourne  Vic

 96  Mr Arnold (Puggy)
Hunter

 National Aboriginal Community Controlled
Health Organisations

 ACT

 97  Dr Simon Benson   Vic

 98  Prof. Michael Mira  Central Sydney Area Health Service Divisions
of General Practice

 NSW

  Dr Patrick Bolton  Central Sydney Area Health Service Divisions
of General Practice

 NSW

 99  Ms Anne-Marie Mioche  Carers Association of Australia Inc.  ACT

 100  Dr Dimity Pond  National Centre for Epidermiology and
Population Health, Australian National
University

 ACT

  Dr Carmel Martin  National Centre for Epidermiology and
Population Health, Australian National
University

 ACT

 101  Dr Carmel Martin  National Centre for Epidermiology and
Population Health, Australian National
University

 ACT

 102  Dr Carmel Martin  National Centre for Epidermiology and
Population Health, Australian National
University

 ACT

 103  Mr G Powell Davies  Centre for General Practice Integration
Studies, University of New South Wales

 NSW

 104  Elizabeth C Percival  Royal College of Nursing Australia  ACT

 105  Dr Brian Richards  ACT Division of General Practice  ACT

 106  Dr Katrina Alexander  Perth South Eastern Division of General
Practice

 WA

 107  Ms Cathy Mihalopoulos  Centre for Health Program Evaluation  Vic

 108  Dr J Mark Robinson  Rural Doctors Association of Australia  Vic
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Submission
no. Submitter Organisation

State/
Territory

 109  Dr David Filby  South Australian Health Commission  SA

 110   Consumers’ Health Forum of Australia Inc.  ACT

 111  Ms Di Wyatt  Coordination Unit for Rural Health Education
in Victoria

 Vic

 112  Dr Fiona Middleton  Royal Australian College of General
Practitioners

 NSW

 113  Dr Paul Ward   Vic

 114  Dr Glenister Sheil   Qld

 115  Dr Ron Tomlins  Royal Australian College of General
Practitioners

 NSW

 116  Mr Bob Baldwin MP  Federal Member for Paterson  NSW

 117   Office for Aboriginal and Torres Strait
Islander Health Services

 ACT

 118  Ms Liz Furler  Public Health Division, Department of Health
and Family Services

 ACT

 119  Dr Roger J Renton  Australasian Faculty of Rehabilitation
Medicine New South Wales Branch

 NSW

 120  Dr John McKeon  Rural Doctors Association (NSW) Inc.  NSW

 121  Dr MR Jones  Royal Australian College of Medical
Administrators

 Vic

 122  Dr TJ Smyth  New South Wales Health Department  NSW

 123  Ms Judy MacWilliams  Royal District Nursing Service  Vic

 124  Dr Hershal Cohen  Outcomes Based Funding Reference Group  Vic

 125  Ms Carol McNiven  Alcohol and other Drugs Council of Australia  ACT

 126   Queensland Divisional Field Support Service  Qld

 127   Australian Medical Association Limited  ACT

 128  Dr Peter Joseph  Royal Australian College of General
Practioners

 NSW

 129  Dr Clare Willington  Australasian Society for HIV Medicine  ACT

 130  Prof. Michael Kidd  Information Management Strategy Group  NSW

 131  Prof. Michael Mira  North Queensland Rural Division of General
Practice

 Qld

  Dr Duncan Steed  North Queensland Rural Division of General
Practice

 Qld

  Ms Sheila Holcombe  North Queensland Rural Division of General
Practice

 Qld

  A/Prof. Claire Jackson  North Queensland Rural Division of General
Practice

 Qld

  Dr Hersh Cohen  North Queensland Rural Division of General
Practice

 Qld

  Mr Peter Simmons  North Queensland Rural Division of General
Practice

 Qld

  Dr Rod Pearce  North Queensland Rural Division of General
Practice

 Qld
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Submission
no. Submitter Organisation

State/
Territory

  Dr Kristine Battye  North Queensland Rural Division of General
Practice

 Qld

 132  Mr John Lawrence  National Rural Health Alliance  ACT

 133  Dr John Ward  National Association of Medical Deputising
Services Australia Ltd

 Qld

 134  Mr John Liddle  Central Australian Aboriginal Congress Inc.  NT
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Appendix C List of stakeholders who attended meetings
with the Review Group

Individual Organisation

 Mr Vlad Alexandric  Manager, Outcomes and Strategic Development, ACT Health

 Mr Ian Anderson  Office of Aboriginal and Torres Strait Islander Health Services

 Ms Trish Angus  Territory Health Services

 Ms Beverley Armstrong  Royal District Nursing Service

 Dr Marg Arnold  Australian Rural Divisions

 Dr David Ashbridge  Territory Health Services

 Dr Jez Barold  New South Wales Divisions Forum

 Dr Barrett  Chair, Royal Australian College of General Practitioners Tasmania
Branch

 Ms Gail Batman  Department of Health and Family Services

 Dr Kristine Battye  North Queensland Rural Division of General Practice

 Dr Justin Beilby  Department of General Practice, University of Adelaide

 Ms Kathy Bell  Policy Officer, National Aboriginal Community Controlled Health
Organisation

 Dr Simon Benson  Nicholson Street Clinic, Victoria

 Ms Patricia Berry  South Australian Health Commission

 Dr Scott Blackwell  Australian Medical Association Western Australian Branch

 Mr Ian Blue  Department of Rural Health, University of South Australia— Whyalla
campus

 Dr John Boffa  Rural Incentives Program Implimentation Committee, salaried GP
representative, Central Australia Aboriginal Congress

 Dr Patrick Bolton  Central Sydney Division of General Practice

 Ms Kim Boyer  Department of Community and Health Services, Northern Territory

 Mr Alan Browne  Victorian Aboriginal Community Controlled Health Organisation

 Ms Karen Buckley  Aboriginal health worker educator, Northern Territory

 Mr Robert Burgess  NSW Health Department

 Ms Robyn Cahill  Executive Officer, Australian Medical Association, Northern Territory

 Dr Ian Cameron  New South Wales Divisions Forum

 Dr George Cerchez  Northern TasmaniaDivision of General Practice

 Dr Chapman  Southern Region Division of Genral Practice, Tasmania

 Ms Jan Chapman  Department of Health and Family Services

 Dr David Chesney  Lilydale and Yarra Valley Division of General Practice

 Mr Alan Clayton  Department of Human Services, Victoria

 Dr Mary Cohn  Australian General Practice Accreditation Ltd

 Dr Douglas Cordell  Community Health Research and Training Unit, Department of General
Practice, University of Western Australia

 Ms Jane Cook  Royal Australian College of General Practitioners

 Dr Bill Coote  Australian Medical Association

 Dr Noel Cunningham  Central Highlands Division of General Practice

 Dr Davies  National Association of Medical Deputising Services
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Individual Organisation

 Ms Kerry Deans  National Prescriber Service

 Mr Fred Delbridge  Brisbane Southside Central Division of General Practice

 Prof. Chris del Mar  Department of General Practice, University of Queensland

 Mr Eric Dillon  Health Department, Western Australia

 Prof. Ken Donald  Department Social and Preventive Medicine

 Dr Alexander Douglas  Queensland Divisions Forum, Australian Medical Association

 Prof. Bob Douglas  National Centre for Epidemiology and Population Health, Australian
National University

 Dr Karen Douglas  Australian General Practice Accreditation Ltd

 Dr Stan Doumani  ACT Division of General Practice

 Dr Heather Dowd  Drug Reform Society

 Dr John Duffy  North Sydney Division of General Practice

 Dr Robert Dunn  Whitehorse Division of General Practice

 Dr Ben Ewald  Central Australian Division of General Practice

 Dr David Fisher  Carers Association of Australia

 Dr Tim Flannagan  Royal Australian College of General Practitioners

 Dr Katrina Forster  Bathurst Island Aboriginal Community Controlled Health Organisation

 Mr Michael Forwood  South Australian Health Commission

 Ms Fiona Fraser  Department of Health and Family Services

 Dr Gerard Gill  Management Committee Member, Division of General Practice, Northern
Tasmania

 Ms Liz Gill  New South Wales Health Department

 Prof. Jill Gordon  General Practice Training Review

 Mr Vic Gordon  Departmentt of Human Services, Victoria

 Ms Heather Grain  Information Management Strategy Group

 Mr Gordon Gregory  National Rural Health Alliance

 Dr Merelie Hall  Brisbane and Southside Division of General Practice

 Dr Bruce Harris  National Rural Health Alliance

 Ms Sue Harris  Royal Australian College of General Practitioners, Victoria Faculty

 Dr Peter Harvey  General Practice Forum

 Dr Philip Hegarty  Divisions Strategy Group

 Dr Dick Heller  Newcastle University

 Dr Paul Hemming  Australian Association of General Practitioners

 Dr Paul Hemming  Chairman, Better Practice Program Monitoring Committee

 Ms Di Hetzel  South Australian Health Commission

 Ms Patrice Higgins  Sherbrooke and Pakenham Division of General Practice

 Mr Michael Hill  Queensland Health Department

 Dr Zelle Hodge  Stategic Evaluation Group

 Dr Joy Hodgson  Westgate Division of Family Medicine

 Ms Linda Holub  Department of Health and Family Services

 Dr Karl Horsburgh  Private practice GP, Alice Springs

 Mr Shane Housten  Health Department, WA
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 Dr Digby Hoyal  General Practice Forum, Rural Doctors Association of Australia, Rural
Incentives Program Implementation Program

 Dr Colin Hughes  Swan View General Practice, WA

 Mr Vern Hughes  Cooperative Federation of Victoria

 Dr Nigel Humphreys  Australian Divisions of General Practice

 Dr Claire Jackson  Queensland Field Support Service

 Dr Peter Joseph  Royal Australian College of General Practitioners

 Prof. Max Kamien  Department of General Practice, University of Western Australia

 Dr Chris Kelman  National Centre for Epidemiology and Population Health, Australian
National University

 Dr Peter Keppel  Northeast Division of General Practice

 Mr Alan Keith  Department of Health and Family Services

 Prof. Michael Kidd  Information Management Strategy Group

 Dr Sheila Knowlden  Department of General Practice, Fairfield Hospital, New South Wales

 Dr Alisa Laidlaw  Bayside Division of General Practice, Queensland

 Dr Lalor  
 Mr John Lawrence  National Rural Health Alliance

 Ms Di Lawson  Royal Australian College of Nursing

 Dr Chenault Lee  Erindale Medical Centre, Australian Capital Territory

 Dr Sam Lees  Rural Doctors Association of Australia

 Prof. Peter MacDonald  South Australian Health Commission

 Mr Gerard Manion  Home Hospice Inc., New South Wales

 Dr Paul Mara  Rural Incentives Program Implementation Committee

 Prof. Marley  Representative of Deans of Medical Schools

 Dr Carmel Martin  National Centre for Epidemiology and Population Health, Australian
National University

 Mr Guz Matarazo  Private practice GP, Alice Springs

 Dr Jill Maxwell  Australian Medical Association

 Dr Peter McIsaac  Newcastle University

 Dr Stephen McKelvie  Stirk Medical Group, Western Australia

 Dr Brian McNamara  South Australia Rural Doctors Association

 Ms Carol McNiven  Alcohol and Drugs Council of Australia

 Dr Meumann  State Director, Royal Australian College of General Practitioners
Training Program

 Dr Fiona Middleton  National Registrars Association

 Ms Cathy Mihalopoulos  Centre for Health Program Evaluation

 Dr David Mildenhall  Rural Doctors Association of Western Australia Inc., Rural Incentives
Program Implementation Committee

 Mr Mark Miller  Western Australia Health Department

 Ms Mel Miller  Siggins Miller Consulting, Queensland

 Prof. Michael Mira  Divisions Evaluation Advisory Group

 Ms Amanda Monaghan  Fremantle Regional Division of General Practice Ltd

 Dr Montalto  Centre for Health Program Evaluation

 Ms Kate Moore  Consumers Health Forum
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 Dr Louise Morauta  Department of Health and Family Services

 Dr Louise Morauta  Department of Health and Family Services

 Dr Rob Morris  Australian Association of General Practitioners

 Dr Rod Morris  General Practice Forum

 Prof. Peter Mudge  Stategic Evaluation Group

 Professor John Murtagh  Representative of Deans of Medical Schools

 Professor John Murtagh  Department of Community Medicine, University of Melbourne

 Dr John Murphy  Inner Eastern Melbourne Division

 Mr Lucio Naccarello  Access and Public Health Promotion SERU

 Dr Lamia Nakhal  Royal Australian College of General Practitioners, ACT Faculty

 Mr Bill Newton  Victorian Division Field Support

 Dr Andrew Nichol  Royal Brisbane Hospital

 Dr Brian Nolan  General Practice Rural Incentives Program, Northern Territory

 Dr John North  Royal Australian College of General Practitioners— Victoria Faculty
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 Ms Christine O'Farrell  Western Australian Health Department
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 Dr Patrick O'Sullivan  Clinicare
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 Ms Fran Parker  Department of Health and Family Services

 Ms Gill Paulsen  National Rural Health Alliance
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 Dr Rob Pegram  Department of Health and Family Services

 Dr Bryce Phillips  General Practice Training Review

 Dr Stephen Phillips  Australian Medical Association

 Dr Ewa Piejko  National Registrars Association

 Mr Andrew Podger  Department of Health and Family Services

 Ms Prue Power  Australian Medical Association

 Dr Doug Pritchard  Lockridge Practice, Western Australia

 Dr Ian Pryor  Australian Medical Association— ACT Branch

 Ms Cheryl Rainbird  Consumers Health Forum

 Dr Brian Richards  ACT Division of General Practice

 Dr David Right  Brisbane North Division of Queensland

 Dr Mark Robinson  Rural Incentives Program Implementation Committee

 Dr Tony Rogers  North East Valley Division of General Practice, Victoria

 Dr Wendy Rogers  Faculty of Health Sciences, Flinders University

 Mr Bill Ross  Department of Health and Family Services

 Dr David Rowed  Information Management Strategy Group

 Prof. Deborah Saltman  Professorial Unit, Manly Hospital

 Ms Barbara Schmidt  Alice Springs Remote Health Services

 Prof. Frank Schofield  Social and Preventive Medicine, University of Queensland

 Ms Michele Scollo  Pharmaceutical Health and Rational Use of Medicine
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 Ms Linda Selvey  Queensland Health Department

 Dr Glen Sheil  Brisbane

 Prof. Ian Siggins  Department of Social and Preventive Medicine

 Dr Naveen Singh  National Registrars Association
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 Mr Andrew Stanley  South Australian Health Commission

 Mr John Stanton  Department of Human Services, Victoria
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 Dr Brian Symon  Department of General Practice, University of Adelaide

 Ms Jerry Taylor  Queensland Health Department
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 Dr Lindsay Thompson  Canterbury Division of General Practice, New South Wales
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 Mr George Van de Heide  Strategic Evaluation Group
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 Dr Robert Walker  Australian Medical Association Tasmanian Branch
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 Ms Susan Ware  
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 Dr David Weller  National Information Service, Flinders University

 Mr Bob Wells  Department of Health and Family Services

 Dr Harvey Whiteford  Department of Health and Family Services

 Dr Andrew Wilson  New South Wales Health Department

 Dr Ian Wilson  South Australia State Director, RACGP

 Dr Steve Wilson  Chairman, Perth Division of General Practice Ltd

 Ms Jenny Woodhouse  Territory Health Services

 Prof. Doris Young  University of Melbourne
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