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Introduction

The Australian Medical Association (AMA) is the professional organisation for medical practitioners in Australia.  It exists to:

· promote and advance ethical behaviour by the medical profession and protect the integrity and independence of the doctor/patient relationship; 

· promote and advance public health; 

· protect the academic, professional and economic independence and the well being of medical practitioners; and 

· preserve and protect the political, legal and industrial interests of medical practitioners.

The AMA’s membership covers all levels and aspects of medical practice.  It ranges from the most senior and eminent practitioners to junior doctors and medical students and covers all medical specialties and disciplines.  The AMA takes a strong interest in medical education and training, accreditation and workforce issues.

This submission is structured around the core criteria for recognition of a medical specialty, as set out in Section 4 of the Australian Medical Council (AMC) Guidelines, with references to the relevant sections and pages of the Australian College for Rural and Remote Medicine (ACRRM) submission.

Safer Health Care

It is well known that people in rural and remote areas have poorer health status than people in the cities – which is to a large extent a function of access to medical services. The greater the isolation, the greater the problem.  Any reasonable initiatives to improve medical services and health outcomes in such areas should be encouraged and supported.  Such initiatives need to address the wide variation in the skill sets required for specific locations and situations (as indicated by ACRRM at pages 21, 23, 26 and 27 of its submission) rather than try to apply generic solutions.

At present the medical practitioners that ACRRM would like to classify as rural and remote medicine specialists are general practitioners (GPs).  It is acknowledged that rural GPs often undertake procedural, case management and public health work and that their relationship with their patients and communities affects the context in which they work. 

There is already recognition that rural practice can require an extended skill set, which is available through the RACGP’s Graduate Diploma in Rural General Practice, other Medical Colleges or through a Fellowship of ACRRM.  It does not follow that all rural GPs require the same extended skill set regardless of their location or that metropolitan GPs never practise those same skills. 

The words “remote” and “isolation” appear frequently in the ACRRM submission and for good reason.  The further away the rural practitioner is from major hospital facilities and professional support, the greater the need for a wider skill set and the exercise of independent clinical judgement and decision-making. 

However, we would caution that there is a lack of clarity surrounding the definition of rural and remote medicine. It is not a simple matter of geography as it would be difficult to argue, for example, that a coastal community on a transport trunk route within an hour’s drive of a major city presents the same challenges as a similarly sized town which is more than two hours drive from a regional hospital. 

~2~

Nor is there an identified generic skill set. There is wide variation in the skills required for practising in rural/remote areas and it appears difficult to reasonably capture all of these within one definition. 

It is noted that the RACGP and ACRRM have collaborated with each other and the relevant specialist Colleges in developing extended skills training for the rural diploma and fellowship respectively.  This is to be commended.  The skills obtained and practised by rural GPs through this training system certainly enhance the medical services provided to many rural and remote communities. 

The AMA has some concerns that if rural and remote medicine were granted specialty status it may lead to a perverse outcome where other Colleges reduce their focus on providing training designed to meet the needs of rural and remote communities. There may be a temptation for Colleges to assume that ACRRM would look after the needs of rural and remote communities, and this may in the longer term reduce the already thinly stretched specialist workforce in these areas. Indeed, the replacement of specialists (who undertake extended training programs) by doctors holding an ACRRM qualification will arguably reduce rather than enhance patient safety.

The AMC Guidelines define a medical specialty as “An autonomous medical discipline with a defined training program leading to its own discipline specific postgraduate qualification. The holder of the discipline would practice predominantly or essentially in this speciality.” The features of rural and remote medicine expounded by ACCRM in Sections 2 and 3 of its submission do not establish it as a well-defined and distinct field of medical practice – which is a key component of the criteria put forward by the AMC when determining whether or not the recognition of a specialty will lead to safer health care.

In particular, it does not establish that rural and remote medicine is wholly different to general practice or that the features described apply to all practitioners regardless of location or the characteristics of the community they are practising in. Page 43 of the ACRRM largely concedes this where it is stated that “Specialists in rural and remote medicine provide many of the same core primary care services as general practitioners.” 

Improved Standards of Health Care

The work described by ACRRM as characteristic of rural and remote medicine practitioners is already being undertaken by many rural GPs, although the skill sets and mix of services is subject to wide variation. It is not clear what ACRRM means by “tertiary medical care” because, by definition, that would appear to be confined to major hospitals with a full range of facilities, equipment and professional support, but otherwise there is a clear range of medical services provided in various rural settings. 

It is understood that much of the procedural work undertaken by rural GPs is often rebated under Medicare at the same level as for specialists performing the work. The training and accreditation for the work is done in collaboration with the relevant specialist Colleges. ACRRM and the RACGP provide training and support for rural GPs and various levels of government fund initiatives to support rural medical practice. 

An appropriate range of skills is being exercised by rural GPs according to the needs of  their particular communities.  The question is whether recognition of rural and remote medicine as a specialty would enhance the quality, range or accessibility of medical services for people in rural and remote and hence improve the standards of health care. As we have emphasised above, a range of programs and resources already exist to assist in up-skilling medical practitioners.
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The ACRRM application suggests that recognition as a specialty would encourage more doctors to choose it as a career option. Experience from the rural pathway in the National GP Training Program does not support this view as many places cannot be filled. For the 2005 training program, only 90 of the 260 available places were filled in the first round of applications for entry into GP training. Even those doctors with a lively interest in rural practice will hesitate to commit themselves and their partners and families to several years of rural practice.  There is also some doubt about the resourcing and consistency of quality of training places in such locations.

The AMA Council of Doctors-in-Training, representing medical students through to senior registrars in vocational training programs, has passed strong resolutions in favour of a single end point for GP training so that any doctor who completes GP training and obtains that qualification can practise as a GP anywhere in Australia without restriction. The AMA Council of General Practice has also passed similar resolutions on a number of occasions.

While ACRRM puts forward the position that they are providing a new specialist qualification, there is a strong belief that in reality it is simply splitting general practice into two tiers, and this would discourage junior doctors from choosing either career option. All junior doctor groups are opposed to geographic provider numbers and the ACRRM application is perceived as leading towards that outcome. 

All of these factors would tend to reduce the flow of doctors to rural and remote areas and to decrease the number of doctors and the range of medical services available in those areas. 

Wise use of available health resources

This submission has already highlighted that rural GPs are already performing and being remunerated for a wide range of extended skills according to the needs of the specific communities they serve (this applies to many city GPs as well). These GPs work closely with their specialist colleagues in providing health care to rural and remote communities. This targeted approach represents a wise use of available resources. 

Any attempts to further enhance rural and remote health care must focus on increasing the number of practitioners in rural areas to relieve an already over stretched medical workforce. The establishment of a new specialty will do little to address current workforce shortages, which is the fundament problem facing rural and remote communities.

Specific Requirements
The AMC’s core criteria highlight that where an area of practice is based on a “specific geographic area”, an application for specialty recognition would have to demonstrate the case that the benefits for the targeted group would have to substantially outweigh any disadvantages to the broad community. They also make it clear that recognition of an area practice substantially recognised under a different name would need to be based on a very strong case. 

Given the existing vocational training arrangements the AMC must examine ACRRM’s application closely in order to establish there is a substantial public benefit from recognising ACRRM as a specialist College. In addition, a substantial part of the ACRRM program mirrors the GP training program and in that regard we believe that ACRRM needs to make a stronger case if it wishes to sufficiently differentiate the ACRRM training model from what is already in existence. 
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Conclusion

The AMA recognises the valuable contribution of the medical workforce working in rural and remote areas. Doctors in these areas often carry high workloads, and do not have access to the same level of support and services as other practitioners working in more populated areas. The skills that they acquired during their vocational training are often utilised to quite different extents compared to their metropolitan counterparts. Some may also require an extended skill set tailored to the treatment needs of the community they work in.

ACRRM has played an important role in raising the awareness of rural and remote health issues. ACRRM has successfully worked in co-operation with other Colleges to provide rural and remote doctors with access to additional training to help them meet the needs of their particular community. 

The role played by ACRRM is an important one, however, the AMC should have significant regard to the fact that existing vocational training programs are more than capable of providing rural and remote doctors with the skills that they require in order to face the challenges of delivering medical services. General Practice training has a long history of supplying rural and remote areas with a well-trained workforce and practitioners taking advantage of up skilling programs can tailor their choices according to the specific health needs of the community in which they are located.
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