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Chapter  1: Rural Medical Workforce Planning 

1.0 Introduction 

This document has been prepared by the Queensland Rural Medical Support Agency 
(QRMSA) in response to a contractual requirement by the Department of Health and Ageing 
(DoHA) for each Rural Workforce Agency (RWA) to submit a comprehensive analysis of its 
rural and remote medical workforce in its state. 
 
The Queensland Rural Medical Support Agency  (QRMSA) is a rural workforce agency, 
established in 1998 and funded by the Department of Health and Ageing.  Our mission is: 
 
·  To promote the recruitment and retention of general medical practitioners in rural and 

remote Queensland and the attainment of a high standard of health care for the people of 
Queensland. 

 
Our primary objectives are: 
 
·  To increase the number of GP services and increase access to GP services in rural and 

remote Queensland 

·  Retain GPs in rural and remote Queensland 

·  Support upskilling of GPs and other supporting health professionals in rural and remote 

Queensland 

·  Develop sustainable models for general practice in rural and remote Queensland 

·  Establish benchmark workforce data and research to inform and direct policy. 

 
As in other countries, rural and remote areas of Australia suffer from medical workforce 
shortages. Initiatives have been introduced to address the difficulties in recruiting and 
retaining rural and remote medical practitioners with strategies focussed on short, medium 
and long term outcomes. The initiatives are designed to address both current rural and remote 
workforce needs and to ‘attract”  potential “ future”  medical practitioners. The development by 
the Commonwealth of the Rural and Remote General Practice Program (RRGPP) and the 
funding of Rural Workforce Agencies (RWAs) in each state and the Northern Territory are 
examples of such initiatives.  
 
1.1 Why the Queensland Rural Medical Suppor t Agency is involved in rural medical 

workforce planning 

The Queensland Rural Medical Support Agency (QRMSA) is one of seven State based Rural 
Workforce Agencies (RWAs) in Australia and is funded through the Commonwealth 
Department of Health and Ageing. Established in 1998, its goal is to support the provision 
and retention of adequate numbers of high quality, highly skilled health professionals in rural 
and remote Queensland. 
 
QRMSA’s funding agreement with the Commonwealth Department of Health and Ageing 
(DoHA) requires that the QRMSA complete a rural medical workforce plan.  
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The QRMSA’s lead role in rural and remote medical workforce analysis and planning for 
Queensland makes sense for the following reasons: 
 
·  QRMSA needs to be able to identify the number, distribution and skills base of GPs who 

are likely to be practising in rural and remote areas over the next 10 years.  
·  QRMSA is responsible for the carriage of many of the rural and remote medical 

workforce initiatives in Queensland. QRMSA works in collaboration with other key 
stakeholders at both the statewide level and at local and regional levels with organisations 
such as rural Divisions of General Practice. QRMSA, working with other key 
stakeholders, currently reports on the likely effectiveness or otherwise of these initiatives 
(even those very long-term initiatives) as part of its reporting requirements. Consultation 
with stakeholders and practitioners is essential in the development of a meaningful plan, 
as is sound, robust data. 

·  The Australian key medical workforce planning body, the Australian Medical Workforce 
Advisory Committee (AMWAC), has acknowledged that it is unable to effectively 
undertake workforce planning to a level that is meaningful for rural and remote area 
planning. QRMSA, and other RWAs, are able to do this because of their local knowledge 
and networks  - including data obtained from the Minimum Data Set (MDS). The MDS is 
a national minimum dataset developed by the RWAs in collaboration with the 
Commonwealth government to describe the workforce participation of GPs living in non-
metropolitan Australia.  Each RWA has developed a data collection tool to gather the 
required MDS data and to gather other information considered necessary to gain a greater 
understanding of the current GP workforce. The survey tool developed by QRMSA 
includes information on demographics, practice details, workforce participation details 
and seeks some practitioner feedback about locums, leave and their access to health 
assessments for themselves. 

·  Finally, if assumptions underpinning current medical workforce planning are flawed, the 
recruitment and retention strategies that QRMSA is required to implement are unlikely to 
be effective. 

 
1.2 Medical Workforce Planning 

“The provision of quality medical services to any community requires an adequate 
supply of a well trained workforce, backed by an appropriate standard of 
infrastructure. Determining this workforce supply in a robust and reliable way is the 
rationale behind workforce planning.”1 

 
·  The goal of medical workforce planning is “ to ensure that all Australians have access to 

quality medical services appropriate to their needs” .1 Medical workforce planning is 
defined as ensuring that: 

·  the right number of medical practitioners are in the right place, 
·  at the right time,  
·  with the right skills to competently and proficiently perform the tasks expected of them in 

accordance with world’s best practice.2 
 
·  Medical workforce planning attempts to answer questions such as:  
·  will there be enough medical practitioners in the future? 

                                                 
1 Horvath, J, Gavel, P, Harding, J and Harris, M, (1998) “Micro Planning of the Australian Medical Workforce”, 
paper presented at the Third International Physician Workforce Conference, Cambridge, November, 1998, p2 
2 Ibid 
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·  how to determine the right number? 
·  how to improve the distribution of the medical workforce to meet (often changing) 

service requirements? 
·  what is the right mix of generalists versus specialists? 
·  how to determine the right number of training posts?  
·  what is the appropriate use of overseas trained doctors (OTDs) in areas of medical 

undersupply? 
·  how will the greater participation of women in the medical workforce affect future 

workforce supply and distribution? 
·  what are the training and education initiatives that are required to ensure that the medical 

workforce has the appropriate skills base? 
·  what are the effects of the “humanisation”  of the medical workforce? 
·  what are the affects of occupational health and safety concerns (eg the junior doctors 

“safe hours”  campaign)? 
·  what are the effects of the global medical market on Australian medical workforce 

planning? 
 
There will be external factors that cannot be anticipated that affect future planning 
projections. At present, for example, we are uncertain about the longer-term affect of the 
current medical indemnity crisis. 
 
1.3 Plan development and scope 

The Rural Medical Workforce Plan for Queensland is required to be consistent with planning 
undertaken by other RWAs in Australia.  
 
The QRMSA has sought to develop its workforce analysis and plan in collaboration and 
consultation with a wide variety of associated stakeholders and aims to create a consensual 
platform from which to plan targeted strategies and interventions to promote the attraction 
and retention of, and support for medical practitioners in rural and remote Queensland 
communities. 
 
The structural basis of the QRMSA workforce analysis/plan is a template developed by 
DoHA and the Australian Rural and Remote Workforce Agencies Group (ARRWAG).  It 
was also agreed that the workforce analysis/plan would be based on locations in each state 
classified as Rural, Remote and Metropolitan Areas (RRMA) 4 through 7.  This classification 
index was developed by the then Department of Primary Industries and Energy based on 
Statistical Local Area (SLA) populations from the 1991 census. The underlying methodology 
and rationale for the index is outlined in the joint publication by the Department of Primary 
Industries and Energy, & Department of Human Services3 detailed below. 
 
While much of the data used in this analysis has be sourced from the QRMSA database, other 
sources have included DoHA, Health Insurance Commission (HIC), Australian Bureau of 
Statistics (ABS), Queensland Department of Local Government and Planning (QDLG&P), 
individual Divisions of General Practice, Queensland Health (QH), Royal Australian College 
of General Practitioners and Medical Schools. 

                                                 
3 Department of Primary Industries and Energy, & Department of Human Services and Health. (1994). Rural, 
remote and metroploitan areas classification 1991 census edition. Canberra: Australian Government Publishing 
Service. 
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As part of the planning process, consultation has, and or will be undertaken with a wide 
variety of stakeholders. They have been asked to comment in regard to factors that they 
believe impact on the GP rural workforce in Queensland both currently and in the future, and 
to provide input into any aspect of this plan they consider relevant. 
 
The scope of the QRMSA rural and remote medical workforce plan has been determined as 
follows:  
·  The plan will provide projections for the period 2002 to 2012. 
·  The main focus of the plan will relate to general practitioners (GPs) defined as: medical 

practitioners who self report as mainly practising as primary care practitioners in the 
national medical labour force survey, that is vocationally registered GPs4, GPs in training, 
and non vocationally registered doctors mainly working in primary care (also known as 
“other medical practitioners”  or OMPS). However, due to the differing nature of medical 
service provision in rural and remote Queensland, non-specialist, state salaried medical 
practitioners have been included as a substantial number are primary care providers in the 
communities in which they work. 

·  The plan is restricted to areas categorised as Rural, Remote and Metropolitan Areas 
Classification (RRMA) four to seven.  

 
Rural and remote Queensland is diverse, comprising regional centres, large and small towns 
and remote communities. In this plan “ rural”  unless otherwise stated refers to communities or 
regions classified RRMA 4 to 7. 
 
1.4 Methodology 

Medical workforce planning is a dynamic process best reviewed every two to three years. 
The methodology uses a range of standard workforce planning measures and involves a panel 
of experts. In Australia, medical workforce planning is evolving, particularly for rural and 
remote regions.  
 
The methodology is to:  
·  describe the current workforce (namely size, characteristics, distribution and service 

provision) and training programs; 
·  estimate workforce inputs and outputs from retirements, migration and training programs; 
·  assess the adequacy of the level of supply and distribution of the current medical 

workforce drawing on a range of “calculation”  tools; 
·  project workforce supply requirements for the period 2002 – 2012 using relevant 

indicators of population need and taking into account the likely impact of new 
technologies, provider substitution, outreach services, gender balance etc; 

·  project levels of workforce supply required to meet projected workforce requirements; 
and 

·  make recommendations (e.g., necessary adjustments to training program inputs, overseas 
doctor intake etc), within the projected timeframe and draw attention to any other 
pertinent issues raised as a result of the review.  

 

                                                 
4 recognised as a specialist general practitioner by the Royal Australian College of General Practitioners 
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As doctors are only one part of a wider health care team, medical workforce planning needs 
to be considered in the context of the nursing, allied health and other health care professional 
workforces. 
1.5 Timeframe for  the development of the Workforce Plan 

The funding agreement between QRMSA and DoHA requires that the plan be developed  in 
four stages within the following time frames:  
 
·  Completion of the current operating environment/current supply descriptions/current 

demand descriptions is required by 30th June 2002; 
·  Completion of the methodology is required by 30th November 2002; 
·  Completion of the analysis of supply and demand/actions is required by 28th February 

2003; 
·  Submission of draft workforce analysis/plan by 30th April 2003; 
·  The final workforce plan with analysis of future workforce needs and an executive 

summary is required by 30th June 2003. 
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Chapter  2: Current Operating Environment  

 
2.1 National Issues 

General practitioners are the cornerstone of the Australian health system.  For most 
Australians, access to the health system is through their local GP. General practice provides a 
range of primary medical services and referrals to hospital, specialist, allied health and other 
complementary health services.  Rural GPs also provide services in the hospital setting 
including in-patient care and most procedural care (obstetrics, anaesthetics, surgery, trauma 
and medical emergencies).   
 
GPs are facing growing pressure to deliver services in a complex and rapidly changing 
environment.  Rural GPs are facing additional pressures as a result of working in remote or 
isolated settings.    
 
The services provided by rural GPs are critical to the delivery of rural and regional primary 
care and hospital services. 
 
2.1.1 Australia’s Health System  

Australia’s health system is a complex mixture of public and private services that involves 
policy direction, regulation and infrastructure by all three tiers of Government:  
 
The Commonwealth Government funds medical services through the Medicare system, 
pharmaceutical benefits, health services to veterans, health services to Aboriginal and Torres 
Strait Islanders, and a range of other national health programs. 
 
State and Territory governments have the major responsibility for the public provision of 
health services, and for public health. The health services usually delivered by State and 
Territory health authorities (but sometimes delivered by community service departments or 
local government) are public hospital services (acute care and psychiatric, including 
admitted-patient services, outpatient clinics and emergency departments); mental health 
services; dental health services (including school dental services); infant health centres; 
health promotion and prevention activities; community health centres; ambulance services; 
and regulation, inspection, licensing and monitoring of premises, institutions and personnel. 
Some services are funded by governments but delivered by non-government organisations or 
private providers in some States and Territories.5 
 
The health responsibilities of local governments vary from State to State, but are mainly in 
environmental control and in a range of community-based and home-care services. Piped 
water, sewage disposal and drainage are controlled by local government or by 
State-owned or local government-owned water utility corporations. 

 
Australia’s Medicare system, the national insurance system is designed to provide universal 
access to health services.  There is strong public commitment to the Medicare system, 
however there is considerable pressure on the Government to contain health expenditure. 
 

                                                 
5 Australian Institute of Health and Welfare. (2002). Australia's health 2002. Canberra: AIHW. p.240. 
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At the end of June 2001 there were 8.7 million Australians or 44.9% of the population 
covered by private health insurance (Private Health Insurance Administration Council 2002 
Annual Report cited in AIHW, 2002)6. This was a fall of 0.9% from the peak of 8.8 million 
(45.8%) that was reached at the end of September 2000, after an accelerating upward trend in 
coverage that had begun in the March 1999 quarter. 
 
From the introduction of Medicare in 1984, when the level of coverage was just over 50%, to 
December 1998, the general trend in coverage had been downward. At the end of December 
1998, 30% of the population was covered by health insurance. 
 
The greatest immediate influence on the level of coverage was the Commonwealth 
Government’s lifetime health cover provision. Coverage increased from 32.3% at the end of 
March 2000, to 45.8% at 30 September 2000, reflecting the full implementation of the 
Commonwealth Government’s lifetime health cover arrangements during the September 
quarter.7 
 
Of the total national expenditure of $60.8b in 2000-2001, the Commonwealth Government 
provided 47.5%, States and Local Governments 22.5%, Health Insurance funds 7.1%, other 
non-Government 5.6% and individuals 17.3% of total funding. An average of $3,153 per 
person was spent on health services in Australia.  Expenditure per person in NSW, 
Queensland, Western Australia and South Australia were lower than the national average.8 

 
2.1.2 National Medical Workforce 

Overall, workforce shortages exist across a range of professions including medical 
specialists, GPs, nurses and allied health professionals. 
 
Estimates on the extent of the Australian medical workforce varies depending on data sources 
however, there has been significant change in the size and distribution of the Australian 
medical workforce. This has involved an underlying restructuring as a result of: 
 
·  Change in workforce composition with a rise in the proportion of female graduates, 

growth in the part-time workforce particularly for younger age groups and an ageing of 
the practitioner workforce.  

 
·  Change in workforce numbers including overall declining rates of GPs per population 

over the last 5 years. On an effective-full-time basis, allowing for part-time work the 
decline is more significant.   

 
·  Change in workforce practices including private practice industry restructuring towards 

larger practices.9  
 

                                                 
6 PHIAC 2002. Operations of the registered health benefits organisations annual report 2001-02. Canberra: 
PHIAC.  
7 Australian Institute of Health and Welfare. (2002). Australia's health 2002. Canberra: AIHW. 
8 Australian Institute of Health and Welfare (AIHW). (2002). Health expenditure Australia 2000-2001. Health 
and welfare Expenditure Series no. 14. Cat. no. HWE20. Canberra: AIHW. p.15, 22 
9 Australian Medical Workforce Advisory Committee. (2000). The General Practice Workforce in Australia: 
AMWAC Report 2000.2. Sydney. p.39, 8, 7, 2 
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Between 1993 and 1998 the number of clinicians increased by 8.9%, however, the rate of 
growth is declining, falling from 3% in 1995 to 1.7% in 1998.10 
 
Table 1 indicates the significant variation in estimates, partly because the definitions of what 
is a GP varies and also because of counting methodology.  Nevertheless, the GP workforce is 
the largest component of the doctor workforce and based on AIHW figures is 45.3% of the 
Australian medical workforce.  

2.1.3 Medical Specialist Services 

In relation to medical specialists the Australian Medical Workforce Advisory Committee 
(AMWAC)9 concludes that whilst workforce supply and demand differs among the various 
medical specialties, the overall trend is a need for more specialists due to:  

·  increasing demand for services,  
·  the development of new areas of specialisation e.g., emergency medicine,  
·  disciplines with a comparatively large cohort of practitioners moving to retirement e.g., 

general surgery where 40% of workforce is over 55 
·  disciplines with changing gender structure e.g., obstetrics and gynaecology where 32% of 

workforce is aged over 55 and 55.3% are female trainees and  
·  disciplines where current shortages of practitioners and trainees lead to problems 

attracting trainees e.g., rehabilitation medicine, geriatric medicine and intensive care. 
 
AMWAC reviews have emerging localised or overall shortages in medical specialties 
including anaesthesia, dermatology, general surgery, geriatric medicine, intensive care, 
obstetrics and gynaecology and psychiatry.9 

Table 1: Compar ison of AIHW, Productivity Commission and ABS data on the Australian Medical 
Workforce. 

 
Australia 

AIHW 1998¹ 
 

Productivity 
Commission  2002² 

Australian Bureau of 
Statistics 2002³ 

 
Medical Workforce Numbers Numbers Numbers 
Primary Care 
Practitioners/GPs 

20 852 24 249 18 867 

Total Specialists 16 490  10 509 
Total Specialists in Training 4 473   
Total Hospital non-
specialists 

4 263   

TOTAL 46 078  29 376 
GPs per 100,000 population 110.6 125.1 96.0 

 
1. Based on State Medical Registration Boards survey data. AIHW defines Primary Care Practitioners as GPs, RACGP 

registrars and other medical practitioners whose main practice is unreferred patient attendances. 

2. Based on Unpublished DHA and Health Insurance Commission 2000-01 data on GPs and Other Medical Practitioners 
billing Medicare. Source: Report on Government Services 2002.11  The report notes that “care needs to be taken in 
interpreting these head counts of doctors billing Medicare as not all OMPs are GPs. In addition, some GPs provide only 
small numbers of services attracting Medicare benefits and there are substantial numbers of doctors working in medicine 
part time.”  

3. Based on ABS survey. The ABS surveyed qualified private GPs and specialists not including registrars. 

 

                                                 
10 Commonwealth Department of Health and Aged Care. (2001). The Australian Medical Workforce. 
Occasional Papers New Series No.12, August 2001. Canberra: DHAC. p.13, 87 
11 Productivity Commission. (2002). General practice, Report on Government Services 2002. Canberra. p.254 
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2.1.4 The Australian General Practice Workforce 

Historically the GP workforce has shown the strongest growth. In 1996 the Commonwealth 
Government introduced a range of initiatives to cap the growth in GPs including restrictions 
on provider numbers and limits on GP registrar intakes, which are currently 450 per annum, 
with 200 set aside for training in rural general practice.  
 
AMWAC’s most recent report on the General Practice Workforce; Supply and Requirements 
1999 – 2010 concludes that in 1998 in Australia there was a shortage of 1,240 GPs in rural 
and remote areas and an excess of approximately 2,300 GPs in metropolitan areas.12 The 
AMWAC modelling is based on a benchmark that workforce numbers in large rural centres 
are close to being in balance.  This benchmark measure and the associated underlying 
assumptions have subsequently been challenged. 
 
AMWAC projects that a national increase in FTE GPs of 1.13% per year and continued 
annual permanent migration for the next 10 years of between 200-310 GPs nationally is 
required to balance rural and remote GP supply by 2010.12  
 
However, since that time, there has been a growing shortage in the GP workforce with a drop 
from 132.2 GPs per 100,000 population in 1996-97 to 123.3 GPs per 100,000 in 2001-2002.  
As a result, major shortages continue in rural and remote areas and have appeared in outer 
urban areas, with anecdotal evidence of shortages in inner urban practices and difficulties 
being reported in recruiting GPs.13  
 
Recent research by the Access Economics of GP Workforce Supply commissioned by the 
Australian Medical Association (AMA) found an overall shortage of GPs as well as a 
maldistribution.14  
 
Concurrently, major restructuring within the general practice workforce is occurring 
including: 
 
·  Feminisation of the GP workforce. The proportion of female GPs has increased from 29% 

in 1994-95 to 33% in 2002, and this is expected to rise significantly as 50% of GPs under 
44 are female.13 

·  Increasing numbers of GPs choosing to work part-time.  60% of female GPs are now 
working 39 hours or less and the number of male GPs choosing to work part-time has 
risen from 9% to 17% between 1995 and 2002.13 

 
2.1.5 Assessing the adequacy of supply of GPs: GP To Population Ratios 

GP to population ratios have been used as the benchmark for medical workforce to predict 
the desirable workforce size and composition.15 GP to population ratios are also used by the 

                                                 
12 Australian Medical Workforce Advisory Committee. (2000). The General Practice Workforce in Australia: 
AMWAC Report 2000.2. Sydney. p.2, 87 
13 Owens, H. (2002). Building excellence in health care in a changing environment. Paper presented at the 
Divisions of General Practice Network Forum, Brisbane 8th November 2002 by Productivity Commission. p.2, 
3 
14 Pezzullo, L. (2002). Modelling of general practice workforce. Paper presented at the ARRWAG Third 
National Conference Rural and Remote Health, Adelaide – Access Economics 
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Federal Government to determine whether localities are designated as Districts of Workforce 
Shortage to become eligible for additional GP services. 

 
Benchmarks in use are however, ‘consistently inconsistent’  as table 2 indicates.  Despite 
evidence that suggests that GP workforce shortages are increasing, the Federal Government 
has been raising the benchmarks for assessment of rural GPs making it more difficult for 
rural towns to become eligible for District of Workforce Shortage status to recruit overseas 
trained doctors.   
 
Table 2: Estimates of Pr imary Medical Care (GP) workforce by data source and measurement unit utilised. 
 
Data Source Doctor /Population Ratio Fulltime Workload 

Equivalent (FWE) 
Fulltime Equivalent 
(FTE) 

AMWAC 1998 1:864   
CDHAC 2000  1:1153  
CDHAC 2001 (Data file)  1:1076 

 
Healthwiz 2000  1:1100  
CDHAC 2000 1:898   
AMWAC 2000 1:904   
CDHAC 2001 1:904   
Healthwiz 2001 (2 year average 
1997-1998 to 1998-1999 

 1:1097  

CDHAC 2000 (RLRP estimates)   1:1280 
CDoHA August 2002   1: 1319 
CDoHA November 2002   1: 1397 
Productivity Commission 2002  1:1176  
Australian Bureau of Statistics 
2002 

1:1042   

Source:  Queensland Rural Medical Support Agency. National Medical Workforce Benchmarks unpublished. 
CDHAC – Commonwealth Department of Health and Aged Care;  CDoHA – Commonwealth Department of Health and 
Ageing 
 

2.1.6 The Australian Rural and Remote General Practice Workforce. 

Table 3 summarises the data available on the rural and remote GP workforce.  

1998 AIHW data indicates that 32% of primary care practitioners (4,666) work in Australia’s 
rural and remote areas (RRMAs 3 to 7). 

The Australian Rural and Remote Workforce Agency Group data collection based on GPs in 
RRMAs 4 to 7 found that there were 3,840 GPs in June 2002.18 

A common problem in many data sets produced by differing agencies is the inclusion of 
RRMA 3 locations as rural. This inclusion can provide a distorted portrayal of medical 
service provision in rural and remote communities as RRMA 3 locations are large rural 
centres where most of the population reside in urban centers of population of 25,000 to 
99,999 and have reasonable access to services and facilities. Rural Workforce Agencies have 
been directed by the Department of Health and Ageing to only include RRMA 4 to 7 
locations as rural. 

 

                                                                                                                                                        
15 Australian Medical Workforce Advisory Committee. (1996). Australian Medical Workforce Benchmarks. A 
report for the Australian Medical Workforce Advisory Committee by the Australian Institute of Health and 
Welfare. p. xxi. 
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Table 3: Australia: Rural and Remote GPs numbers, AIHW, Hirsch &  Freder icks and ARRWAG.  

State  AIHW 1998 
RRMA 3-7 

HIRSCH 1999-2000* 
RRMA 3-7 

ARRWAG Jun 2002 
RRMA 4-7 

NSW & ACT 1,317 1,634 1063 
Vic 1,037 1,220 838 
Qld 1,172 1,847 859 
SA 390 451 367 
WA 372 614 472 
Tas 275 312 155 
NT 104 132 86 
Total 4,666 6,210 3840 

*GPs with at least one claim on Medicare and their major practice for the June quarter being in a rural area. (Hirsch & 
Fredericks 2001)  

 
Based on Medicare data, research conducted by Hirsch & Fredericks (Table 4) indicates that 
the numbers of rural and remote GPs in Australia has increased in most States over the last 5 
years.  However, when considering the full-time equivalent number of GPs, the data indicates 
a decline in the full-time equivalent (FTE) number of GPs in NSW and Tasmania, slight 
increases in South Australia, Victoria, Northern Territory and Western Australia and the most 
increase in Queensland.16 Again, the inclusion of RRMA 3 locations tends to distort actual 
medical service provision in rural and remote locations.  
 
Table 4: Number of rural GPs by State and Year  
 

State  1984-85 
 

1989-90 1994-95 1999-00 

 Number 
of GPs 
 

EFT Number 
of GPs 

EFT Number 
of GPs 

EFT Number 
of GPs 

EFT 

NSW & 
ACT 

1,185 832.7 1,360 918.0 1,492 1,019.9 1,634 985.0 

Vic 865 556.1 1,037 646.7 1,132 748.3 1,220 757.2 
Qld 789 594.8 1,072 807.5 1,386 989.6 1,847 1,092.4 
SA 359 210.3 372 235.6 406 261.2 451 262.1 
WA 283 181.8 355 214.9 470 253.2 614 266.1 
Tas 262 161.2 304 180.0 314 202.5 312 187.3 
NT 46 13.8 90 19.2 88 28.5 132 33.8 
Total 3,789 2,550.9 4,590 3,021.5 5,288 3,503.8 6,210 3,583.3 
Note: Numbers and EFT’s include RRMA 3 practitioners 

 
Compared to their metropolitan counterparts, Australian rural and remote GPs have: 

 
·  Larger GP shortages - and the more remote the location, the larger the shortage.  In 1998, 

the GP per 100 000 population ratio ranged from 66.1 in remote areas to 93.6 in small 
rural centres, whilst the metropolitan ratio was 122.7.17 

  
·  Proportionally fewer females - The Australian Rural and Remote Workforce Agencies 

Group found that  28.18% of GPs in RRMA 4 to 7 were female.18 AIHW data for 1998 
indicates that 23.36% of medical practitioners in the rural medical workforce were female 

                                                 
16 Commonwealth Department of Health and Aged Care. (2001). The Australian Medical Workforce. 
Occasional Papers New Series No.12, August 2001. Canberra: DHAC. p.35 
17 Commonwealth Department of Health and Aged Care. (2000). General practice in Australia: 2000. Canberra: 
Commonwealth of Australia. p.52 
18 Australian Rural and Remote Workforce Agencies Group. (2002). ARRWAG Minimum Data Set Report - 31 
May 2002. Adelaide: ARRWAG. 
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compared to 28.9% in metropolitan areas. Rural women medical practitioners however, 
were more likely to be employed in primary care (69.5%) compared to medical specialties 
(10.8%).19 

 
·  Significantly longer working hours - The recent Australian Bureau of Statistics (ABS) 

2002 survey of private medical practitioners found that the average hours for rural and 
remote GPs were:  

- 46 hours in metropolitan areas 
- 52 hours in rural areas 
- 57 hours in remote areas. 
- 47 hours Australian average.20 

 
·  Ageing workforce with a national average age of 49.5 years for male GPs, compared to 

42.4 years for female GPs.21   
 
·  Older GPs are carrying larger proportion of workload - Hirsch & Fredericks22 note that 

over the past 15 years, the proportion of GPs aged 50 or more has risen from 28.0 per cent 
to 36.9 per cent, whilst the total GP workload carried by these GPs rose from 29.5 per 
cent to 40.6 per cent. As older GPs retire, they are replaced by GPs who prefer lighter 
clinical workloads and who are working part-time in greater proportions.  

  
·  Includes more overseas trained doctors - The AIHW found that 24.5% of rural and 30.8% 

of remote medical practitioners gained their initial qualification overseas compared with 
21.5% of all practitioners, with.   

-  56.0% qualifying in the United Kingdom or Ireland 
-  15.6% in Asia 
-    9.0% in New Zealand  
-  18.8% in other countries23 

 

 

 

 

 

 

 

 

 

                                                 
19 Australian Institute of Health and Welfare. (2000). Medical labour force 1998 (AIHW Cat. No. HWL15). 
Canberra: AIHW (National Health Labour Force Series no. 16). 
20 Australian Bureau of Statistics. (2002). Private medical practitioners (cat. no. 8689.0). Canberra: ABS. 
21 Australian Medical Workforce Advisory Committee. (2000). The General Practice Workforce in Australia: 
AMWAC Report 2000.2. Sydney. p.37 
22 Commonwealth Department of Health and Aged Care. (2001). The Australian Medical Workforce. 
Occasional Papers New Series No.12, August 2001. Canberra: DHAC. p. 36 
23 Australian Institute of Health and Welfare. (2000). Medical labour force 1998 (AIHW Cat. No. HWL15). 
Canberra: AIHW (National Health Labour Force Series no. 16). p. 5 
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Table 5: General practitioner  workforce: number of practitioners and practitioners to population, by 
geographic location and State/Terr itory, Dec 1998 (AMWAC 2000, p 35). 

State/ 
Terr. 

Capital 
City 
RRMA 

1 

Other  
Metro 
RRM
A 

2 

Large 
Rural 
RRM
A 

3 

Small 
Rural 
RRM
A 

4 

Other 
Rural 
RRM
A 

5 

Remote 
RRMA 

6&7 

Total 
GPs 

Total  
Rural 
Remote 
GPs 

% 
rural 
remot
e 
 

% Pop 
rural 
remot
e 

GPs per 
100,000 
RRMA  
3 to 7 

NSW 4,983 780 315 414 556 32 7,080 1,317 18.6 24.4 84.6 
Vic 4,078 202 246 277 505 9 5,316 1,037 19.5 24.4 90.9 
Qld 1,920 549 546 212 327 87 3,640 1,172 32.2 41.1 81.9 
SA 1,407 …. 11 82 286 11 1,798 390 21.7 26.8 97.6 
WA 1,450 …. …. 105 128 139 1,821 372 20.4 26.7 75.4 
Tas 318 …. 117 49 104 5 593 275 46.4 58.7 99.5 
NT 117 …. …. …. 9 95 220 104 46.8 54.4 98.9 
ACT 284 …. …. …. 0 …. 384 0 0.0 0.1 0.0 
Aust. 14,656 1,530 1,235 1,139 1,915 377 20,852 4,666 22.4 28.7 86.4 
%Aust 70.3 7.3 5.9 5.5 9.2 1.8 100.0     
GPs 
/100,000 

122.7 108.1 111.4 93.6 77.3 66.1 110.6     

% female 35.7 27.9 32.1 24.3 24.7 30.3 33.2     

 
2.1.7 Future Environment: Trends in GP Services  

There are considerable pressures occurring external to the GP profession and within the 
profession that point to future trends: 
 
·  Australia’s demographic makeup is changing significantly with an ageing of the 

population and falling birth rates.   
 

At 30 June 2001, there were an estimated 2.4 million Australians aged 65 and over, or 
12.5% of the total population of 19.4 million. This represents a 22% growth since 1991 
when there were 2 million older Australians. In 1991, 11% of the population were aged 
65 and over (2.0 million) and by 2021 this is projected to increase to 18% (4.2 million). 
By 2051 it is expected that older Australians will comprise 25% of the population (6.5 
million)24 
 
An ageing population causes a relative rise in the public resources required for pensions, 
health and residential care outlays, but also causes a relative cut in resources required for 
youth job programs and education outlays. The rise in pensions and the reduction in 
education outlays are modest and roughly cancel out. It is not so much ageing as it is the 
cost of increasing quality in health that threatens to blow a hole in the nation’s public 
finances.25 
 
The older population will more than double in the next thirty years. A person ’s use of 
health services tends to increase significantly in the last few years of their life and, as the 
baby boomers reach their 80s, health costs and residential care may increase significantly. 
 
Access Economics estimates suggest that demographic effects (and resultant rising per 
capita utilisation) may add to health care costs the equivalent of 1.78 per cent of national 
output ($11.6 billion in 2000 dollars) by 2031.25 

                                                 
24 Australian Institute of Health and Welfare (AIHW). (2002). Older Australia at a glance 2002 (3rd edition). 
AIHW Cat.No.25. Canberra: AIHW&DOHA. p. 4, 5. 
25 Access Economics. (2001). Population ageing and the economy. Canberra: Access Economics Pty Ltd. p. 41, 
44. 
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·  Aboriginal people continue to be significantly disadvantaged in access to health services. 
 

Aboriginal and Torres Strait Islander people in Australia have significantly higher 
mortality and sickness rates than the non-indigenous population. In addition they are 
likely to live in regions remote from medical facilities and in poor physical conditions.  
 
Aboriginal people do not have the same access to GP services; the average number of GP 
services per head of population was 3.0 for Aboriginal people compared with 5.5 for non-
indigenous Australians.25 There is a marked difference in health status, mortality rates and 
usage of GP services between the two groups.   
 
In 1998-1999, 2.6% of the health budget was spent on Aboriginal health – a figure of 
$3,065 per person.25 In the Aboriginal community, only 4% have private health insurance 
(1998-99).25 Despite increased Government expenditure in this area, Aboriginal people, 
the bulk of whom live in rural and remote area continue to be significantly disadvantaged.   

 
·  Rural and Remote communities continue to be significantly disadvantaged in access to 

health services. 
 

Rural and remote Australians tend to receive less Medicare benefits per capita compared 
with their urban and provincial counterparts. Reflective of the varying geographic supply 
of practitioners is per capita Medicare benefits paid. For 1999-00 these were: 

• $195.87 in urban areas; 
• $139.70 in rural areas; and 
• $83.11 in remote areas.26 

 
It also needs to be acknowledged that Medicare data underestimate usage of services in 
rural and remote areas because state provided community health services and Aboriginal 
Community Controlled Health Services are not necessarily reimbursed through Medicare. 
Additionally, data in relation to primary health care services provided by state, Aboriginal 
Community Controlled and Royal Flying Doctor Service do not fit neatly into measures 
of service provision as used by Medicare (HIC). 

 
A further measure of MBS outlays per capita is provided by the Department of Health 
and Ageing in their Annual Report 2001-2002.27 Again, continuing inequities of access 
between rural and urban and between Indigenous and non-Indigenous communities are 
acknowledged. The report also notes that analysis by the Department of Health and 
Ageing indicates an inverse relationship between public hospital and MBS expenditure by 
local area, suggesting that public hospitals play an important role in providing services in 
areas where the private sector and MBS do not. Table 6 provides a breakdown of MBS 
outlays per capita by broad regional categories.  The table includes all services rather than 
general practice services only. 

                                                 
25 Australian Institute of Health and Welfare. (2001). Expenditure on health services for Aboriginal and Torres 
 Strait Islander people, 1998-99. AIHW cat. no IHW7. Canberra: Australian Institute of Health and Welfare and  
Commonwealth Department of Health and Aged Care. p. 16, 74. 
 
26 Commonwealth Department of Health and Aged Care (2001). The Australian Medical Workforce. Occasional 
Papers New Series No.12, August 2001. Canberra, DHAC.  
27 Commonwealth Department of Health and Aged Care (2001). Outcome 2: Access to Medicare. Annual Report 
2000-2001 Volume 1. Canberra, DHAC. 
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Table 6: MBS outlays per  capita by regional category, 1995–96 to 2000–01 
Category 1995–96 1996–97 1997–98 1998–99 1999–2000 2000–01 

 $ $ $ $ $ $ 
Capital city 397.71 391.67 391.45 404.18 406.36 403.18 
Other metro 
center 

384.95 380.45 380.65 394.97 398.51 397.15 

Rural and 
remote 

290.88 288.45 290.95 303.03 308.37 314.29 

Total 365.90 361.13 361.87 374.77 378.19 377.93 
1. Non Farm GDP implicit price deflator used for earlier years. 
2. Population figures as provided by ABS to 30 June 2001. 
3. The figures underlying this table are based on cash not accrual numbers in order to preserve the time series. The MBS numbers 
are based on claims processed during the year. 
4. The allocation to regional category is based on postcode of patient enrolment. 
 

·  National health expenditure is rising, placing increasing pressure on Governments to 
contain costs.  

 
Spending on health has gradually increased over the past decade from 7.9% of Gross 
Domestic Product (GDP) in 1990-91 to 9% in 2000-01, with the increase attributed to 
increased use of health goods and services.28  

 
Australian national spending on health ranks just below average among a selected group 
of 10 OECD countries. In 1999, total health expenditure as a proportion of GDP was 
Australia 9.0%, United States 13.0%, Germany 10.6%, Canada 9.1%, France 9.5%, and 
U.K 7.3%. 29 
 
Commonwealth Treasury expects the upward trend in health expenditure to continue with 
estimates that expenditure could be as high as 19% of GDP by 2041.28 

 
The Productivity Commission notes that expenditure on medical services accelerated in 
the latter half of the 1990’s and reports that the Commonwealth’s share of funding has 
increased significantly in a three year period from 44% in 1999-00 to 48% in 2001-2002.  
This is expected to continue to rise, due in part to the influence of uncapped programs – 
the Pharmaceutical Benefits Scheme and 30% private health insurance rebate.28 
 

·  Bulk billing rates for general practice services are falling, particularly in rural areas. 
 

Medicare bulk billing rates for GP services have fallen substantially.  Health Insurance 
Commission September 2002 data indicates that the proportion of medical services bulk-
billed – where the patient faces no out-of-pocket costs - fell to 68.4% of medical services, 
the lowest level since the mid- 1990’s.   The average patient contribution for patient billed 
services increased to $19.06, a rise of 8.8% in the previous 12 months. This creates an 
additional financial impost for the patient as unlike medical specialist services, patients 
do not have access to private health insurance to fill the gaps in general practice charges.  

 
The rates of bulk billing are much lower in regional and rural Australia than in 
metropolitan areas. The Australian Medical Association argues that the declining bulk 

                                                 
28 Owens, H. (2002). Building excellence in health care in a changing environment. Paper presented by 
Productivity Commissioner at the Divisions of General Practice Network Forum, Brisbane 8th November 2002. 
p. 7, 9. 
29 Australian Institute of Health and Welfare (AIHW). (2002). Health expenditure Australia 2000-2001. Health 
and welfare Expenditure Series no. 14. Cat. no. HWE20. Canberra: AIHW. 
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billing rates are the result of inadequate rebates and high practice costs.  The 
Commonwealth tends to view the below average bulk billing rates as an indicator of an 
under supply of doctors.30 

 
·  Major changes in technology and health system are changing the way general practice is 

delivered. 
  
Significant trends in the health system include: 

 
·  Advances in technology are changing the way medicine is practiced, eg. changed 

treatments, improved patient access via tele-health or computerisation of practices.  
Unlike the introduction of technology in other industries, technology in the health 
sector can lead to increased workforce specialisation.31 

 
·  Changing role of hospitals, particularly with a concentration on acute care and day 

surgery resulting in shorter average hospital stays.  
 
·  Increasing emphasis on community care with a broad range of services including pre 

and post-operative services and mental health services, provided in community 
settings including in the home.31 

 
·  Consumer demand for integrated or holistic services where care is coordinated with a 

range of service providers.31  
 
·  Higher levels of consumer education, where patients are increasingly partners in 

decision-making.31 This has included growth in consumer demand for complementary 
or alternative health services. 

 
·  Rising awareness of adverse patient outcomes in the health system with estimates of 

10% of people seeking care having an adverse outcome.31 There has been substantial 
growth in medical indemnity insurance and the recent collapse of major indemnity 
insurers has introduced a great deal of uncertainty for practicing GPs. 

 
·  Sustained shortage of supply in some sectors of the medical workforce particularly in 

rural areas, not only of GPs but also medical specialists, nurses and allied health 
practitioners. 

 
2.1.8 Implications for  the general practice workforce 

As a result of these trends: 
 
·  The role of GPs is changing with GPs assuming new and different clinical 

responsibilities. The shift of services and funding from hospitals to community-based 
services is expanding the role of the GP. 

 

                                                 
30 Commonwealth Department of Health and Aged Care (2001). The Australian Medical Workforce. Occasional 
Papers New Series No.12, August 2001. Canberra, DHAC. p. 33. 
 
31 Commonwealth Department of Health and Aged Care (2001). The Australian Medical Workforce. Occasional 
Papers New Series No.12, August 2001. Canberra, DHAC. p. 33,  9, 10, 54.  
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·  Technological advances are changing the way GPs practice. 
  
·  GPs are coordinating with other health care professionals and adopting a team based 

approach to care.  This approach is reflected in many university approaches to 
‘problem based’  undergraduate medical training that is better suited to community-
based, multi-disciplinary practice.32 

   
·  The threat of litigation has caused a significant number of doctors to change their 

medical practice, with some refusing to undertake high–risk procedures.32 The decline 
in the number of GPs practicing obstetrics is an example that has significant 
implications for the provision of rural obstetric services.33  

 
2.1.9 Government Policy Responses 

During the 1990’s the Commonwealth Government made significant incremental reforms to 
the health system such as the private insurance rebate and changes the PBS and MBS 
schedules.  

 
Some policy analysts are proposing radical changes to the health system including reforms to 
the Medicare system and a shift away from fee for service payment arrangements to funding 
allocations per capita.  Others are proposing new and different roles for GPs. For example, 
one suggestion is to give GPs a budget for new high cost drugs for patients. Another, from 
Professor Stephen Duckett of Latrobe University proposes an increased role for GPs as 
purchasers of medical and pharmaceutical services.  He has suggested that MBS and PBS 
funds are pooled and held by GP divisions, and through divisions, GPs purchase medical 
services and pharmaceuticals.34 
 
In relation to workforce issues, the Government has continued with a range of incremental 
reforms to improve the balance of supply between metropolitan and rural areas.32 These 
include: 

 
·  Capping the numbers of Australian medical students graduating from Australia’s 

universities; 

·  Capping GP registrar trainees at 450 places, with 200 of these dedicated to rural 
placements; 

·  Issuing a moratorium on provider numbers in 1996 to restricted the growth in the 
number of GPs practicing.  

·  Loosening of restrictions to attract Overseas Trained Doctors to work in Areas of 
Need and introducing a Federal Government migration policy that shifted the focus 
from unskilled and refugee migration to skilled migration including doctors and 
nurses. 

                                                 
32 Commonwealth Department of Health and Aged Care (2001). The Australian Medical Workforce. Occasional 
Papers New Series No.12, August 2001. Canberra, DHAC. p. 9, 11, 68.  
33 Dunbabin, J. (2002). Procedural medicine in rural and remote NSW. NSW Rural Doctors Network 
Discussion Paper. Newcastle: NSWRDN. 
34 Owens, H. (2002). Building excellence in health care in a changing environment. Paper presented by 
Productivity Commissioner at the Divisions of General Practice Network Forum, Brisbane 8th November 2002. 
p. 9. 
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Governments also introduced a range of programs to facilitate rural doctor recruitment and 
retention. These include: 

·  Rural and Remote General Practice Recruitment Program - a Commonwealth Program 
designed to support the attraction, recruitment and retention of rural general practitioners.  
This program funds a significant proportion of QRMSA’s activities. 

·  The five-year program - a joint Commonwealth /State program which is designed to 
recruit GPs from overseas to work in Districts of Workforce Shortage in rural areas.   

·  Regionalisation of the General Practice Training Program - to improve the numbers of 
registrars in rural training schemes. 

·  Retention Grants - financial incentives for long-serving rural GPs. 

·  Divisions Program - a Commonwealth program to fund divisions of general practice to 
provide support, education and other services to GPs within their division. 

·  Rural Medical Family Support Scheme - a Commonwealth funded scheme designed to 
provide support to rural medical families and the Rural Medical Family Network, which 
is funded through Commonwealth and State funds. 

·  Medical Specialist Outreach Assistance Program - a Commonwealth Program to provide 
medical specialists with assistance to provide outreach or extended services to selected 
rural communities in need. 

·  More Allied Health Services Program - a Commonwealth Program to recruit additional 
allied health services to selected rural communities. 

 
Despite these initiatives there are still protracted shortages in many medical workforce areas 
in rural and remote Australia. 
 
The Government is currently considering a range of additional incentives to increase the 
number of rural GPs. 

 
2.1.10 The challenges of attracting and keeping rural GPs 

Whilst there are many changes and programs that have helped reduce the isolation of rural 
GPs and increase support to rural GPs, the rural GP workforce is vulnerable to a range of 
factors including: 

 
·  Sustainability of the community and practice - Monash University research into 

sustainable models of general practice identified many risk factors to the sustainability of 
general practice services in rural communities.  These include the background, skills and 
training of practitioners, the demands of practice, level of support available to the 
practitioner and his or her family, financial arrangements of the practice including 
medico-legal constraints, nature of the community, the services to be provided, the 
economic viability of the community and health service environment.35  

 
·  Changes in Federal and State Government policy - health system funding or area 

management decisions that reduce or increase local hospital or health service provision in 
rural areas. Closures of hospitals are the most obvious often leading to the loss of GPs or 

                                                 
35 Commonwealth Department of Health and Family Services. (1998). Sustainable practice models: Discussion 
paper. Canberra: DHFS. 
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the closure of GP services.  However, decisions to centralise services for example, to 
close theatres in hospitals or fly emergency patients to larger provincial cities for services 
rather than invest in regional services will also affect the long-term sustainability of GP 
services.  

 
·  The financial rewards to the GP and the practice.   
 
·  The loss of the GP workforce or the failure to recruit suitable GPs to rural communities 

will increase the patient loads, the hours worked by practitioners, and stresses faced by 
practitioners. High workloads remain a major concern for rural GPs.  

 
·  The level of community and workforce support available for GPs and their families.  

Many local communities and local governments have invested in developing 
infrastructure and providing financial and other assistance to attract GP services. The 
Federal and State Governments have invested substantial funding to support the retention 
of GP services, including retention grants, locum, professional development and family 
support.  The level of support is a significant indicator. 

 
All these factors highlight the complexity of the challenge to provide sufficient services to 
meet rural community needs. 
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2.2 Geographic and Demographic Descr iptions of Queensland 

On Census night, 7 August 2001, there were 3,655,139 (1,803,810 males and 1,851,329 
females) counted in Queensland36.  This represents an increase of 286,289 (8.5%) since 1996. 
These figures were preliminary and include overseas visitors.  Adjusted estimated resident 
population figures provided by the ABS indicate that the official census count for Queensland 
for 2001 was 3,635,12137  
 
·  As at 31st December 2000, the estimated resident population of Queensland was 3.6 

million which is 18.6% of Australia’s population.38 
 
·  From approximately 3.6 million people in 2001, Queensland’s population is expected to 

grow to between 4.6 and 5.3 million by 2021 and reach between 4.6 million and 7.4 
million by 2051.38 

 
·  Queensland is expected to replace Victoria as Australia’s second most populous state 

between 2026 and 2038 under Australian Bureau Statistics’  Series II projections.38 
 
·  In contrast to some other states, Queensland is projected to experience growth in all age 

groups with the number of older people (65 years and over) growing most rapidly.38 
 
·  Queensland had the fastest growth rate (1.7 per cent) of any state or territory in the year 

ending 30 June 2000.  The growth rate in Queensland was 40.0 per cent higher than the 
national rate (1.2 per cent).38 

 
·  The median age of people in 2001 was 35 years (34 years for males and 36 years for 

females). In 1996 it was 33 years (33 years for males and 34 years for females).36 
 
·  Queensland is Australia’s second largest state spanning an area of 1,730,650 square 

kilometres and comprising 22.5% of Australia’s total area.39 54% of Queensland area lies 
in the Tropic zone.  

 
·  Queensland is one of the most decentralised states in Australia with 32 per cent of the 

population living outside the major urban centres, compared with the national average of 
24 percent.40 

 
·  Between 1979 and 1999, Queenslanders’  life expectancy at birth increased by 8 per cent 

to 76.3 years for males and by 5 percent to 81.6 years for females.41 
 
·  With higher life expectancy and declining birth rates, the proportion of the population 

aged over 60 in Queensland is expected to grow from 15 per cent in the year 2000 to 26 

                                                 
36 ABS (2002) 2001 Census Basic Community Profile and Snapshot - Queensland 
37 ABS (2002) Cat. No. 3218.0.55.001 Regional Population Growth, Australia – companion data 
38 Queensland Department of Local Government and Planning (2001). Population trends and prospects for 
Queensland 2001 edition. Brisbane, QDLGP. 
39 ABS (2001). Australia Now-Geography and Climate. Internet site 
(www.abs.gov.au/ausstats/abs@.nsf/2.6?OpenView) Australian Bureau of Statistics. Accessed 3rd July 2001. 
40 ABS (2001). Australia Now. Internet site (www.abs.gov.au/ausstats/abs@.nsf/w2.6.1?OpenView) Australian 
Bureau of Statistics. Accessed 25th June 2001.  
41 Queensland Health (2001). The state of health of the Queensland Population. Brisbane: QH 
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per cent in 2031.  This ageing of the population will place an extra burden on health 
related services in future years.41 

 
2.3 Rural and Remote Queensland 

Over forty one per cent of the State’s population live in regional, rural or remote 
Queensland).  For RRMA 4 to 7 locations the percentage is 22.83 per cent.42  Rural people 
live in a diversity of localities – regional centres, large towns, small towns and remote 
localities. They live in areas ranging from the more densely populated coastal areas to the 
inland and sparsely populated areas. Based on 1996 ABS statistics as produced by Healthwiz, 
the distribution of Queenslands population by RRMA is displayed in Table 7.  
 
Similar to other rural and remote areas in Australia, rural Queensland is characterised by: 
 
·  areas of small diverse populations 
·  areas of geographic isolation 
·  transport difficulties 
·  shortages of medical, nursing and allied health professionals 
·  great socioeconomic disparities 
·  poorer health status than people in metropolitan areas 
·  an ageing population 
·  problems of distance in accessing health services. 
 
Table 7: Remoteness Indicator  - RRMA by State, 1996 revision - Qld 
   Males  Females  Total Percent 
          
Capital cities - RRMA1 725053 749262 1474315 45.41% 
          
Other metropolitan centres - RRMA2 207357 212108 419465 12.92% 
          
Large rural centres - RRMA3 293701 302884 596585 18.37% 
          
Small rural centres - RRMA4 24586 25759 50345 1.55% 
          
Other rural areas - RRMA5 256528 244374 500902 15.43% 
          
Remote centres - RRMA6 47253 42836 90089 2.77% 
          
Other remote areas - RRMA7 53091 46970 100061 3.08% 
          
Off shore areas & migratory 472 90 562 0.02% 
          
Not applicable 8648 5936 14584 0.45% 
          
Total 1616689 1630219 3246908 100.00% 
Source: Australian Bureau of Statistics and Healthwiz   
Note: Revisions of RRMA categories based on 1996 Census data have not been officially adopted or 
implemented by DoHA. As such, in Queensland, population numbers for RRMA 4 locations are 
underestimated while RRMA2 and RRMA3 numbers are overestimated. 

                                                 
42 Healthwiz, ABS Census 1996. Promethesus Information systems. Canberra 2001 
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Rural areas are ageing as young adults are leaving to find employment and study in the bigger 
centres and cities. Many older people are migrating from small towns or properties to larger 
rural towns for easier access to health services. For example, three-quarters of Queensland’s 
projected population growth over the 20 years to 2021 is expected to occur in South East 
Queensland.  In contrast, the western regions of Queensland, despite having 58.0 per cent of 
the land area of the state, will be home to less than 1.5 per cent of the population by 2021.43 
These projected changes suggest that it will become increasingly difficult to attract medical 
and allied health professions to rural and remote communities in future years. 
 
2.4 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.  Divisions were first established in 1992 and there 
are now 123 DGP’s throughout Australia. There are 20 Divisions of General Practice in 
Queensland.44 
 
While the initial focus of divisional activities was on individual projects, over time funding 
has moved to block grants based on agreed priorities. While Divisions have matured over 
time there is still considerable variation between Divisions, in terms of size, number of 
projects, organizational structures, collaboration with community and other health care 
providers, and management capacity.44 
 
There are five Divisions of General Practice in Queensland that comprised entirely of RRMA 
4 to 7 locations.  These Divisions are: 
 
Southern Queensland Rural Division of General Practice 
Central Queensland Rural Division of General Practice 
Central Western Rural Division of General Practice 
Northern and Western Queensland Primary Health Care 
Far Northern Queensland Division of General Practice. 
 
Prior to a minor change in boundaries as at 1st July, 2002 these five rural divisions spanned 
approximately 92% of Queensland in terms of total area (1,730,650 km2).  In terms of 
medical service provision, these Divisions also have the highest population to doctor ratio’s 
of all Queensland Divisions which suggest possible underservicing or limited access to 
medical services. 
 
There are also a further 10 Divisions of General Practice in Queensland that incorporate 
RRMA 4 and 5 locations.  Table 8 displays numbers of medical practitioners for Queensland 
Divisions by RRMA as at 30th November, 2002.  It should also be noted that these numbers 
include non-specialist Queensland Health, Royal Flying Doctor Service and Aboriginal 
Community Controlled Health Service employees. 

                                                 
43 Queensland Department of Local Government and Planning (2001). Population trends and prospects for 
Queensland 2001 edition. Brisbane, QDLGP. 
44 GPSR (1998). General Practice: changing the future through partnerships. Report of the General Practice 
Strategy Review Group, Commonwealth of Australia. 
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While a number of provincial Divisions (namely Sunshine Coast, Capricorn and more lately 
Wide Bay) do incorporate relatively large numbers of practitioners working in RRMA 4 and 
5 locations, the intent of this plan is to focus on the five major rural and remote Divisions and 
provide an overview of their demographics and medical workforce. This is not to suggest that 
provincial divisions do not experience problems in relation to medical workforce supply and 
distribution, but rather access to medical services are less problematic compared with the five 
major rural divisions which encompass 92% of Queensland’s area.   
 
Table 9 displays practitioner type by RRMA with the legend detailing those included.  Map 1 
portrays divisions of general practice in terms of area. 
 
Table 8:  Number of medical practitioners by Division and RRMA (4 to 7) 
 RRMA   
 GPDivision 4 5 6 7 Grand Total 
 Cairns DGP  3   3 
 Capricornia DGP 31 20   51 
 Central Queensland Rural   21 21 7 49 
 Central West Queensland Rural DGP       13 13 
 Far North Queensland DGP  67 18 29 114 
 Gold Coast DGP  11   11 
 Ipswich & West Moreton DGP  28   28 
 Mackay DGP  30   30 
 Northern & Western Qld Primary Health Care  35 48 10 93 
 Redcliffe DGP  5   5 
 Southern Queensland Rural DGP 20 106 11 26 163 
 Sunshine Coast DGP 153 27   180 
 Townsville DGP  7   7 
 Toowoomba DGP  31   31 
 Wide Bay DGP 98 16  1 115 
 Grand Total 302 407 98 86 893 
 
Table 9:  Practitioner type by RRMA 
Employment Type RRMA4 RRMA5 RRMA6 RRMA7 Grand Total 
 ACCHS  8 4 1 13 
 General Practitioner 246 315 42 24 627 
 GP/Academic  1 4  5 
 GP/Company  4 1  5 
 MORPP  9 2 4 15 
 MS 3 13 5 5 26 
 MSRPP  24 4 25 53 
 RFDS   4 10 14 
 RMO 42 16 24 5 87 
 SMO 11 17 8 12 48 
 Grand Total 302 407 98 86 893 
ACCHS Aboriginal Community Controlled Health Service 
MORPP Medical Officer with Right of Private Practice 
MSRPP Medical Superintendent with Right of Private Practice 
MS Medical Superintendent 
RMO Resident Medical Officer (includes JHO, SHO, PHO etc.) 
SMO Senior Medical Officer 
General Practitioner General Practitioner 
GP/Academic GP where main responsibilities are teaching/administration 
GP/Company GP where main employment is with Defence Forces or company 
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Map 1  Queensland Divisions of General Practice 
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2.4.1 Far  Nor th Queensland Division of General Practice 
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2.4.1.1 Area and remoteness 

The FNQRDGP covers an area of 274,000 square kilometres and is responsible for the 
General Practitioners in the rural areas from Cardwell in the South to Thursday Island in the 
North (this division excludes the Cairns area which has its own Division).  The majority of 
the population reside in areas designated as RRMAs 5-7, the more northern Statistical Local 
Areas (SLAs) are categorised as either remote or very remote.   
 
The Division is responsible for 105-110 general practitioners with approximately 70 working 
privately in group or solo practices. The remaining doctors are employed by one of 
Queensland Health©s five district health services (Innisfail, Tableland, Cape, Torres and 
Cairns) or the Royal Flying Doctor Service (RFDS), which is based in Cairns but services 
much of the region©s remote areas. 

2.4.1.2 Demographics 
 
The population within this division is estimated at 104,817.45  Males represent 51.6% while 
females represent 48.4% of the population.  Approximately 20,612 people, an estimated 16.7 
% of the total population of Queensland, are of Aboriginal or Torres Strait Islander descent.  
This figure represents between five and six times the level of the rest of the state.  There are 
several Aboriginal or Torres Strait Islander communities within the Division’s boundaries, 
with the majority of these communities located in the remote areas of the Cape York 
Peninsula.  The Division’s major population centres are concentrated around the Atherton 
Tablelands with a number of smaller communities further north. 

2.4.1.3 Socio-economic indicators 
 
According to the ABS Index of Relative Disadvantage, which combines various social 
indicators, the Division’s postcodes received an average rating of approximately 959.  This is 
equivalent to the second lowest of the 20 divisions in Queensland.  The median personal 
weekly income for individuals over the age of 15 is $274.00.  This is slightly lower (5%) than 
the average weekly income for the rest of the state.46 

2.4.1.4 Economy and future prospects 
 
The Far North Queensland Region has benefited significantly from the opening up of the 
nation to international competition, and is now one of the most internationalised regional 
economies in Australia.  The Region has experienced a 6 per cent growth in recent years and 
is the fastest growing tourism destination in Australia.  Although the Far North has a 
relatively diversified economic base, its most significant industries include tourism, mining 
and agriculture.  Given the Division’s proximity to Asia and spectacular natural scenery, 
tourism is a major contributor to economic growth.  The Far North is the largest fruit growing 
area in Queensland, accounting for nearly 95 per cent of Queensland’s bananas and nearly 65 
per cent of paw paws. Other produce includes sugar cane, tropical fruit, peanuts, cut flowers, 
cashews, tea, dairying and beef cattle.47 

                                                 
45 Healthwiz, ABS Census 1996. Promethesus Information Systems. Canberra 2001 
46 Cited in, Background data profile FNQRDGP.  Commonwealth Department of Health and Family Services, 
1998 
47 http://www.noie.gov.au/projects/information_economy/research&analysis/eCommAust/factsheets/ 
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2.4.2 Nor thern and Western Queensland Pr imary Health Care 
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2.4.2.1 Area and remoteness 
 
Formerly known as the Northern Queensland Rural Division of General Practice, the 
Northern and Western Queensland Primary Health Care supports General Practitioners in the 
north, south and west of Townsville.  The NWQPHC covers an area of 378,499 square 
kilometres, from the Cardwell coast to Bowen, (excluding Townsville), westward to Mount 
Isa north to Mornington Island, and east to incorporate Palm Island.  The majority of areas 
within this Division are classified as either remote or very remote.  At present the NWQPHC 
supports approximately 95 medical practitioners.  There are four health districts within this 
division, with 16 hospitals and three health centres.  

2.4.2.2 Demographics 
 
As a result of its large geographical spread, the population of the NWQPHC has diverse 
characteristics.  This Division has a population of 104,452, of which 11,204 are either 
Aboriginal or Torres Strait Islander.  There are several remote indigenous communities 
within the Division including Palm Island, Mornington Island, Doomadgee and Camooweal.  
In addition, towns with large indigenous populations, include Cloncurry and Mt Isa.  Of the 
total population of this Division, 53% are male and 47% are female. 

2.4.2.3 Socio-economic indicators 
 
The majority of Local Government Areas (LGA’s) within this Division have employment 
rates above the state average.  However, greater than 40% of the population of LGA’s such as 
Bowen, Carpentaria, Hinchinbrook and Burke are not in the workforce.  This figure is 
slightly higher than the state average (36.86%), and is indicative of increased levels of 
welfare and pension recipients.  There are a number of regions within the NWQPHC, which 
have high levels of economic disadvantage.  In some LGA’s such as Mornington and 
Carpentaria, more than 70% of individuals 15 years and over have an income of less than 
$299 per week.48 

2.4.2.4 Economy and future prospects 
 
The NWQPHC contributes over 11.1 per cent of gross value of agricultural commodities 
produced in Queensland, including sugar, beef and horticultural crops such as tomatoes and 
mangoes.49 In addition, this Division is the largest producer of sugar cane cut for crushing 
with several sugar mills in the district, including the Victoria Mill at Ingham, the largest in 
Australia and one of the largest in the world.  The Division is also a major producer of a 
range of vegetables and fruits.  Furthermore, the mining industry makes a valuable 
contribution to the Division’s economic growth, predominantly through coal and gold 
resources.  Nickel, cobalt, copper and zinc refineries also add considerable value. 

                                                 
48 Based on ABS census figures, 1996.  ABS Census of population and housing, 1997 
49 http://www.noie.gov.au/projects/information_economy/research&analysis/eCommAust/factsheets/ 
qld_Northern.htm 
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2.4.3 Central Queensland Rural Division of General Practice 

 
 

2.4.3.1 Area and remoteness 
 
The Central Queensland rural division is the fifth largest Division of General Practice in 
Queensland.  The CQRDGP amalgamates a cluster of rural shires in the Hinterland behind 
Rockhampton and Gladstone.  The Division covers an area of 163,919 square kilometres 
from Moranbah in the north, to Theodore in the south and the Gemfields in the west.  The 
three major centres of this Division are Moranbah, Emerald and Biloela, all with populations 
less than 10,000.  It also includes many small, relatively isolated, rural communities that have 
limited access to health services.  This Division is predominantly comprised of rural and 
remote areas (RRMA’s 5-6) and does not include any areas classified as Metropolitan or 
Large Rural. 

2.4.3.2 Demographics 
 
The CQRDGP has a population of approximately 76,008, which includes 3,334 people of 
Aboriginal or Torres Strait Islander origin.  This represents 3.8% of the population, compared 
to 2.85% for the whole of the state.50  The majority of the Divisions Indigenous population 
are located in the two small communities of Woorabinda and Mt Morgan.  In terms of 
population size, the CQRDGP is one of the smallest of the Queensland divisions and 

                                                 
50 Based on ABS census figures, 1996.  ABS Census of population and housing, 1997 
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approximately 52% of the Divisions population is male.  The female population 
(approximately 48%) is slightly lower than the overall proportion of females in Queensland 
(approximately 50%). 

2.4.3.3 Socio-economic indicators 
 
The median personal weekly income for people aged 15 and over residing in the CQRDGP is 
estimated at $278, this compares to the Queensland median of $286.19 Compared to the rest 
of the State, the Divisions income profile includes a relatively high proportion of high-
income individuals.  According to the ABS Index of Relative Disadvantage, postcodes within 
the CQRDGP received an average rating of approximately 1001, the six highest amongst the 
20 Divisions.50  Furthermore, compared to the averages for the State, it also has lower levels 
of Department of Social Security payments; this is particularly evident in terms of age 
pension payments and labour market allowances. 

2.4.3.4 Economy and future prospects 
 
Key industries within this Division include manufacturing, mining, tourism and agriculture.  
This Division grows a variety of fruit, and maintains large pine forests producing timber.  In 
addition, this area produces grain, cotton, fodder crops, citrus, grapes, canola and sunflowers. 
 
 
2.4.4 Central West Queensland Rural Division of General Practice 
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2.4.4.1 Area and remoteness 
 
The Central West Queensland Division encompasses an area of 392,898 square kilometres, or 
21.4 % of the State’s total area.  This Division extends from Alpha in the east, to Tambo in 
the south, Birdsville in the west, north towards Boulia and northeast to Winton.  Longreach is 
the Division’s major centre.  Travel between most areas is difficult as most roads are either 
unsealed or single land vehicle access.  Access during the wet season can make the roads 
almost impossible to traverse.   

2.4.4.2 Demographics 
 
The CWQRGP is one of Queensland’s least populated areas with an estimated resident 
population of 19,951 representing only 0.4 per cent of Queensland’s total population. 
Approximately 52% of this Divisions population are male, and 48% are female, although in 
some areas such as Barcoo Shire, the percentage of males rises to 57%.   
 
Approximately five percent of the total population of the Central West Division are of 
Aboriginal or Torres Strait Islander decent, however in more remote shires such as Boulia 
and the Diamantina the population of Indigenous Australians rises to approximately 25%.  
 
In the Central West, population levels continue to decline in the order of 1.2 per cent per 
annum.51  The only Shires to experience positive growth rates are Boulia and Diamantina, the 
two most western Shires.  Furthermore, significant numbers of tourists visit this region each 
year and their presence (particularly during the winter months) increases the demand on 
health services.51 

2.4.4.3 Socio-economic indicators 
The estimated median weekly income for those over the age of 15 years this Division is $275, 
slightly less than the median for the rest of Queensland.  Given the diversity of this Division, 
however, this figure does fluctuate between areas; for example, median weekly incomes of 
$194 per week in Aramac to $340 per week in Diamantina.  While levels of unemployment in 
areas such as Diamantina are relatively low, other SLA’s such as Longreach experience 
relatively high levels of unemployment (over 31%).  In addition, Longreach has one of the 
highest Index of Relative Disadvantage scores (1018) in the State’s Divisions of rural 
practice. 

2.4.4.4 Economy and future prospects 
 
The Central West Division is predominantly agricultural although it has a relatively 
diversified economic base.  The Division has the largest area of agricultural holdings in 
Queensland (32,618,336 hectares or 21.6 per cent of total land) despite accounting for only 
2.3 per cent of establishments.  Key agricultural industries include meat cattle and wool.  
Other major industries include mining and pet food manufacturing.  The Central West 
continues to attract tourists from around Australia and internationally. Tourist attractions in 
the Division include the Stockman’s Hall of Fame at Longreach, the Black Stump at Blackall 
and the Jolly Swagman at Winton. 

                                                 
51 http://www.noie.gov.au/projects/information_economy/research&analysis/eCommAust/factsheets/ 
qld_centralwest.htm 
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2.4.5 Southern Queensland Rural Division of General Practice 

 

 
 

2.4.5.1 Area and remoteness 
 
The South Queensland Rural Division of General Practice encompasses a major area of 
Southern Queensland, with the exception of the large population centres in the southeast.  A 
realignment of division boundaries occurred on the 1st July 2002 with a number of LGA’s 
including Maryborough and Hervey Bay moving from the Southern Queensland Rural 
Division and joining the Wide Bay Division of General Practice. Revised estimates suggest 
the Division now covers an area of approximately 424,181 square kilometres that makes it 
geographically the second largest of the Queensland Divisions of General Practice. The South 
Queensland Division is made up of 34 Statistical Local Areas and includes only two centres 
with a population of over 10,000.  The Division does not include any areas classified as 
Metropolitan.  

2.4.5.2 Demographics 
 
Subsequent to the recent boundary changes, the population of this Division is estimated at 
183,991 residents, which makes it one of the larger of the Queensland Divisions. Based on 
Census 2001 data, the estimated Aboriginal and Torres Strait Islander population for the 



 

Analysis of the Queensland Rural and Remote Medical Workforce – First Report – 30th June 2003 

37 

Southern Queensland Rural division was 8,113. This represents 4.41% of the population of 
the SQRDGP compared to the state average of 3.08%52 

2.4.5.3 Economy and future prospects 
 
The majority of this region is predominantly agricultural.  Key activities include wool 
producing and meat cattle grazing as well as cotton and grain growing.  Developing 
industries include kangaroo meat and hides, ostriches and commercial goat farming. 
  
2.5 Other  Divisions with rural components 

While the five major rural divisions cover approximately 92 per cent of Queensland in terms 
of area, in terms of population, they service approximately 15.67 per cent of the states 
population.  There are ten other divisions of general practice that include rural locations 
(RRMA 4 to 5).  Although the majority of these divisions tend to be located along the eastern 
seaboard many of these divisions would contend, that similar to the more remote divisions, 
they are under serviced in terms of doctor to population ratios and experience difficulties in 
attracting and retaining medical practitioners in their rural areas. Table 10 provides an 
overview of these divisions in terms of area, population and approximate number of medical 
practitioners in RRMA 4 to 5 locations. 
 
Table 10:  Division by area, population and number of practitioners in RRMA 4 to 5 locations 
 
Division Area Sq Km Population 96 Practitioners - RRMA 4 to 5 
Capricornia 72,000 116,007 53 
Mackay 24,648 111,117 31 
Cairns 1,791 128,148 3 
Toowoomba 10,405 134,895 28 
Ipswich 7,951 161,228 23 
Sunshine Coast 6,770 246,108 174 
Townsville 4,497 129,139 7 
Gold Coast 1,590 340,759 7 
Redcliffe 2,000 149,955 5 
Wide Bay 12,603 78,479 9 
Note: Population estimates based on ABS 1996 census as compiled by Healthwiz. 
As at 1st July 2002, a number of locations in the Southern Queensland Rural Division of General Practice were 
reassigned to the Wide Bay Division of General Practice. These locations included Maryborough, Hervey Bay, 
Mundubbera, Eidsvold and Gayndah. This change impacts on the demographics of both Divisions but has not 
been incorporated in the tables displayed at this stage. 
 
2.6 Abor iginal and Torres Strait Islander  people 

Data in relation to Aboriginal and Torres Strait Islander people is limited by the extent to 
which Indigenous people are included in national surveys, the accuracy with which they are 
identified in both surveys and administrative datasets, uncertainties about Indigenous 
population estimates, and concerns about whether the survey methods employed are always 
the most suitable. It is also difficult to point to trends with confidence because the availability 
and quality of data about the Indigenous population have varied considerably over time.53 

                                                 
52 ABS (2002). Census of Population and Housing, Queensland (STATE 3) B01 Selected Characteristics 
53 From ABS Cat 4704.0, The Health and Welfare of Australia’s Aboriginal and Torres Strait Islander Peoples, 
2001 
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The 2001 Census suggests that there were 112,772 people (54,582 males and 58,190 females) 
in Queensland who identified as being of Indigenous origin in 2001. This equates to 3.1 per 
cent of Queenslands population and represents an increase of 18% (17,254 people) since 
1996.54 Aboriginal and Torres Strait Islander people in Queensland comprise 27% of the 
national Indigenous population. 
 
Queensland’s indigenous population is substantially younger than the non-Indigenous 
population. Half the indigenous population were aged under 20 years, compared with just 
over a quarter of the non-indigenous population.  Only four per cent of the Indigenous 
population were aged 60 years or over compared with 16 per cent of the non-Indigenous 
population.55  These differences in the age distribution are mainly caused by higher fertility 
rates and high levels of premature death in Aboriginal and Torres Strait Islander populations. 
Figure 1 displays a population pyramid of indigenous and non-indigenous populations. 
 
Figure 1: Population distr ibution for  Indigenous and non-Indigenous peoples 
 

 
Source: Australian Indigenous HealthInfoNet, Summary of Indigenous Health 2002 
 
Data provided by the Australian Indigenous HealthInfoNet56 suggests that estimated total 
expenditure by Australian governments and the private sector on health services to 
Aboriginal and Torres Strait Islander people in the 1998-1999 financial year was $1,245 
million.57 This is equivalent to $3,065 per person compared with $2,518 per person for non-
Indigenous people - a ratio of 1.22:1 (this compares with a ratio of 1.08 in 1995-96.58 When 
                                                 
54 ABS (2001). Australia Now. Internet site (www.abs.gov.au/ausstats/abs@census .nsf/Lookup2001Census) 
Australian Bureau of Statistics. Accessed 4th July 2002. 
55 Queensland Health (2001). The State of Health of the Queensland Population. Brisbane, QH. 
56 Australian Indigenous HealthInfoNet (2002). Summary of Indigenous health, May 2002. Perth, Australian 
indigenous HealthInfoNet. 
57 Australian Institute of Health and Welfare (2001) Expenditures on health services for 
Aboriginal and Torres Strait Islander people 1998-99 
58 Deeble J, Mathers C, Smith L, Goss J, Webb R, Smith V (1998) Expenditure on health 
services for Aboriginal and Torres Strait Islander people.  
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relative income position is taken into account, public expenditure on the health of Aboriginal 
and Torres Strait people appeared to be similar to that for non-Indigenous people in low-
income groups, despite the much lower health status of Aboriginal and Torres Strait people. 
 
The report also notes that Indigenous people were, on average, much higher users than non-
Indigenous people of publicly funded health services and State-funded health services, 
particularly admitted patient services in hospitals and community health services. Compared 
with non-Indigenous people, Indigenous people used fewer private services such as doctors in 
private practice, private hospitals, dentists and privately funded allied health professionals. 
The Commonwealth and State governments contributed very similar amounts to health 
services for Aboriginal and Torres Strait Islander people. Over 50% of the Commonwealth©s 
contribution was indirect through its contribution to public hospital funding. Expenditures 
were much lower for Aboriginal and Torres Strait Islander people than for other Australians 
in the major Commonwealth-funded health programs, Medicare and the Pharmaceutical 
Benefits Scheme. Per person expenditure on Indigenous people was 37% of that for non-
Indigenous people.56 

  
Indigenous people remain the least healthy sub-population in Australia, and there is evidence 
that the disparity between Indigenous and non-Indigenous health, at least measured by 
mortality, has widened in recent years. The lack of real improvement in Indigenous mortality 
in Australia contrasts markedly with the situation among Indigenous people in New Zealand, 
Canada and the United States. The success achieved in those countries ‘generates 
considerable confidence that effective action in Australia will produce substantial changes in 
Indigenous health’ .59 Achievement of these changes will require progress in five areas: 
infrastructure (including physical environmental and socioeconomic aspects); self-
determination of health services; access to a network of community-controlled primary 
healthcare services; an adequate level of resources; and a skilled workforce. 

                                                 
59 Ring, I., Firman,D. (1998). Reducing Indigenous mortality in Australia: lessons from overseas. Medical 
Journal of Australia;169;528-533. 
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Table 11:  Population of Abor iginal and Torres Strait Islander people by Division of General Practice 
(1996) 
Division of General Practice Population Population Population Population 
   Not Total  
  Aboriginal Aboriginal  Aboriginal 
  or Torres or Torres  or Torres 
  Strait Is Strait Is  Strait Is 
   Numbers  Numbers  Numbers  Col % 
(401) Brisbane Inner South  1640 114964 116604 1.7 
(402) Brisbane Southside Central 3193 228043 231236 3.4 
(403) Bayside GP Division (Brisbane) Inc 2079 148706 150785 2.2 
(404) Logan Area Division of General Practice 4101 226302 230403 4.3 
(405) Brisbane North Division of General Practice 5120 485169 490289 5.4 
(406) Gold Coast Division of General Practice 2443 338316 340759 2.6 
(407) Redcliffe Bribie Caboolture Division 2405 147550 149955 2.5 
(408) Ipswich and West Moreton Division 3971 157257 161228 4.2 
(409) Toowoomba and District Division 2926 131969 134895 3.1 
(410) Central Queensland Rural Division 2742 73266 76008 2.9 
(411) Mackay Division of General Practice 3359 107758 111117 3.5 
(412) Townsville Division of General Practice 5876 123263 129139 6.2 
(413) Cairns Division of General Practice 8608 119540 128148 9.1 
(414) Southern Queensland Rural Division 7797 234420 242217 8.2 
(415) Central West Rural Division 1138 18813 19951 1.2 
(416) Northern & Western Qld Primary Health Care 11204 93248 104452 11.8 
(417) Far North Queensland Rural Division 18955 85862 104817 20 
(418) Sunshine Coast Division 2479 243629 246108 2.6 
(419) Capricornia Division of General Practice 3320 72732 76052 3.5 
(420) Wide Bay Division 1595 76884 78479 1.7 
(499) QLD - Not Allocated to a Division 0 0 0 0 
Queensland GP Divisions 94951 3227691 3322642 100 
Total 94951 3227691 3322642 100 
Source: HealthWiz, ABS Census 1996     
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Map 2:  Aboriginal and Torres Strait Islander people, Queensland, 1996 as a percentage of 
the total population in each Statistical Local Area. 
 

 
Source: A Social Health Atlas of Australia, Volume 4.1; Queensland 
 
 
2.7 Health Status of Rural and Remote Populations 

The health status of rural Australians declines with distance from metropolitan and regional 
centres. Mortality rates are higher in rural areas, reflecting the higher proportion of 
Indigenous Australians in rural areas.60 Rural Australians, when compared with metropolitan 
residents have: 
·  a higher rate of premature death from injury or accidents particularly among men 
·  higher rates of road injuries and fatalities 
·  higher mortality related to coronary heart disease, diabetes and asthma 
·  among people over 65 years, higher rates of hospitalisation and death from falls or burns 
·  in remote areas, higher incidence of low birth rate and infant mortality  
·  lower incidence of early cancer detection 
·  among rural women, higher rates of obesity, higher alcohol intake in small rural centres 

and higher rates of smoking in remote areas 

                                                 
60 Commonwealth Department of Health and Aged Care, The Australian Medical Workforce, Occasional Paper 
New Series No. 12, August 2001 
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·  suicide, depression and other mental health problems, with suicide rates among men 
noticeably higher in rural areas. 

 
2.7.1 Queensland rural and remote populations 

In general rural and remote residents in Queensland experience poorer health and higher 
death rates than their metropolitan counterparts. Rural people in Queensland experience 
higher rates of premature mortality and morbidity for most causes of ill health. Death rates 
from road injury increase with increasing remoteness. The death rate from ischaemic heart 
disease is higher among those who live in very remote areas compared with those living in 
more accessible areas. Injury rates and suicide rates in males are higher in rural areas.61 
 
For the period 1999-2000 hospital admission rates for Queenslanders were 8% higher than 
the national average. Rates of admission to Queensland hospitals were higher among people 
living in remote areas and areas with high proportions of Indigenous peoples. Although 
higher admission rates in the remote areas are largely related to the proportion of Indigenous 
people in those areas, non-Indigenous populations in the more remote areas also have higher 
admission rates than the population as a whole. The decentralized nature of Queensland’s 
population creates a higher dependence on the hospital system to provide primary health care 
services especially in remote and very remote areas.61 

 
In 1998-1999 each person in Queensland used an average of about 5 general practitioners 
services covered by Medicare annually.  Although people living in socio-economically 
disadvantaged areas have higher rates of mortality, illness and disability for most conditions, 
there was little difference in the use of services. Levels of use tend to fall rapidly with 
increasing remoteness, a result of the shortage of general practitioners in remote and very 
remote areas.61 
 
2.7.2 Social Determinants - SEIFA 

There is strong evidence for the relationship between socioeconomic status and health. 
Although the factors that explain this relationship are unclear, the material resources of 
individuals such as housing, unemployment, income and education are important 
determinants. The ‘Social Determinants of Health’  report produced by Queensland Health 
contends that income is a key determinant of health and strongly linked to employment. 
Employment enhances social status, improves self-esteem, provides social contact and a way 
of participating in community life, and improves opportunities for regular activity, which all 
help to increase individual health and well-being.62 Within Queensland, rural and remote 
areas generally indicate greater relative socio-economic disadvantage compared with 
metropolitan and provincial areas. 
 
At each Census since the 1986 Census, the ABS has produced a number of indexes which 
measure different aspects of the socioeconomic conditions of the populations of geographic 
areas.63 These summary measures, the Socio-Economic Indexes for Areas (SEIFA), combine 

                                                 
61 Queensland Health (2001). The State of Health of the Queensland Population. Brisbane, QH.  
62 Queensland Health (2001). Social Determinants of Health – The role of the public health services. Brisbane, 
QH 
63 Australian Bureau of Statistics (1998). 1996 Census, Socio Economic Indexes for Areas: Information paper. 
ABS: Canberra 
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into one index a range of information relating to the social and economic characteristics of 
the populations in small areas.   
 
One of these indexes, the Index of Relative Socio-Economic Disadvantage (IRSD), 
summarises the information available from variables related to education, occupation, 
income, family structure, race (the proportion of Indigenous people), ethnicity (poor 
proficiency in use of the English language) and housing.  The index reflects the extent of 
disadvantage represented by, for example, the proportion of low income families, of those 
with relatively low educational attainment and of high unemployment, in the area being 
examined.  The index has a wide range of uses, such as in the allocation of resources or as a 
shorthand description of populations living in an area, but is not a universal answer to all 
such needs.   
 
The IRSD is calculated at the smallest geographic level for which data are available from 
population Censuses – the Census Collection District – and was then calculated for the larger 
areas (Statistical Local Areas, Statistical Subdivisions, Statistical Divisions and States and 
Territories) by weighting the scores for these smaller units by their population.   
 
The IRSD is calculated to show the relativity of areas to the Australian average for the 
particular set of variables that comprise it.  This average score is set at 1000.  Data mapped at 
the SLA level have been re-weighted so that Queensland is the average, with a State score of 
1000.  Areas with relatively less disadvantaged populations (i.e. those of higher 
socioeconomic status) have an index number of above 1000 and those with relatively greater 
disadvantage (i.e. of lower socioeconomic status) have an index number of less than 1000.  It 
is unfortunate that an IRSD uses high index scores to indicate advantage, when it would be 
intuitively expected that high index scores would indicate disadvantage, as implied by the 
name of the index.64 
 
At the 1996 Census, the areas of Queensland outside the other major urban centres had a 
SEIFA Index of Relative Socio-Economic Disadvantage score of 982 (when the index score 
for the whole of Queensland was 1000.  This was considerably lower than the score of 1027 
recorded in Brisbane, indicating a greater degree of disadvantage relative to Queensland as a 
whole.   
 
Outside Brisbane and the other major urban centres, the most disadvantaged areas were 
located in the north of the state, with the lowest IRSD score of 637, recorded in Aurukun.  
IRSD scores of below 850 were also recorded in Mornington (677), Croydon (802), Torres 
(811), Carpentaria (828), Burke (830) and in Mount Morgan (835).  Among the towns, the 
lowest score was in Hervey Bay (933). At the other end of the scale, the least disadvantaged 
SLA was Weipa, with an index score of 1093.  The SLAs of Cairns (1029), Toowoomba 
(1008) and Noosa (1008) had the highest scores for the regional centres.64 Map 3 displays the 
SEIFA Index of Relative Socio-Economic Disadvantage for Queensland Statistical Local 
Areas. A more detailed table of the Index of Relative Socio-economic Disadvantage for 
Queensland non-metropolitan Statistic Local Areas (SLA’s) is provided in Appendix 2. 

                                                 
64 Glover, J. and S. Tennant (1999). A social atlas of Australia – Volume 4: Queensland. Adelaide, Public 
Health Information Development Unit.  
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Map3:  SEIFA Index of Relative Socio-Economic Disadvantage, Queensland 
 

 
Source: A Social Health Atlas of Australia, Vol 4.1: Queensland (calculated on data from ABS 1996 Census) 
 
2.8 Current models of medical service provision in rural and remote Queensland 

General practice is the cornerstone of Australia’s health care system with around 90 per cent 
of Australian’s seeing a GP each year and, through these visits, gaining access to a range of 
diagnostic, pharmaceutical and specialist services.65  While General Practitioners comprise 
over 70 per cent of Queensland rural and remote medical workforce, non-specialist salaried 
doctors working for Queensland Health also provide a significant amount of primary care/GP 
type services in many rural and remote communities. 
 
The nature of medical service provision in rural and remote Queensland differs significantly 
from that in most other Australian states.  Doctors employed by Queensland Health currently 
comprise approximately 26% (N224) of the medical workforce in Queensland RRMA 4 to 7 
locations.66  Approximately 30% (N66) of these doctors also have the right of private practice 
in that they can establish and conduct a private practice and bill patients through the 
Medicare (HIC) system.  Additionally, in more remote areas, Medical Superintendents, 

                                                 
65 Commonwealth Department of Health and Aged Care (2000). General practice in Australia: 2000. Canberra, 
General Practice Branch, Department of Health and Aged Care. 
66 QRMSA database. 
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Senior Medical Officers and Residential Medical Officers employed by Queensland Health 
are often the sole providers of primary medical/GP type services in their communities.  Even 
in less remote communities, doctors employed by Queensland Health often provide a 
significant degree of primary medical/GP type services. 
 
While acknowledging that not all Queensland Health doctors working in RRMA 4 to 7 
locations provide primary medical/GP type services, the QRMSA believes that their inclusion 
in number counts is warranted as many of these doctors provide important backup services 
including primary, outpatient and emergency care.  The negative aspect of this inclusion is 
that it probably does provide an overestimate of primary care/GP type services currently 
available in rural and remote Queensland. 
 
In rural and remote Queensland GPs provide care: 
 
·  in their practices as private practitioners (fees rebateable through the Health Insurance 

Commission and thus a charge against the Commonwealth); and 
·  through arrangements with Queensland Health whereby they have the right of private 

practice. 
·  individual practitioners are contracted to work in State government funded public 

hospitals as Visiting Medical Officers (VMO’s). For this work they are paid by the 
District Health Service in which the hospital is located. This is thus a charge to the State 
government. 

·  Additionally there are GPs who work as employees of organisations and are remunerated 
through a range of different salary/fee for service arrangements (e.g., ACCHS, RFDS, 
Corporations) 

 
2.8.1 Practice types 

Excluding locations serviced by the Royal Flying Doctor Service (RFDS) there are 
approximately 153 primary medical service locations in rural and remote Queensland (this 
number only includes permanent service locations and does not include part-time locations). 
Over 61% (N91) of these locations are serviced by three or less medical practitioners. Over a 
third of these locations (N54) are serviced by Queensland Health employees who also have 
the right to private practice (e.g., MSRPP’s, MORPP’s).66 

 

The number of medical practitioners working in nominated practice types by RRMA has 
been derived from the QRMSA database. Table 12 displays the number of doctors working in 
each practice type by RRMA for the period ending 30/11/02. 
 
Table 12:  Practice type by RRMA 
 

RRMA 

No of practices RRMA4 RRMA5 RRMA6 RRMA7 
Total 

Practitioners 
Solo (149) 22 84 18 25 149 
Group (167) 224 278 44 38 584 
Hospital (37) 56 45 36 23 160 
Total (353) 302 407 98 86 893 

Source: QRMSA database 
 



 

Analysis of the Queensland Rural and Remote Medical Workforce – First Report – 30th June 2003 

46 

Traditionally rural and remote general practitioners have been self-employed. They have 
owned their own business, including practice infrastructure, and employed their own staff 
directly. As with most businesses, the initial investment is substantial, and is recouped 
through the sale of the business at an appropriate time. 
 
In some parts of rural and remote Australia there can be significant economic disincentives to 
long-term rural practice using the traditional model. While housing and practice purchase 
costs may be lower in non-metropolitan areas, these capital investments are unlikely to 
appreciate in value to the extent experienced in metropolitan areas, and in small towns there 
is a risk that they will become unsaleable in the future.  
 
For example, in Queensland, the MSRPP/MORPP structure as utilised by Queensland Health 
reflects subsided competition that can impact on the viability of private GP services in these 
locations.  This statement does not deny the fact that the Queensland Health structure 
provides important and essential medical services to many rural and remote communities. 
However, it does note that: 
 
� � MSRPP’s/MORPP’s operate on award salaries, are provided with vehicles, housing, 

locum relief and have access to administrative and allied health support through the local 
hospital. They also have award entitlements to recreational, educational leave and 
indemnity insurance support. 

  
� � The supportive infrastructure and security provided by the MSRPP/MORPP arrangements 

can often make it difficult for a private practitioner to compete on an equal footing. 
 
� � In contrast, a private practitioner is normally required to purchase or buy into a practice, 

provide their own infrastructure and equipment and attempt to sell their practice or share 
(in a declining market) should they choose to leave. 

 
Although a ‘small business’  model has worked reasonably well for GPs in the past, and 
continues to work well in less remote areas of Queensland, it does not appeal to all 
prospective GPs as an effective way of supplying primary health care, particularly in rural 
and remote areas where recruitment is difficult and where the average length of stay of 
doctors is declining. 
 
From a national perspective general practice is being re-structured, with strong growth in the 
proportion of larger practices and a decline in the proportion of solo and two person 
practices.67 The Commonwealth Government has supported the trend towards larger practices 
through initiatives that provided incentives for small practices to amalgamate. Re-structuring 
is also occurring through ongoing trends toward corporatisation of general practice.  
 
The dilemmas faced by self-employed doctors include: difficulties in obtaining locums, 
excessive workloads, the increasing cost and complexity of practice management, the 
increasing expectations of the public in relation to opening hours and the standard of 
facilities, including e-health and what people are prepared to pay.68 GPs attitudes are 
                                                 
67 Australian Medical Workforce Advisory Committee (2000).  The General Practice Workforce in Australia, 
Supply and Requirements 1999-2010.  AMWAC Report 2000.2, August, 2000. 
68 Australian Medical Association (2000).  General Practice Corporatisation. AMA Scoping Paper, General 
Practice Department, September, 2000.8.  
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changing, with more working part time, with ownership being shared with or relinquished to 
third parties, interest in other lifestyle activities/quality of life (family friendly working 
conditions) as a priority has increased and many doctors now have less interest in 
management and ownership.  
 
2.9 General Practitioner  Workforce 

The characteristics of the Queensland rural and remote medical workforce are detailed in 
Chapter 3. To be able to work as a general practitioner in Queensland with access to 
Medicare rebates a doctor must have current Queensland Medical Board Registration and a 
Medicare provider number. 
 
The general practice workforce has been impacted upon by a number of policy and program 
developments, which are outlined below:   
 
2.9.1 Specialist General Practice 

The British College of General Practitioners was formed in 1953 with the first Australian 
faculty of that college being founded in NSW in the same year. NSW combined with faculties 
from other states to become the Australian College of General Practitioners in 1958 leading 
to the establishment of the Royal Australian College of General Practitioners (RACGP) in 
1969. The college has overseen the education of doctors wishing to specialize in general 
practice leading to the award of the Fellowship of the Royal Australian College of General 
Practitioners (FRACGP). The college also administers the program for doctors fulfilling the 
vocational recognition criteria commitment to ongoing education and peer review. Doctors 
holding the FRACGP and other vocationally recognised GPs are entitled to a higher 
Medicare rebate. Specialist general practice registration restricts doctors to working in 
general practice but does not impose any geographical restrictions. 
 
2.9.2 Australian College of Rural and Remote Medicine 

The Australian College of Rural and Remote Medicine was formed in 1997 as an 
acknowledgment of: 
 
·  the emergence of rural and remote medicine as a distinct discipline; 
·  the need for well designed vocational preparation and continuing medical education for 

rural doctors; 
·  the need to address the shortage of rural and remote doctors in Australia by providing 

them with a separate and distinctive professional body. 
 
Rural medicine is a separate speciality based upon a unique mode of practice.  It is embodied 
in the concept of an ‘extended generalist’  doctor and it encompasses a unique range of 
clinical roles and responsibilities.  These are distinguished from those required in urban 
general practice by virtue of practitioners’  relative professional isolation and independence; 
limited staff and resources; remoteness from specialists and specialty facilities; differences in 
patterns of health in rural communities, and; the unique socio-cultural environment of the 
rural community. 
 
Substantial progress has been made by the College to gain formal recognition of the distinct 
professional standards for Rural and Remote Medicine.  Fellowship awards are conferred to 
rural doctors who have been assessed as meeting the College criteria for competent rural 
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practice. This qualification is required to be maintained by doctors’  participating in 
professional development program that are relevant and accredited for rural practice. 
 
2.9.3 Other  Medical Practitioners 

There are a significant number of non-specialist, general practitioners working in RRMA 4 to 
7 locations in Queensland.  These practitioners (Rural Other Medical Practitioners) are able 
to access the higher Medicare rebate by agreeing to pursue specialist GP qualifications. The 
Commonwealth first introduced this initiative in late 2000, as a strategy to address perceived 
workforce shortages. A large number of these practitioners have registered under the 
ROMP’s program with advice from DoHA (November 2002) indicating that as at the June 
quarter 2002, there were 374 active registrations in Queensland and 1,100 nationally. 
 
2.9.4 Overseas Trained Doctors 

Australia relies on overseas trained doctors (OTDs) to fill positions in areas of workforce 
shortage. Although we train a substantial number of doctors (1,460 students entered medical 
school in 2001)69 the proportion of overseas trained doctors working in rural areas in 
Australia is 24.5% (compared with 21.3% rural and metropolitan). The proportion of OTDs 
in remote areas is even higher – 30.8%.69The term OTD refers to a doctor who obtained his 
or her primary medical qualification in a country other than Australia. OTDs include both: 
·  “ temporary resident doctors”  (TRDs) practising in Australia on temporary visas; and  
·  permanently resident OTDs referred to as “Australian Doctors Trained Overseas”  

(ADTOs) living in Australia on permanent resident visas or as citizens. 
 
QRMSA is committed to programs that support Australian Doctors Trained Overseas 
(ADTOs) and help them into general practice in rural Queensland. These doctors are 
Australian citizens or permanent residents holding medical qualifications from overseas. 
While QRMSA does recruit from overseas as a last resort, priority is accorded to Australian 
trained doctors and permanent resident doctors. Doctors recruited from overseas must be 
experienced in general practice and hold similar medical qualifications to doctors trained 
wholly within Australia. 
 
2.9.5 Medicare Provider  Numbers 

From 1 November 1996, the Commonwealth Government limited the issue of Medicare 
provider number to doctors who were recognised as medical practitioners in Australia prior to 
1 November 1996. From this date Australian trained doctors have been required to be on a 
recognised post graduate training program or be fully qualified as a specialists in order to be 
granted provider numbers. A 10-year moratorium was placed on doctors from overseas who 
had not been registered in Australia before 1 January 1997. There are some exemptions to 
this limitation if doctors are prepared to practice in under served areas of the country (see 
Section 2.10.7 Doctors for the Bush Scheme).  
 
Australian doctors without an FRACGP can apply for an exemption and gain a provider 
number through the Rural Locum Relief Program (RLRP) provided adequate support and 
mentoring is available. Temporary resident doctors or permanent resident doctors subject to 

                                                 
69 Cobbold, C, Draft Paper for Sixth International Medical Workforce conference, Ottawa, April 2002 
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the 10-year moratorium may also gain a provider number exemption but are restricted to 
working in a ‘district of workforce shortage’ .  
 
The criteria differ for the two types of exemptions.  The RLRP allows for exemptions for 
communities in RRMA 4 to 7 regardless of the workforce.  Exemptions can also be provided 
in RRMA 3 communities if the workforce to population ratio is higher than 1:1400. Districts 
of workforce shortage are determined by the Commonwealth and are based on Medicare 
billing statistics for a full time equivalent workload as well as some socio-economic factors.  
They take into account, but are not restricted by, RRMA classification.  It can therefore occur 
that temporary resident doctors are able to get a provider number for a location where a 
permanent resident cannot, and less frequently the other way around. 
 
2.9.6 The Rural Locum Relief Program 

The Rural Locum Relief Program (RLRP) was established in 1997 to assist rural 
communities affected by the provider number changes introduced in the 1996 budget. The 
RLRP was initially designed to enable registered doctors to access Medicare benefits whilst 
working as a locum in general practice in eligible rural areas. The program has since been 
revised to allow doctors without post-graduate qualifications to work on a more long-term 
basis in general practice in eligible rural areas. The QRMSA administers this program in 
Queensland.  
 
2.9.7  The Five Year  Program (Doctors for  the Bush) 

In September 1999, Queensland Health and the Commonwealth Department of Health and 
Aged Care introduced the Five Year Program for overseas trained doctors. This scheme is 
designed to attract highly skilled overseas-trained general practitioners by offering support 
for permanent residency for doctors able to obtain Fellowship of the RACGP within two 
years and a five-year reduction on the provider number moratorium. It is also designed to 
attract ADTOs to work in designated towns by providing a five-year reduction in the provider 
number moratorium. To be eligible for this program, doctors must undertake to work a 
minimum of five years in an eligible rural area and must obtain Fellowship of the RACGP 
within two years. QRMSA managed this program for Queensland Health for the period 
January 2000 to February 2002.  Over this period, 26 practitioners were placed in more rural 
remote locations although a small number (4) have subsequently left the scheme.  
Undoubtedly, the most positive aspect of this program is that it has provided a stability of 
service provision and continuity of care that was previously lacking in many remote 
communities.  As from February 2002, management of the program has been taken over by 
Queensland Health. The last placement under this program was made in July 2001. External 
evaluation of the Doctors for the Bush program commenced in late 2002. 
 
 2.9.8 Procedural General Practitioners70 

Most rural and remote communities are not large enough to support their own specialist 
services. In these communities general practitioners handle emergencies and carry out most 
of the procedural work, including obstetrics, anaesthetics and some surgery. Not only has this 
helped in the recruitment and retention of a viable rural medical workforce, it has also 

                                                 
70 This section is taken from the paper: Dunbabin, J and Sutherland, D.  Procedural medicine in rural and remote 
NSW - workforce issues.  In:  Proceedings 3rd National ARRWAG Conference,  2002, 22-24 April,  Adelaide.  
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ensured that rural people have access to a range of medical procedures locally, rather than 
travelling to large regional or urban centres for treatment.  
 
Two significant barriers to the extent of GP involvement in procedural work have been 
identified as: the downgrading of rural hospitals in favour of larger centres, which are more 
likely to have specialists; and a fear of litigation combined with the high cost of indemnity 
insurance. The latter is discouraging some GPs (and specialists) from carrying out procedural 
work, particularly where the number of procedures per year is not high. Other barriers 
identified for obstetricians include lifestyle and family, not enough deliveries to maintain 
skills and exhaustion from night and day work. Appropriate training and retraining 
opportunities together with appropriate remuneration and indemnity arrangements have been 
identified as barriers to GPs obtaining and using their anaesthetics skills. The importance of 
appropriate, high level initial training for GP proceduralists has also been stressed. 
 
Although there are very few published studies relating to procedural medicine in rural 
Australia there is a perception that the number of procedural GPs is dropping and not enough 
replacements are being trained. As part of the national Minimum Data Set compilation, Rural 
Workforce Agencies throughout Australia are attempting to collect and collate current levels 
of procedural practice and expertise in rural and remote communities. 
 
2.9.9 Female General Practitioners 

Female medical practitioners are under represented in the rural medical workforce in 
Australia as they are in other parts of the world. Seventeen per cent of female general 
practitioners (GPs) in Australia work in rural and remote areas compared with 22.5% of male 
general practitioners.71 In Queensland as at 30 November 2002, 29.57% of rural and remote 
medical practitioners were female.72 
 
 Available data indicates that as at December 1998, female general practitioners comprised 
33.2% of the Australian primary care workforce.73,74 Data also indicated that female 
practitioners comprised 53.5% of the primary care workforce aged between 25 and 34 years 
and 42.1% of the workforce aged between 35 and 44 years.  Current data also indicates that 
the female proportion of students commencing primary medical degrees exceeded 50% for 
the first time in 1998 and now make up 57.8% of GP trainees.74 Continuation of these 
patterns will lead to a relatively rapid rise in the proportion of female GPs over the next 
decade. 
 
Australia experiences difficulties in recruiting and retaining rural and remote medical 
practitioners as do many other nations. More women are graduating as medical practitioners, 
yet women are: 
 
·  less likely than their male colleagues to practice in rural and remote areas; and 

                                                 
71 Australian Medical Workforce Advisory Committee & Australian Institute of Health and Welfare. (1996). 
Female participation in the Australian Medical Workforce: AMWAC Report 1996.7. Sydney: AMWAC. 
72 Queensland Rural Medical Support Agency (2003). QRMSA Minimum Data Set Report as at 30th November 
2002. Brisbane: QRMSA. 
73 Australian Medical Workforce Advisory Committee (2000). The General Practice Workforce in Australia: 
AMWAC Report 2000.2. Sydney 
74 Australian Institute of Health and Welfare. (2000). Medical labour force 1998 (AIHW Cat. No. HWL15). 
Canberra: AIHW (National Health Labour Force Series no. 16). 
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·  more likely to work part time or be in casual employment and less likely to share in after 
hours and on call rosters. Over a lifetime they will work less than their male colleagues 
and have more time out of the workforce.75 

 
It is estimated that an average female general practitioner over a lifetime will work 62.8% of 
the hours of an average male general practitioner.75 Female GPs work differently from their 
male colleagues spending more time with patients and hence will see fewer patients in a 
given time.76 Britt found that by comparison with males, female GPs tended to have longer 
consultations; managed significantly higher numbers of problems per encounter; saw a higher 
percentage of younger patients and new patients; and managed depression more often.77 
 
The Australian Medical Workforce Advisory Committee (AMWAC) study78 examining key 
influences on participation decisions found that male and female medical practitioners have 
different career drivers. For males they are associated with the professional work ethic and 
achieving a high standing amongst their peers, while for females the career ambitions were 
generally modified by the priority they place upon the development and maintenance of 
personal and family relationships and the requirement to balance family responsibilities with 
their clinical work. Female practitioners tend to be the main family carers. 
 
The increasing representation of female medical practitioners is a major confounding factor for rural 
medical workforce planning. The shortage of rural and remote medical practitioners will become 
worse unless special measures are taken to attract and retain women practitioners to rural practice.  
 
Females are more likely to become GPs (family physicians) than other medical specialists. 60.6% of 
GP registrars are now female.79 This is significant as GPs make up the majority of all medical 
practitioners working in rural and remote Australia - 60.2% in 1998.80. One important finding from 
the 1996 and 1998 AMWAC studies75,78 and the National Rural General Practice Study81 was that 
there were significant differences in priorities and preferences not only of women graduates but also 
of all recent graduates, compared with the whole group of rural and remote general practitioners. In 
particular, women and younger male rural medical practitioners rate practice style and lifestyle 
issues such as hours worked each week, practising public health, availability of continuing medical 
education (CME) and availability of leave as being significantly more important than do their older 
male counterparts. Clearly, conventional models of rural practice involving long hours on call, and 
the emphasis on hospital-based procedural services, are not necessarily attractive to recent graduates 
as a whole. The strategies designed to attract females to the rural workforce are also likely, 
therefore, to appeal to recent male graduates.  
 

                                                 
75 Australian Medical Workforce Advisory Committee & Australian Institute of Health and Welfare. (1996). 
Female Participation in the Australian Medical Workforce, AMWAC Report 1996.7. Sydney. 
76 Britt, H., Miles, D.A, Bridges-Webb, C., Neary, S., Charles, J., Traynor, V. (1993). ‘Morbidity and treatment 
in general practice in Australia 1990-1991’ . MJA Supplement. 19 October.  
77 Britt, H., G. Sayer, et al. (1999). General practice activity in Australia 1998-99. Canberra, Australian Institute 
of Health and Welfare (General Practice Series no 2).  
78 Australian Medical Workforce Advisory Committee & Australian Institute of Health and Welfare. (1998). 
Influences on Participation In The Australian Medical Workforce:  AMWAC Report 1998.4. Sydney:  
79 Medical Training Review Panel. (2002). Sixth report. Canberra: Commonwealth Department of Health and 
Ageing.  
80 Australian Institute of Health and Welfare. (2000). Medical labour force 1998 (AIHW Cat. No. HWL15). 
Canberra: AIHW (National Health Labour Force Series no. 16). 
81 Strasser, R. (1997). National Rural General Practice Working Papers. Moe: Monash University for Rural 
Health. 
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With the increasing representation of females in the medical workforce and with an ongoing 
rural medical workforce shortage QRMSA believes that it is critical to have recruitment and 
retention strategies in place in Queensland to suit the diversity of medical practitioners, male 
and female. Based on previous research undertaken by the New South Wales Rural Doctors 
Network (RDN) and the Rural Workforce Agency Victoria (RWAV) female medical 
practitioners working and residing in rural and remote Queensland in 2001, were surveyed to 
explore issues that impacted on their workforce participation.82 The findings of QRMSA 
research tended to replicate findings in previous studies and suggest that additional strategies 
are needed to attract and retain females to rural practice.  
 
2.9.10  Royal Flying Doctor  Service 

The Royal Flying Doctor Service (RFDS) is a significant provider of primary medical 
services in remote Queensland communities. The RFDS presently has seven bases in 
Queensland - Cairns, Mount Isa, Charleville, Rockhampton, Townsville, Brisbane and 
Bundaberg. These bases form a strategic network that facilitates the effective and efficient 
delivery of health care throughout the state. 
 
In Queensland alone the RFDS conducts over 48,500 patient consultations per year. While 
emergency aeromedical retrieval remains a primary duty of the RFDS, the RFDS also 
provides primary health care to thousands of people living in isolated regions of Queensland.  
 
The RFDS Queensland Section employs a total of 166 staff members, including 18 Doctors, 
28 Nurses, 4 Allied Health Professionals, 18 Women’s Health GP’s, and 27 Pilots who fly a 
fleet of 10 aircraft.83 
 
RFDS Queensland provides a broad range of health services through regular primary health 
care clinics conducted at over 75 locations across rural and remote Queensland. Clinics are 
conducted at locations such as Aboriginal and Torres Strait Islander communities; mines and 
oilfields, rural support towns, remote stations, national parks and island resorts. 
 
Primary health care services include: 
 

·  Primary medical care/General Practice 
·  Child and family health 
·  Indigenous health 
·  Mental health 
·  Women’s health 
·  Health promotion 

 
Clinics are primarily conducted from three RFDS bases - Cairns, Mount Isa and Charleville. 
From 12 months to 31 March 2002, over 25,500 clinic patient consultations were conducted 
by medical, nursing and allied health staff. 
 

                                                 
82 White, C., & Fergusson, S. (2001). Female medical practitioners in rural and remote Queensland: An 
analysis of findings, issues and trends. Brisbane: Queensland Rural Medical Support Agency. 
83 Royal Flying Doctor Service of Australia – Queensland section website. Accessed 15 July 2002 
http://www.flyingdoctorqueensland.net/ 
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2.9.11 Abor iginal Community Controlled Health Services  

Queensland’s Indigenous population is serviced by a combination of mainstream services, 
Queensland Health, RFDS and Aboriginal Community Controlled Health Services (ACCHS). 
 
Aboriginal Community Controlled Health Service’s in Queensland are funded by the Office 
of Aboriginal and Torres Strait Islander Health (OATSIH) which is a part of the 
Commonwealth Department of Health and Ageing. These services provide a range of health 
related services with some providing general practice type services while others do not.  
Those who provide general practice type services utilise General Practitioners salaried by the 
service as well as private medical practitioners who provides sessions at the ACCHS, and for 
which they bulk bill. Aboriginal Community Controlled Health Services in Queensland tend 
to be concentrated in the major provincial towns along the eastern seaboard.   
 
Medical service provision in more remote Indigenous communities is normally undertaken by 
Queensland Health or the RFDS. Table 13 provides a list of Commonwealth funded, 
Aboriginal Community Controlled Health Services in Queensland. 
 
Table 13:  Abor iginal Community Controlled Health Services 
 
Health Service Town Number of GP©s 
Townsville Aboriginal & Islander Health Service Townsville 9 
Yarrabah Community Health Centre Yarrabah 0 
Cunnamulla Aboriginal Medical Service Cunnamulla 0 
Mamu Medical Service Innisfail 2 
Kalwun Development Corporation Nerang 0 
Kalwun Health Service Burleigh Heads 2 
FNQ Consortium Bungalow 0 
Barambah Regional Medical Service Cherbourg 2 
Charleville & Western Areas Aboriginal & Torres Strait Islander Corp Charleville 0 
Bidgerdii Aboriginal Community Health Service Rockhampton 2 
Wuchopperen Medical Service Cairns/Atherton/Mareeba 12 
AICHS Brisbane Ltd Woolloongabba 6 
Galang Place Brisbane 0 
Ngoombi Co-Operative Society Kuranda 0 
Goondir Health Service Dalby/St George 3 
AICHS Mackay Mackay 2 
Yulu-Burri-Ba Aboriginal Health Service Dunwich 1 
NCACCH Cotton Tree 0 
Yapatjarra Medical Services Mount Isa 1 
Kambu Medical Centre Ipswich 4 
Mudth-Niuleta Aboriginal & Torres Strait Islander Corporation Sarina 0 
Note: Not all GP’s are full time and some work on a sessional basis 
 
Due to difficulties Aboriginal Communities Controlled Health Services tend to experience in 
attracting and retaining General Practitioners, the QRMSA treats all ACCHS’s as rural or 
remote and accords them priority in relation to recruitment and locum services. 
Practice accreditation is an issue for a number of ACCHS’s in Queensland.  While some are 
currently accredited through Australian General Practice Accreditation Limited (AGPAL), 
others are not and as a result are unable to access payment through the Practice Incentive 
Payments Scheme. Traditionally, ACCHS’s have been encouraged to gain accreditation 
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through the Quality Improvement Council (QIC) which uses differing criteria to that of 
AGPAL and does not lead to eligibility for PIP payments. 
 
2.10 Rural Medical Education and Training 

The provision of rural medical education and training in Queensland is undertaken by a 
number of organizations and institutions. These include the medical faculties of the 
University of Queensland and more recently James Cook University (Townsville); the 
University Departments of Rural Health; the University Rural Clinical Schools; General 
Practice Education and Training (GPET); General Practice Education Australia (GPEA);  
three rural Regional Training Consortia; the Australian College of Rural and Remote 
Medicine (ACCRM); the other specialist colleges; Divisions of General Practice; the Rural 
Health Training Units; Queensland Health Districts and the Queensland Rural Medical 
Support Agency. 
 
Additionally, both State and Federal governments have introduced initiatives to maintain a 
skilled and responsive rural and remote health workforce. These include initiatives aimed at 
providing medical undergraduates, postgraduates and vocational trainees with rural exposure. 
These initiatives have assumed the goodwill of the rural clinical teachers, with extremely 
limited resource provisions to these rural teachers. The establishment of Rural Clinical 
Schools (10 nationally, 1 in Queensland) and University Departments of Rural Health (10 
nationally, 1 in Queensland) will result in a greater number of medical students undertaking a 
greater proportion of their training in rural areas (RRMA 3 – 7) by 2004. These initiatives are 
aimed at encouraging students to take up rural practice after graduation and also to increase 
the number of academics working in rural areas. 
 
2.11 General Practice Training 

The Commonwealth government provides funding for general practice training. The end 
point for vocational recognition is Fellowship of the RACGP. The pathway to this is most 
often (though not exclusively) through the RACGP. The government has encouraged 
alternate pathways to GP recognition and currently there is one alternate pathway (a fee 
paying distance education program offered by a consortium of universities and RACGP 
called the National Consortium for Education in Primary Medical Care (NCEPMC). 
 
In 2001, a Rural Training Pathway (RTP) was introduced as part of the College training 
program. This requires all RTP registrars to spend all their GP terms in RRMA 4 – 7 areas. In 
return they have access to incentive grants of up to $60,000 over the period of their training. 
General Stream registrars may also choose to undertake most of their training in rural areas 
but receive no financial incentives. All registrars are required to spend time in a rural or 
under served area and currently 85% of them spend at least six months in rural practice. 
 
At the beginning of 2002 changes were implemented to transfer responsibility for GP training 
from the RACGP Training Program to regional GP training consortia. The training consortia 
are separately incorporated legal entities that receive funding from a newly established body, 
General Practice Education and Training (GPET). In the period of transition the RACGP 
Training Program has been wound up with a new organisation, General Practice Education 
Australia (GPEA) absorbing many of the RACGP training program staff. GPEA has 
responsibility for providing training in the regions where the consortia are not yet fully 
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operational and for ensuring that all GP registrars on the program prior to 2002 continue to 
receive quality GP training. 
 
In Queensland the following rural regional consortia have been established: 
 
·  Central and Southern Queensland Training Consortium LTD 
·  Rural and Regional Queensland Consortium 
·  Tropical Medical Training 
 
Central and Southern Qld Training Consortium Ltd (CSQTC) 
 
The CSQTC covers the bulk of Queensland that is south of an imaginary east-west line form 
south of Mackay, through to the NSW boarder.  It services 14 of Queensland’s Divisions of 
General Practice: Bayside, Brisbane Inner South, Brisbane South, Wide Bay, Capricornia, 
Central Queensland Rural, Gold Coast, Ipswich and West Moreton, Logan, Redcliffe-Bribie- 
Caboolture, Southern Rural, Sunshine Coast and Toowoomba.   
 
The CSQTC is one of the largest Consortia in Australia, with an intake of approximately 54 
registrars in 2002 (six of which are located in RRMAs 4-7), and an expected intake of 55 or 
more registrars in subsequent years.  The Consortium estimates that 45 per cent of its GPs to 
be rural pathway places. 
 
Rural and Regional Queensland Consortium (R&RCQ) 
 
In conjunction with the Rural Clinical Schools at Toowoomba and Rockhampton, The Rural 
Health Training Units at Toowoomba and Rockhampton and the five Divisions of General 
Practice allied to R&RQC (Bundaberg & District, Capricornia, Central Queensland Rural, 
Southern Queensland Rural and Toowoomba & District), this Consortia provides a general 
practice and registrar centred, training program for both General Stream and Rural Registrars. 
 
The majority of the R&RCQ training programmes take place in accredited GP-Training 
Practices.  These training practices are all located in RRMA 3 to 7 communities.  The 
consortia also utilises the Internet and teleconferences as part of its distance learning strategy.  
At present, the R&RCQ is supervising 14 registrars, nine of whom are located in RRMAs 4-
7. 
 
Tropical Medical Training (TMT) 
 
Tropical Medical Training was formed late 2002 to provide GP vocational training across 
Queensland.  This consortia subcontracts the School of Medicine’s Training Programme to 
deliver its training courses.  The TMT covers more than two thirds of Queensland’s land 
mass and incorporates the Torres Strait in the north to the South Australian border in the 
south west of the State.  The consortia’s main focus is providing vocational training to rural, 
remote, indigenous and provincial communities.  Currently TMT has approximately 51 
registrars. 
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2.12 Influencing the geographic and structural distr ibution of the medical workforce 

Governments have attempted to influence the distribution of the medical workforce by a 
variety of methods. In particular, there has been an emphasis on encouraging medical 
practitioners to practise in rural and remote areas, via education and recruitment and retention 
incentives. Outreach services have been employed to supplement rural communities’  access 
to medical specialists. OTDs have been employed to fill shortages in rural areas using 
provider number restrictions. There is also a significant degree of substitution occurring in 
rural areas, with GPs undertaking a broad range of clinical work in the absence of other 
resident specialists. 
 
Universities are beginning to play a significant complementary role in influencing future 
workforce distribution by: 
 
·  increasing intakes of rural and indigenous students; 
·  providing students with rural experience; and 
·  including training in cross-cultural awareness and Indigenous health in their curricula. 
 
A full overview of these initiatives is provided in the Department of Health and Aged Care 
publication, The Australian Medical Workforce, Occasional Papers: New Series No.12.84  A 
summary of these initiatives is provided in the following section. 
 
2.12.1 Indigenous student selection and suppor t 

Efforts to increase numbers of Indigenous medical students have been in progress for some 
time. A number of universities, supported by some Commonwealth funding, have developed 
projects to encourage higher intakes to medical schools of Indigenous students, variously 
promoting medicine as a career in high schools, reviewing student admissions processes, 
establishing student communication and support networks and enhancing the cultural 
awareness of the medical schools. 
 
2.12.2 Rural Undergraduate Suppor t and Co-ordination Program 

It has widely been accepted that students who come from a rural background, or who have 
had positive rural experience early in their medical training, are more likely to embrace rural 
practice as a career. The approach is mainly pursued through the Rural Undergraduate 
Support and Co-ordination (RUSC) program, which is implemented through the medical 
schools and aims to: 
 
·  increase rural student selection; 
·  expand the rural curriculum content; 
·  provide structured rural placements (of at least eight weeks for all students); 
·  develop educational materials and support for teachers; 
·  employ academics for on-site support for rural teaching; 
·  improve student assessment and support systems; 
·  develop and enhance university departments of general practice; and 
·  facilitate active cooperation with State based agencies for student placements. 

                                                 
84 Commonwealth Department of Health and Aged Care (2001). The Australian Medical Workforce. Occasional 
Papers New Series No.12, August 2001. Canberra, DHAC. 
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2.12.3 Rural Australian Medical Undergraduate Scholarships (RAMUS) 

The 2000-01 Federal Budget put aside $8 million over four years to expand the popular 
RAMUS scheme to support rural students who wish to pursue a medical career. The scheme 
aims to increase the number of medical graduates entering rural general practice, by 
providing financial assistance towards the cost of accommodation, living and traveling 
expenses while studying. The scholarships are awarded to applicants with the strongest claim 
against selection criteria. In 2000 over 400 scholarships were awarded to students from all 
years and approximately 80 scholarships were awarded in 2001, primarily to first year 
students. 
 
Measures to increase numbers of rural origin students have had an impact: in 2000, 25.2 per 
cent of commencing medical students were of rural origin, compared to 10.7 per cent in 1989. 
 
2.12.4 Rural Medical and Clinical Schools 

James Cook Medical School 
 
A medical school has been established at James Cook University in Townsville to address 
workforce maldistribution through provision of 60 medical school places in far north 
Queensland. Of these places, 15 have been allocated to rural students and five to Indigenous 
students. 
 
Clinical Schools Network 
 
The Commonwealth Government is establishing in rural areas a network of clinical schools 
and university departments of rural health to create a better infrastructure for rural medical 
training. One clinical school and seven University Departments of Rural Health (UDRHs) 
were established before 2001. Under a $117.6 million funding commitment over the next four 
years, a further nine schools and two UDRHs are planned. Additional funding will be made 
available to the James Cook Clinical School in later years to develop clinical placements in 
northern Queensland. 
 
The new rural clinical schools and UDRHs will create a rural-focused national network of 
medical and health professional training. This is intended to increase opportunities for 
medical students to undertake training in rural settings and to encourage more country 
students to pursue a career in rural medicine. The academic positions will mean more 
practising clinicians in the regions where the facilities are located, and they will provide 
existing local practitioners with clinical support, research capacity and professional 
development opportunities. 
 
John Flynn 
 
The John Flynn Scholarship Scheme was established in 1997, named after the founder of the 
world ’s first flying doctor service. It aims to attract medical students to rural medicine by 
providing them with an opportunity to spend part of their holidays working in remote areas. 
Students commit to an annual two-week placement in a rural or remote community over four 
consecutive years of their medical course, and develop personal links in that community. 
Supervised placements are in general practice, hospitals, Aboriginal Community Controlled 
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Health Services (ACCHS) and other facilities. The scheme provides 150 new scholarships 
each year. 
 
2.12.5 Higher  Education Contr ibution Scheme (HECS) Reimbursement 

The HECS Reimbursement Scheme provides funding to assist medical graduates wanting to 
work in rural and remote areas of Australia. The program gives medical graduates who 
completed their medical degree in 2000 or later the opportunity to ‘work off ’ their HECS 
debt by taking up employment in rural practice. During 2001-2002 approximately 200 
doctors were assisted under this scheme. 
 
2.12.6 Rural Medical Bonded Scholarships 

In a recent initiative, new scholarships are being offered to 100 medical students (whether 
from rural backgrounds or not). Commencing in the 2001 academic year, the scholarships are 
conditional on participant’s commitment to practise in rural and regional areas for at least six 
years after post-graduate training. Medical school places will be increased cumulatively by 
100. Scholarship holders will be unable to receive Medicare rebates for services delivered in 
urban areas until they have met their rural service obligation. 
 
2.12.7 The ‘100 Places’  Program 

In 1999 the Commonwealth Government provided funds for a ‘one-off ’program to create 
100 additional places for OTDs whose qualifications were not immediately recognised for 
practice in Australia. Instead of sitting the AMC examination for OTDs, candidates who 
agreed to undertake five years of rural practice were admitted to the final years of an 
Australian medical course and allowed to convert their qualification to an Australian degree. 
The first students graduated in 2000. 
 
2.12.8 Rural Postgraduate Training 

As part of the General Practice Memorandum of Understanding (GPMOU), the 
Commonwealth has funded the Australian College of Rural and Remote Medicine to 
administer a Rural and Remote Area Placement Program (RRAPP). This is a pilot that aims 
to increase the exposure to rural general practice of recent medical graduates undertaking 
hospital internships. In the short term, the Program will increase rural communities’  access to 
primary care, as participants undertake a ten to 13 week placement in a rural general practice 
or rural community practice setting. This training placement builds on the rural experience 
and orientation provided during medical undergraduate years and via the John Flynn 
Scholarships. In the longer term, the RRAPP will provide information about alternative 
models of rural and remote practice that may encourage participants to consider careers in 
rural general practice. 
 
2.12.9 Education for  Practice in Indigenous Health 

Training in Indigenous health, for both Indigenous and non-Indigenous medical practitioners, 
is a current priority. Progress to date by medical schools has been patchy; some have 
developed Indigenous health curricula, but this is not the case in all schools and Indigenous 
health, both clinical and public health components, is not well integrated into the broader 
curricula. It is thought that exposure of all medical students to Indigenous health, including 
via practice placements, will increase interest in pursuing Indigenous health as a career, and 
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development of a national medical curriculum on Indigenous Health is therefore in progress. 
Greater involvement of Indigenous Australians in the content and delivery of the medical 
education is also needed. 
 
2.12.10 Rural Workforce Agencies 

Commonwealth funded non-government Rural Workforce Agencies (RWAs) were 
established in each State and the NT in 1998 to recruit and retain doctors for rural and remote 
communities, through the rural and remote GP Program, discussed below. Initially, they have 
focused on retaining GPs already working in rural and remote areas and filling temporary 
placements with more permanent arrangements. In the 1999 calendar year, approximately 
600 doctors (mostly overseas trained) were placed in rural and remote areas. In more recent 
times RWAs have been required to play a more central role in collaborative workforce 
planning on a statewide basis. 
 
2.12.11 Rural and Remote General Practice Program 

This program aims to attract and retain GPS to rural and remote communities in Australia. It 
is being implemented by the State and Territory RWAs, which individually target support and 
incentives to assist in recruiting GPs.  In addition, payment incentives are made to GPs based 
on their length of service and the remoteness of the geographical region of practice. 
 
2.12.12 Rural Retention Program 

This program is designed to retain long-serving doctors practising in rural and remote 
communities identified as being in relatively high need of retention support. Support is 
directed to areas in greatest need to ensure payments are of a reasonable size and provide a 
reasonable incentive for GPs to continue practising in these locations. Payment categories 
provide a relative index of need for retention support, as a basis for applying different 
qualifying periods and payment rates for doctors working in different locations under the 
program. Locations are classified using issues identified as important by rural doctors, 
including general physical remoteness and access to services, opportunities for social 
interaction and availability of peer support. An amount of $59.1 million over four years has 
been allocated to the program, with more than 2000 doctors expected to benefit. 
 
2.12.13 Rural Other  Medical Practitioner  (OMP) Program 

Under this program, all patients receiving services from OMPs in rural and remote areas of 
Australia are able access a higher Medicare rebate, regardless of whether the doctor is 
vocationally registered or not, on condition that they pursue recognition as a GP through an 
alternative training pathway. 
 
2.12.14 Australian Indigenous Doctors Association (AIDA) 

Funding has been provided for the establishment of AIDA, which plays a variety of roles 
from provision of advice to developing significant initiatives to encourage and support 
Indigenous students and doctors. 
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2.12.15 Locum Relief and After  Hours Pr imary Medical Care 

Lack of access to locum relief is a well-documented disincentive to rural practice, and there 
are also shortages of doctors providing after hours services, particularly affecting rural 
communities. 
 
Over the last few years the Commonwealth and States have developed a number of initiatives 
to address problems in these areas. The national Rural Locum Relief Program, introduced in 
1995 and now administered by the RWAs, has improved coverage of GP services in rural and 
remote areas. This scheme is also structured to give supervised and supported experience to 
more junior practitioners who would not otherwise work in rural areas. Initiatives in after 
hours care include: 
 
·  the Practice Incentives Program (PIP) which includes incentives to improve access of 

patients to after hours care; 
 
·  the Approved Medical Deputising Service (AMDS),which is designed to expand the pool 

of available medical practitioners who may provide after hours home visit services. The 
program allows medical practitioners currently subject to provider number restrictions to 
provide a restricted range of professional services for which Medicare benefits are 
payable. 

 
·  After Hours Primary Medical Care Trials. These were begun in 1997 in response to a 

perception that provision of such services was declining and concerns regarding the safety 
of GPs doing this work. The trials are collecting information on the cost of after hours 
services, current levels of services and the appropriateness of different models, with a 
view to better assessment of community need and development of optimal service 
delivery models. 

 
2.12.16 Other  State and Terr itory Initiatives 

State and Territory Governments are providing a range of financial incentives, family support 
measures and professional development assistance to encourage practitioners to take up 
practice and remain in rural areas. 
 
In Queensland for example, a medical superintendent is paid an annual stipend between 
$78,000 and $85,000, depending on qualifications, to practice in a rural or remote hospital. 
The practitioner also has the right to practice privately (which means extra remuneration), to 
assistance with medical indemnity cover, and he or she may receive a motor vehicle, a 
communications package and a surgery. 
 
In WA, ‘North West’  Medical Practitioner industrial agreements provide a range of 
incentives to assist north west employers to attract and retain experienced and qualified 
medical practitioners into the public health system. The agreements provide flexibility for 
both the employer and employees and include arrangements that provide salaried medical 
practitioner rights of private practice that suit local conditions. The agreements provide, in 
addition to annual leave entitlements, an entitlement to four weeks’  salary for each completed 
year of continuous service, subject to a minimum term of three years ’continuous service.  
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2.12.17 Substitution 

Substitution of GPs for other specialists is common in rural Australia and GPs are required to 
provide care across a range of clinical areas, particularly obstetrics, anaesthesia and mental 
health. This is supported in various ways, including by improved Medicare subsidy 
arrangements, assistance with indemnity insurance and training and professional support 
coordinated by the specialist colleges. 
 
Particularly since the 1990s, work has been in progress to review and enhance the role of 
nurses in health care delivery. In some cases, particularly in rural and remote areas, there is 
some substitution of registered nurses and nurse practitioners for doctors. Nurse practitioners 
require extensive experience and an enhanced level of clinical expertise to obtain 
authorisation. Clinical work undertaken includes health assessments, health risk management, 
health education and counselling. They are able to prescribe a limited range of medications, 
order pathology and radiology tests and refer to specialists, under approved clinical 
guidelines. 
 
Nurse substitution is complicated by the fact that States and Territories have responsibility 
for training and registration of nurses and regulation of nursing practice, whereas the 
Commonwealth has responsibility for public subsidy of fee-for-service medical practice and 
the pharmaceutical benefits scheme. It is controversial within the medical profession, some of 
whom welcome the formalisation of the nurses extended role, while others oppose it on the 
grounds that nurses are stepping beyond their professional boundary. 
 
Nonetheless, making the most effective use of the whole health care workforce is important 
in addressing the clear disadvantage of rural and remote Australians. Of note, Australia ’s use 
of practitioner substitution and enhanced nursing roles is considerably less than that of other 
countries. 
 
2.12.18 Outreach 

Outreach services are a major plank in efforts to better provide non-primary care specialist 
services to non-metropolitan areas, particularly those that cannot sustain or attract resident 
specialists. Significant proportions of metropolitan practitioners participate in outreach work, 
ranging from approximately 14 per cent of practitioners in obstetrics and gynaecology, 
psychiatry and general surgery to approximately 30 per cent of ear nose and throat surgeons. 
Various outreach models have been in place in each State and Territory for some time, 
involving collaborative efforts between hospitals, State and Territory Government health 
authorities and specialist medical colleges. 
 
The Royal Flying Doctor Service (RFDS) provides aeromedical emergency and primary 
health care to 80 per cent of rural and remote Australia (7,150,000 km2). The Rural Women’s 
GP Service, previously known as the ‘Fly-In Fly-Out Female General Practice Service’ , 
delivers female general practitioner services to rural communities and larger remote centres 
where there is little or no access to a female doctor. The service, administered by the 
Australian Council of the Royal Flying Doctor Service, operates in approximately 90 
locations. 
 
The Commonwealth Government provided funding in the 2000-01 budget for the Medical 
Specialists Outreach Assistance Program to address some of the disincentives to specialists 
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providing outreach services, such as travel and opportunity costs, with a view to maximizing 
the sustainable delivery of these services. Under the program specialists will also be able to 
provide training and support for local medical practitioners keen to improve their skills. 
 
2.12.19 Regional Health Services 

Increasingly it has been recognised that designing integrated health care services to best meet 
the self-identified needs of individual communities is more important that simply improving 
physical access of rural populations to medical practitioners. Various initiatives have been 
trailed in this area. The Commonwealth Government ’s Regional Health Service Centres 
Program provides funding for small rural and remote communities to design and establish 
centres offering a range of health, aged care and community services based on individual 
communities ’needs, with particular emphasis on primary health care. Such services may 
include health promotion, medical services, illness and injury prevention, acute and palliative 
care, women ’s health, children ’s services, community nursing, aged care, mental health, 
podiatry, radiology and immunization. 
 
The benefits of this approach lie in the more accurate assessment of local need for health care 
professionals of different kinds, optimal use of scarce human resources and better-targeted 
workforce recruitment efforts. 
 
2.13 Queensland Health and Health Service Distr icts 

Queensland health is the states largest health service provider, with more than 63,000 full and 
part-time employees and an annual expenditure in excess of $4 billion. Queensland Health’s 
services are delivered through 38 health service districts responsible for: 
 

·  188 public hospital and outpatient centers 
·  277 primary and community care center 
·  21 aged care facilities.85 

 
Queensland Health is also a major employer in regional Queensland, providing small 
communities with access to hospital care, outpatient care, emergency departments (including 
after-care where GP services are not available, community health services and home and 
community care.85 In many remote and Aboriginal and Torres Strait Islander communities, 
Queensland Health is the sole provider of both primary and secondary medical services. 
 
Thirty-one of the 38 health service districts incorporate locations classified RRMA 4 to 7. In 
many rural and remote communities, local GPs also serve as Visiting Medical Officers 
(VMO’s) for Queensland Health.  Map 4 displays Queensland Health Service Districts. 
 

                                                 
85 Queensland Health. (2002). Smart State: Health 2020 a vision for the future: Discussion Paper. Brisbane: 
QH. 
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Map 4: Distr ict Health Services – Queensland Health 
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Chapter  3: Supply and Demand 

3.1 Supply 

The provision of quality medical services to any community requires an adequate supply of a 
well-trained workforce, backed by an appropriate standard of infrastructure. Determining this 
workforce supply in a robust and reliable way is the rationale behind workforce planning. 
The planning process aims to ensure that workforce supply will match predicted future 
population health need or service requirements. 
 
In Australia, health workforce planning has deliberately been focused on resolving current 
workforce problems, in particular correcting supply shortages and improving workforce 
distribution. A supplementary focus is the provision of improved information on the medical 
workforce, how it operates and the likely challenges for the future.86 
 
In supply terms, national self-sufficiency has been the main policy goal. However, 
maldistribution of the workforce, particularly between urban and rural areas, has been a 
constant challenge to policy makers, and has necessitated the supplementation of the 
Australian trained workforce with the employment of temporary overseas trained doctors. 
These doctors are employed in particular areas of need – mostly in rural general practice and 
in the public hospital system, both urban and rural. 
 
In Australia the broad aim of workforce planning has been to estimate the number of medical 
practitioners required to meet (but not exceed) future population requirements. A 
complementary role is the identification of data needs. This work provides a quantitative base 
from which to develop national workforce policy and make necessary adjustments to 
workforce entry and training intakes. In this context, the national level workforce planning 
process involves selecting and employing measures for analysing and projecting: 
 

·  population requirements for services (demand side measures); 
·  workforce supply and workforce productivity (supply side measures); and 
·  matching future supply and requirements.  

 
The current workforce is counted and described in order to establish a baseline from which to 
project future workforce supply. Among relevant characteristics are age, sex, type of practice 
(e.g., private sector, public sector), geographic location of practice and type and number of 
services provided. Since 1995, medical workforce planning, research and analysis has been 
undertaken at a national level for the government by the Australian Medical Workforce 
Advisory Committee (AMWAC). 
 
While AMWAC has responsibility for medical workforce planning at a national level, 
baseline data is often time lagged (non current) and national averages often do not reflect ‘on 
ground reality’  and experiences at the local and regional levels. In an attempt to complement 
data and projections provided by AMWAC and the Australian Institute of Health and Welfare 
(AIHW), Rural Workforce Agencies (RWA’s) in all states and territory have been requested, 
as a part of their contractual agreement with the Department of Health and Ageing (DoHA), 

                                                 
86 Gavel, P., Horvath, J., Harris, M., & Curnow, J. (2002). Medical workforce planning frameworks – Australia. 
Sydney: AMWAC. 
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to collect and report a minimum, specified set of data in relation to the rural and remote 
General Practice workforce in locations classified RRMA 4 through RRMA 7. 
 
Undertaken individually by each RWA, deidentified data is compiled nationally through the 
Australian Rural and Remote Workforce Agencies Group (ARRWAG) to provide a 
comprehensive portrayal of the Australian rural and remote medical workforce. 
 
The data were first compiled at a national level in December 2001 and will be updated on a 
six monthly basis as at 31st May and 30th November each year.  Data in relation to numbers of 
GPs, age, gender and length of stay in current location are largely derived from databases 
maintained by each RWA.  Data in relation in procedural services provided, hours of work 
and types of practice are largely self-reported and may be incomplete due to non-respondents. 
It should also be noted that the number of doctors reported reflect the more stable elements of 
the rural and remote medical workforce and do not include transient, short term service 
providers (e.g., locum tenens). 
 
The following section provides an overview of information in relation to the Queensland 
rural and remote medical workforce that was current as at 30th November 2002. 
 
3.2 Demographics of GP Workforce: 

As at 30th November 2002 there were 893 GPs in rural and remote Queensland (RRMA 4-7). 
This figure includes General Practitioners, non-specialist Queensland Health, Royal Flying 
Doctors Service, and Aboriginal Controlled Health Service employees. Basic descriptions of 
this workforce by division and RRMA, and practitioner type by RRMA were presented in 
Tables 2 and 3 (Chapter 2). Figure 2 provides a breakdown of this workforce by gender and 
RRMA. 
 
Figure 2: Gender  by RRMA N=893 
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3.3 Workloads 

Estimates of Full Time Equivalents (FTE’s) and Full Time Workload Equivalents (FWE’s) as 
used by the Health Insurance Commission (HIC) in calculating GP medical service provision 
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are based solely on the number and the dollar value of claims made by a provider over a 
given reference period (usually 3 months).  While a useful measure of overall service 
provision under Medicare, it does not reflect the number of hours worked in providing 
medical services or services provided that are not claimed and/or are not claimable through 
the HIC. 
 
An alternative measure of service provision is number of hours worked.  The Australian 
Bureau of Statistics (ABS) defines full-time work as being 35 hours per week or more and 
part-time work as less than 35 hours.  It is this measure that has been chosen by ARRWAG to 
differentiate between full-time and part-time service provision.  
 
An estimate of full-time/part-time medical service provision utilising ABS benchmark was 
undertaken based on self reported clinical hours worked. Data was available for 59.13% of 
the total number of GPs. Data as displayed in Table 14 indicates that 73.86% of respondents 
worked 35 hours a week or more in the provision of routine clinical GP services.  
 
Table 14:  Self-repor ted clinical hours 
 
Clinical hours Frequency Percent 
< 20 50 9.47 
20-34 88 16.67 
35+ 390 73.86 
 
It should be noted that hours reported are for those worked in GP practice only and should 
not be interpreted as total hours as hospital hours, travel, teaching, supervision time etc. are 
not included. The average number of clinical hours reported was 40.81 hours per week 
(N=545). 
 
Self reported total hours are displayed in Table 15. The average reported total hours were 
48.15 hours per week (N=600). 
 
Table 15: Self-repor ted total hours 
 
Total hours Frequency Percent 
<20 26 4.41 
20-34 57 9.66 
35+ 507 85.93 
 
A further breakdown of self-reported clinical hours by gender is displayed in Table 16 below 
 
Table 16:  Self-repor ted clinical hours by gender  
 
 GP Clinical Hours Male Female 
<20 6.79% 15.63% 
20-34 11.96% 27.50% 
35+ 81.25% 56.88% 
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These data appear to in line with national trends that suggest that female practitioners tend to 
work less hours compared with their male counterparts.87, 88 Explanations for these 
differences have been well documented and reported in a considerable number of studies and 
while of concern for future workforce planning will not be explored further in this analysis. 
 
3.4 Length of stay in cur rent pr incipal practice 

In Queensland, the average length of stay in current principal practice was 6.0 years.  A more 
refined breakdown by duration and RRMA is provided in Table 17. 
 
Table 17: Average length of stay in current practice 
 
 Unknown < 6mths 6-12 mths 1-3yrs 3-5yrs 5-10yrs 10-20yrs 20plus Total 
RRMA4 13 53 47 78 20 29 35 27 302 
RRMA5 9 59 70 92 31 54 56 36 407 
RRMA6 1 23 20 18 9 11 7 9 98 
RRMA7 0 15 14 25 10 7 9 6 86 
Total 23 150 151 213 70 101 107 78 893 

 
Data indicates that while 65.4% of respondents have practiced in their current rural and 
remote locations for more than a year, 34.6% are relatively new to their current practice.  
 
3.5 Age distr ibution 

For Queensland the average age for male GP’s was 45.61 years and 40.86 for females.  
Figure 3 below displays the distribution of GPs by gender across a selected number of age 
categories.  The proportion of females within each category decreases across the categories 
while the proportion of males increase.  For example approximately 40% of the under 35 
category are female compared with only 17.5% of the over 55 category. 

                                                 
87 Australian Medical Workforce Advisory Committee (2000). The General Practice Workforce in Australia: 
AMWAC Report 2000.2. Sydney: 129.  
88 Commonwealth Department of Health and Aged Care (2001). The Australian Medical Workforce. Occasional 
Papers New Series No.12, August 2001. Canberra, DHAC. 
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Figure 3:  Gender  distr ibution across age categor ies 
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3.6 Known number  of proceduralists 

Data in relation to the provision of procedural services in rural and remote Queensland may 
be incomplete due to non-respondents.  The known number of practitioners providing 
specified procedural services as at November 2002 is detailed in Table 18. 
 
Table 18:  Number of practitioners undertaking procedural work by type and RRMA 
 
 RRMA4 RRMA5 RRMA6 RRMA7 Total 
 Anaesthetics Regional 40 89 29 31 189 
 Anaesthetics General 16 41 12 9 78 
 Obstetrics Normal Delivery 24 62 23 23 132 
 Surgery Operative 12 30 9 5 56 
 
3.7 Types of practice 

The number of practitioners working in each practice type by RRMA was also explored. 
MSRPP’s and MORPP’s working in Queensland rural and remote locations have been 
assigned to solo or group practice and are not included in the hospital count. Table 19 
displays the number of doctors working in each practice type by RRMA for the period ending 
30/11/02. 
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Table 19: Practice type by RRMA 
 

RRMA 

No of practices RRMA4 RRMA5 RRMA6 RRMA7 
Total 

Practitioners 
Solo (149) 22 84 18 25 149 
Group (167) 224 278 44 38 584 
Hospital (37) 56 45 36 23 160 
Total (353) 302 407 98 86 893 

 
3.8 Country of basic medical qualification 

Data indicates that 61.37 per cent of the current rural and remote medical workforce in 
Queensland are Australian trained. 38.63% per cent have obtained their basic medical 
qualification overseas. The largest proportion of Overseas Trained Doctors (OTDs) are from 
the United Kingdom (11.53%), followed by South Africa (7.17%).  Figure 4 provides a 
breakdown of county of basic medical qualification. Temporary Resident Doctors (TRDs) 
comprise 17.69% (N158) of our current rural and remote medical workforce. 
 
Figure 4:  Country of basic medical qualification (non-Australian trained doctors N345) 
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3.9 Vocational Status 

Current data indicates that 59 per cent of medical practitioners in rural and remote 
Queensland are vocationally registered.  Vocational Registrars undertaking training comprise 
a further 9 per cent.  Thirty two per cent of the medical workforce in RRMA 4 to 7 locations 
does not have vocational registration. Figure 5 displays known vocational status. 
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Figure 5:  Vocational Status 

Non 
vocationally 
registered

32%

Registrar
9%

Vocationally 
Registered

59%

 
3.10 Locum Services 

Access to adequate locum relief has been a long identified and crucial element in the 
retention of the rural and remote medical workforce and the sustainability of primary medical 
care provision. To date, neither nationally or regionally, there is little data collected in a 
meaningful way about doctors working as locums or the adequacy of the locum workforce to 
meet the needs of the permanent GP workforce for both routine and emergency relief.89 
Recently, Rural Workforce Agencies have developed and implemented methods for 
achieving improved data in relation to locum access and availability in rural and remote 
locations.  While this data may still be incomplete due to the activities of private locum 
agencies, it is expected that an improved understanding of locum access and sources will be 
available. 
 
As a major component of its recruitment and retention strategies, the Queensland Rural 
Medical Support Agency (QRMSA), currently provides 5 full time equivalent contracted 
overseas doctors who are used for locum tenens in rural and remote Queensland.  
Additionally, the QRMSA maintains a backup service of 32 urban GP’s who are available for 
short term locum tenens under our ‘City Docs Go Bush’  program.  Despite the availability of 
this subsidised locum service, data compiled by the QRMSA suggest that approximately a 
quarter to a third of requests for locum relief remain unfulfilled over any six-month period of 
time.  For example, in the financial year ending June 2001, the QRMSA locum services 
provided 243 locum placements for a total of 3,268 days.  These placements satisfied 73.9% 
of total requests. 
 
The importance of adequate locum relief can be demonstrated from the results of a survey 
undertaken by QRMSA in November 2000.90 Based on a 27 per cent response rate, data 

                                                 
89 Locum Relief Review Group (2002). Locum relief for general practice in Australia - Proposals for further 
work. Canberra.  
90 White, C., F. Parsons, et al. (2002). Practitioners perceptions of locum access and availability in rural and 
remote Queensland. Paper presented at ARRWAG Third National Conference Rural and Remote Health, 
Adelaide, ARRWAG. 
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indicated that access to adequate locum relief positively impacts on practitioner’s decision to 
remain in rural practice 
 
Table 20:  Access to adequate locum relief positively impacts on my decision to remain in rural practice 
 
   Agree/Strongly Agree Disagree/Strongly Disagree Total 
RRMA 4 Count 26 8 34 
 Percentage 76.5% 23.5% 100.0% 
RRMA 5 Count 61 7 68 
 Percentage 89.7% 10.3% 100.0% 
RRMA 6-7 Count 36 1 37 
 Percentage 97.3% 2.7% 100.0% 
Total Count 123 16 139 
 Percentage 88.5% 11.5% 100.0% 
 
The degree to which respondents agreed or strongly agreed that access to adequate locum 
relief positively impacted on their decision to remain in rural practice was 76.5% for RRMA 
4, 89.7% for RRMA 5, and 97.3% for RRMA 6-7. These differences were statistically 
significant between RRMA 4 and RRMA 6-7 (t=3.14;p <.005), and between RRMA 4 and 
RRMA 5 (t=2.40;p <.05). 
 
One consequence of poor access to adequate locum relief is reflected in the difference 
between the amount of recreation leave desired and that taken by respondents during 1999-
2000.  Table 21 indicates that 43.2% of respondents were able to take desired amount of 
leave while 56.8% were unable to take the amount of leave they desired. 
 
Table 21:  Difference in Recreation Leave taken and desired 
 

Difference in weeks Frequency Valid Percent 
-4 1 .5 
-3 1 .5 
-1 2 1.1 
0 79 43.2 
1 19 10.4 
2 33 18.0 
3 26 14.2 
4 12 6.6 
5 7 3.8 
6 2 1.1 
7 1 .5 

Total 183 100.0 
 
For the four respondents who indicated they had taken more leave than they wanted, this data 
was checked with the respondent and verified as correct. It was usually a result of being 
pressured/compelled to take leave at an inconvenient time. 
 
3.11 Data quality 

The data provided in this chapter has been largely based on elements requested by the 
General Practice Branch of the Department of Health and Ageing.  While the data may differ 
to that produced by the HIC, we believe that it is equally as valid as numbers reported reflect 
‘on ground’  realities and are based on local knowledge of medical provision in communities.  
Measures such as FTE and FWE are based on the number and dollar value of claims 
processed by the HIC and often do no capture the full complexity of medical service 
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provision in rural and remote communities. While acknowledging that in some areas data are 
incomplete, the QRMSA is satisfied that the collated data provides a reasonably accurate 
portrayal of medical service provision in rural and remote Queensland. 
 
3.12 Future medical workforce supply 

The most important program for the supply of General Practitioners in Australia has been the 
Royal Australian College of General Practitioners Training Program.  The College conducts a 
three year full time training program that consists of one year in hospitals, six months in basic 
general practice, six months in advanced general practice and twelve months in subsequent 
general practice experience. The Rural Training Stream (RTS) requires more extensive 
exposure to general practice, involving up to an additional year of advanced rural skills 
training.91  
 
From 2001, a quota of places is reserved for applicants who are willing to commit to a full 
rural training pathway. This ‘ rural pathway’  requires registrars to undertake the majority of 
their general practice training (a minimum of 18 months) in rural and remote areas (RRMA 4 
to 7). 
 
As indicated previously, responsibility for registrar training has now been taken over by 
General Practice Education and Training (GPET) who will oversee the delivery of the 
training through Regional Consortia. 
 
The number of training places available for General Practice Registrars is currently capped at 
450 new places per year.  Figure 6 displays the number of recognised vocational training 
places for 2003 by state/territory.92 

                                                 
91 Medical Training Review Panel. (2001). Fifth Report. Canberra: Commonwealth Department of Health and 
Aged Care.  
92 Medical Training Review Panel. (2002). Sixth Report. Canberra: Commonwealth Department of Health and 
Aged Care. 
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Figure 6:  First year recognised vocational training places for  General Practice likely to be available in 
2003 by state/ter r itory 
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Note: The data provided are for registered trainees in a training program not accredited training positions. 
 
Due to the split between the new program overseen by General Practice Education and 
Training (GPET) and the original program that was overseen by the Royal Australian College 
of General Practitioners (RACGP), but now under the auspices of General Practice Education 
Australia (GPEA), trainee information for GPET and GPEA is provided in tables 22 and 23. 
Both organisations provide a general pathway and a rural pathway. As 2002 was the first year 
of operation of GPET, Table 22 is effectively information about trainees in the new GPET 
run program. Table 23, provides information on trainees in the old, pre-2002 general practice 
training program, which was run by the RACGP but is now operated by GPEA. 
 
Table 22: GPET general practice trainees in general practice, pathway and gender , by state/ter r itory, 
2002  
 
Program NSW Vic Qld SA WA Tas NT ACT Aust 
General 75 67 50 16 27 5 3 7 250 
Rural 55 49 34 23 14 4 7 15 201 
Total 130 116 84 39 41 9 10 22 451 
% rural 42.3 42.2 40.5 59.0 34.1 44.4 70.0 68.2 44.6 

Female trainees 
Number 75 74 39 26 21 8 4 7 254 
%of state 57.7 63.8 46.4 66.7 51.2 88.9 40.0 46.7 56.3 
Source: MTRP, 2002 – original source: GPET 
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Table 23: GPEA general practice trainees in general practice, pathway and gender , by state/ter r itory, 
2002 
 
Program NSW Vic Qld SA WA Tas NT ACT Aust 
General 179 137 91 47 75 14 28 52 623 
Rural 113 82 58 27 45 16 14 - 355 
Total 292 219 149 74 120 30 42 52 978 
% rural 38.7 37.4 38.9 36.5 37.5 53.3 33.3 - 36.3 

Female trainees 
Number 188 152 86 40 77 19 22 29 613 
%of state 64.4 69.4 57.7 54.1 64.2 63.3 52.4 55.8 62.7 
Source: MTRP, 2002 – original source: GPEA; NSW includes ACT 
 
The other major source of medical workforce supply is our Medical Schools. In Queensland 
there are two medical schools located at the University of Queensland and the James Cook 
University in Townsville.  The JCU medical school commenced in 2000 and as such it 
medical graduates will not impact on the workforce until 2007. Table 24 displays medical 
school enrolments for JCU by year, gender, rurality and Indigenousity. Table 25 displays 
similar information for the University of Queensland 
 
Table 24: Medical student enrolments – James Cook University 
 
Year Number Male Female Rural Indigenous 
1 81 35 46 49 5 
2 80 38 42 41 5 
3 63 29 34 32 4 
Source: James Cook University Medical School 
 
Table 25: Medical student enrolments – University of Queensland 
 
Year Number Male Female Rural Indigenous 
1 235 127 108 30 4 
2 233 111 122 N/A - 
3 218 134 84 N/A 1 
4 224 125 99 N/A 1 
Source: School of Medicine, University of Queensland 
Note: 17 International students studying as private or sponsored students have been excluded from the numbers 
above. Rural origin was not available for Year 2, 3 and 4 students. 
 
3.13 Demand 

To accurately estimate demand for medical and/or primary care services is a complex 
process.  The approach adopted by AMWAC is to ulitise needs based measures such as 
population growth, age profile projects, patterns of morbidity and epidemiological indicators, 
to link workforce supply requirements to estimates of population health need.93  Agencies 
such as the QRMSA generally lack the resources and expertise to adequately assess demand 
and rely on reports produced by agencies such as the Australian Medical Workforce Advisory 
Committee, Australian Institute of Health and Welfare, Commonwealth Department of 
Health and Ageing, Health Insurance Commission and Queensland Health to maintain 
currency with health service utilisation. However, it is recognised that the use of current 
utilisation data does have limitations in that it is often time lagged and may not accurately 
reflect ‘ real’  demand. Additionally, it does not take into account whether society will actually 

                                                 
93 Gavel, P., Horvath, J., Harris, M., & Curnow, J. (2002). Medical workforce planning frameworks- Australia. 
Sydney: AMWAC. 
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be willing to finance all of the treatments deemed to be needed or whether members of the 
workforce will actually locate their practices where services are most needed.93 
 
One source of health service utilisation in relation to general practice services is provided by 
HIC and DoHA.  The data as produced by the HealthWiz program provides an index of Non-
referred Attendances per Standardised Whole Patient Equivalent.  This index can be 
interpreted as a measure of General Practice service utilisation with higher values indicating 
higher utilisation over an annual period.  The state average is 6.45 attendances per annum 
with values ranging from 5.08 to 7.51.  Rural divisions again tend to utilise less general 
practitioner services compared with their provincial and urban counterparts. 
 
Table 26:  Health service utilisation by Division of General Practice (Medicare) 
 
 Population MC & DVA Non-ref 
 (1996) non-ref Atts Atts/SWPE 
(499) QLD - Not Allocated to a Division 598 0 0 
(419) Capricornia Division of General Practice 116007 1566575 5.08 
(415) Central West Rural Division of General Practice 19951 150932 5.10 
(420) Bundaberg and District Division of General Practice 78479 1030071 5.16 
(416) Northern Queensland Rural Division 104452 1023609 5.20 
(411) Mackay Division of General Practice  111117 1335056 5.24 
(417) Far North Queensland Rural Division  104817 1135923 5.28 
(410) Central Queensland Rural Division  76008 666703 5.33 
(414) Southern Queensland Rural Division  242217 3541483 5.84 
(412) Townsville Division of General Practice  129139 2008851 5.93 
(413) The Cairns Division of General Practice  128148 1878820 6.14 
(409) Toowoomba and District Division of General Practice 134895 2433221 6.36 
(405) Brisbane North Division of General Practice  490289 9523473 6.45 
(418) Sunshine Coast Division of General Practice  246108 4824656 6.61 
(401) Brisbane Inner South Division of General Practice 116604 2382443 6.85 
(406) Gold Coast Division of General Practice 340759 6730141 6.85 
(408) Ipswich and West Moreton Division of General Practice 161228 2706022 6.86 
(402) Brisbane Southside Central Division of General Practice 231236 4749399 6.96 
(407) Redcliffe Bribie Caboolture Division of General Practice  149955 2982157 7.07 
(403) Bayside GP Division (Brisbane)  150785 2937942 7.12 
(404) Logan Area Division of General Practice  230403 4418178 7.51 
Queensland GP Divisions 3363195 58025655 6.45 
Source: Commonwealth Department of Health and Aged Care 
Caution: The dataset should be used with caution as it excludes non-Medicare activity, does not distinguish 
between occasional providers and doctors in full-time medical practice 
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Chapter  4:  Methodology - projecting supply and requirements for  the 
rural general practice workforce 

4.1 Introduction 

The Rural Workforce Agencies (RWAs) including QRMSA are required by the Department 
of Health and Ageing (DoHA) to develop State/Territory Rural General Practice Workforce 
Plans that will assess the rural General Practitioner (GP) workforce needs over the next 10 
years.  
 
At a national level, RWA workforce planning activities are being coordinated through the 
Australian Rural and Remote Workforce Agencies Group (ARRWAG).   
 
In relation to the Workforce modelling component, the Australian Medical Workforce 
Advisory Committee has agreed with ARRWAG to provide advice and support to RWAs in 
the modelling of supply, requirements and future needs for their State/Territory.  
 
In turn, the information gathered by the RWAs will feed into AMWAC’s next national 
General Practice Workforce Study due to be completed by October 2003.  This is the first 
time that such a collaborative approach has been applied to national workforce planning and 
differs from previous AMWAC approaches in the development of GP workforce studies.   
The AMWAC national General Practice Study will incorporate RWA data that has been built 
from the ‘ground up’  based on regional groupings of local government areas and Rural 
Workforce Agency data, among other data sources. 
 
The most recent national GP Workforce review was undertaken by AMWAC in 1999/2000.  
The purpose of the review was to promote an optimal supply and an appropriate distribution 
of GPs in Australia, including projections of future supply and requirements. The review 
resulted in a series of recommendations, including specifying the minimum intake of first 
year general practice trainees for the period 2001-03. Other recommendations included that 
GP supply and requirements be regularly monitored and that a full update of the workforce 
review be conducted in 2003.  
 
4.2 Methodology for  Analysing Rural GP Workforce Supply and Requirements 

The methodology for analysing rural GP Workforce supply and requirements was intended to 
be based on the broad AMWAC94 approach to workforce planning involving, at a general 
level, matching expected future workforce supply with expected future requirements and 
developing strategies to deal with any imbalance between the two.  The steps involved are: 
 
a. supply analysis; 
b. assessment of adequacy of supply;  
c. requirement analysis;  
 
It was intended that a disaggregated approach would be used, whereby separate projections 
would be developed for individual regions (LGA clusters) and these projections would be 

                                                 
94 Some of the contents of this chapter have been prepared by AMWAC following consultations with the 
ARRWAG Workforce Planning Group. However, some of this content has been subsequently edited due to the 
unsuitability of the broad AMWAC model for workforce planning in smaller regional clusters. 
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summed together to a national level total projection. This approach would take into account 
the variations in adequacy of GP workforce supply across regions, as well as regional 
differences in supply and requirements.  
 
Supply Analysis 
 
On the supply side, the intention was to measure current workforce size in order to establish a 
baseline from which to project future workforce supply.  The relevant workforce 
characteristics considered would include age, gender, participation (measured in hours 
worked), and geographic location of practice. 
 
It was further intended that the total number of GPs would be grouped by five-year age and 
gender cohorts.  In addition, to further define the workforce supply, the average hours worked 
per week by each cohort would be specified.  The modelling process would take into account 
the ageing of the workforce during the projection period.   
 
There are a variety of ways of measuring the workforce size, including headcount, full-time 
equivalent (FTE), hours worked, and sessions worked.  While the number of GPs (headcount) 
within each age/gender cohort would be counted, the base measurement of supply and 
requirements used was to be hours worked per week. This is the common denominator for 
comparing supply and requirements and as a result avoids problems associated with 
differences in calculation of FTEs. In addition, it would take into account variations in hours 
worked by different age/gender cohorts.  
 
State level data in relation to GP workforce numbers and hours for the rural and remote 
medical workforce is available from Rural Workforce Agencies (RWA’s) as a part of their 
minimum data set data collection and could be supplemented by national level data available 
from the annual Australian Institute of Health and Welfare (AIHW) medical labour force 
survey if required.  
 
The original intention was that future workforce supply, for the next ten year period, would 
be estimated by starting with the current (baseline) workforce and adding in anticipated 
additions to the workforce and subtracting losses, within each five year age/gender cohort.   
Other factors that were to be considered in terms of their potential impact on supply were 
female/male participation rates, and anticipated changes in hours worked.  
 
Additions to workforce supply 
 
The main source of additions to the workforce was seen as being GP training program 
graduates.  Estimates of the anticipated number of new graduates was to be based on 
information provided by General Practice Education and Training and General Practice 
Education Australia, including recent trends in number of graduating students and 
information on number of trainees currently in the system and their expected year(s) of 
completion. 
 
A further source of new entrants to the workforce is net in-migration.  Information on 
migration into medical workforces was to be obtained from the Commonwealth Department 
of Health and Ageing, the Australian Medical Council and the medical registration boards. 
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Losses from workforce supply 
 
Losses from the workforce primarily include retirements, deaths and migration.  Information 
about the number of retirements from the GP workforce was to be estimated. The number of 
retirements was to be estimated by making an assumption about the average retirement trends 
for the workforce, and applying this to the current workforce supply to estimate the total 
number of retirements. Number of deaths data is generally not available and would be 
estimated.  
 
Other supply factors 
 
Other factors affecting future workforce supply are female participation rates and anticipated 
changes in hours worked.  Female participation rates are important due to the fact that female 
practitioners generally have lower workforce participation rates than their male counterparts.  
As a result, consideration of the number of females expected to be entering the workforce in 
future years, as assessed based on current trainee gender, is potentially an important factor for 
projecting future supply.  
 
4.2.1 Assessment of Adequacy of Supply  

An indicator approach was to be used to assess the adequacy of the current workforce in 
meeting current requirements.  This approach involves choosing a set of indicator criteria, 
measuring each indicator (if possible), and evaluating each measure against a specified 
standard, if available.  Some of the adequacy indicators are directly quantifiable, such as 
number of vacancies, while others are qualitative, such as views and opinions of practitioners 
and consumers, and will be written up as a narrative.  The set of indicators that need to be 
considered are include: 
 
·  Number of Unfilled Positions/Vacancies 
 
RWAs currently collect information on current vacancies within practices, however there is a 
range of considerations to be taken into account including how vacancies are defined.  For 
example, two practices may have a vacancy listed however; there is only sufficient workload 
in that community for one GP.  The use of a vacancy measure will require careful definition 
for comparative purposes, and is likely to contribute as one indicator.  It was proposed that a 
vacancy be defined as  “ the number of positions within a town that the population can sustain 
taking into account the workload of other GPs in that town and for which recruitment action 
is currently underway or has been undertaken but was unsuccessful.”  
 
Vacant positions filled by temporary resident doctors (TRDs) would provide a further 
indication of potential shortage. These are positions being filled temporarily for a defined 
period that would otherwise be filled by an Australian trained general practitioner, if one 
were available and willing to work in the position.  
 
·  Practitioner to Population Ratios 
 
Practitioners to population ratios were to be primarily used as a descriptive tool for making 
comparisons across States/Territories and smaller regions (LGA clusters).  Ideally, comparing 
actual practitioner to population ratios with established best practice or sustainable practice 
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benchmark ratios provides an indicator of under/over supply.  However, appropriate and 
relevant benchmarks for comparison are not always available, and, by their nature as a broad 
measure, do not necessarily take into account variations in practice, population 
demographics, and other external factors, which would impact on the ratio for a particular 
region.   
 
This section will include the GP to population ratio for individual regions (LGA clusters) and 
State/Territories, compared with each other, and compared with the average ratio for the 
State/Territory and for Australia as a whole. By comparing specific ratios with averages it 
will be possible to highlight variations among regions.  
 
The benchmark will be developed taking into account local advice and local knowledge. The 
ratios will be calculated using workforce supply data (number of GPs in a region) and ABS 
population estimates. 
  
·  Excessive Hours of Work 
 
Hours of work can be useful as an indicator of adequacy by comparing average hours worked 
by the GP workforce with community standards. National data on average hours worked per 
week by practitioners are available from the AIHW annual medical labour force survey and 
the Australian Bureau of Statistics.  Due to the three to four year time lag in accessing AIHW 
data, more current State/Territory level data will be available from the ARRWAG minimum 
data set collection.  
 
·  Price and Co-payment Analysis 
 
Price and co-payment analysis can provide an indication of the adequacy of workforce 
supply.  Medicare data on the proportion of the GP workforce bulk-billing may provide an 
indication of adequacy of supply if it is assumed that the higher the proportion of GPs bulk-
billing within a region, the better supplied the region is.  If the region is less well supplied the 
assumption would be that there would be fewer GPs bulk-billing, and they would be charging 
a higher co-payment.  Much like the other indicators noted here, however, this rationale does 
not take into account other confounding factors such as practice location.  
 
4.2.2 Requirement Analysis 

Requirements analysis provides information on the demands that are, and could be, made of 
the workforce. It essentially falls into two parts – an assessment of future requirements and an 
assessment of whether the current workforce is adequately meeting requirements.  If the 
current workforce is meeting requirements then it is assumed that the workforce is in balance, 
and requirements equal supply.  If there is an under/over supply estimated then the current 
workforce will be adjusted upwards or downwards to take into account the deficit/surplus and 
this forms the baseline from which future requirements are projected.      
 
The GP workforce review will use a needs based and modified needs methodology for 
analysing requirements.  In applying the needs based and modified needs based approaches, a 
set of factors will be considered to assess what services are being provided, to whom, at what 
time, and in which manner. In assessing GP workforce requirements, the range of factors 
which will need to be considered are discussed below.   
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·  Population Growth 
 
The projected growth in population will set the minimum level for the estimated future 
growth in requirements for GP services, as the population are the users of GP services.  As 
the GP workforce provides services to the whole population (as compared with specialist 
services which may be focussed at a particular age group, or gender – for example obstetric 
and gynaecological services), the projected growth of the total population will be considered. 
considered.   
 
·  Service Utilisation 
 
Trends in number of services utilised were to be used as an indicator of potential future 
growth in requirements, on the assumption that past trends can be expected to continue in to 
the immediate future.   
 
Trends in service utilisation for the GP workforce will primarily be based on Medicare data.  
Service utilisation data will be considered by age/gender cohort. As Medicare data are 
available for several years, it will be possible to include trend information.  The focus of this 
section will be on Medicare items that are either primarily or exclusively provided by GPs.            
 
4.2.3 Correcting for  Workforce Imbalance 

As part of developing the agreed workforce plan for the future the main options available to 
ensure supply and requirements ‘balance’  and therefore over time minimise supply shortages 
and surpluses and at the same time meet anticipated needs, including any currently unmet 
need, are: 
� � adjust education and training intake; 
� � reduce workforce loss; 
� � adjust net migration; 
� � change workforce productivity; 
� � redesign workforce tasks to vary the combination of skill mix and professions; or 
� � influence consumer demand. 
 
4.3 The AMWAC Workforce Projection Model   

A computer simulation calculation tool (based in Microsoft Excel) is used by AMWAC to 
model the workforce and to project future workforce supply and requirements. The 
calculation tool and the associated modelling process were designed and developed in 1995 
by Dr Ron Van Konkelenberg from the consulting firm Fresbout Consulting Pty Ltd.   
 
4.4 AMWAC Model and Regional Workforce Planning 

The preceding section has provided an overview of the AMWAC medical workforce 
modeling process. While Rural Workforce Agencies were encouraged by the Department of 
Health and Ageing to work closely with AMWAC in the development of a predictive model 
for rural and remote settings, initial trails/tests of the model undertaken in conjunction with 
AMWAC during December 2002 and January/February 2003 were not successful.  Problems 
identified from Rural Workforce Agency perspectives included: 
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·  The AMWAC model is designed primarily to develop national estimates of the impact 
of the number of GP traineeships on the projected shortfall of GPs over the next 10 
years. 

 
·  The model has been developed for the input of estimates at the national level with 

large numbers broken down by gender and hours worked. The model has difficulties 
in dealing with smaller numbers in relation to age categories, gender, hours worked 
etc., and tends to produce spurious results. 

 
·  It is unclear whether the appropriate input should be graduating medical students or 

Registrars currently in GP training programs.  Whichever input is used, there is a 
several year time lag before these students will impact on the rural and remote 
workforce. 

 
·  It is virtually impossible to assign medical graduates, Registrars or Temporary 

Resident Doctors (TRD’s) to clusters or regions based on the small number who settle 
and stay in rural and remote communities.  Examination of data compiled by the 
QRMSA would suggest that over a 12 year time period (1990-2001) less than 6% of 
the approximately 220 medical students graduating annually from the University of 
Queensland Medical School are currently practicing in rural or remote locations. 

 
·  Despite considerable testing and varying input scenarios, the outputs did not make 

intuitive sense at the state or regional levels. 
 

·  The model is essentially linear and appears to lack flexibility in factoring in differing 
rates of change in parameters over time. 

 
While the current AMWAC model does not, in it present form, appear capable of addressing 
the requirements of Rural Workforce Agencies; the RWA’s are committed to working further 
with AMWAC to explore/develop alternatives. In the interim, the QRMSA has elected to 
work with a basic planning spreadsheet in order to explore medical supply and requirements 
in rural and remote communities. 
 
4.5 Medical Workforce Supply Estimates 

Due to difficulties in accurately determining medical service demand, the Medical Workforce 
Supply Estimates (MWSE) was developed as a basic planning spreadsheet by the QRMSA. It 
is based on implied medical practitioner requirements recommended by the Australian 
Medical Workforce Advisory Committee.95 
 
The assumptions and data sources utilised by the AMWAC General Practice Workforce 
Working Party are detailed in this- report95 and are primarily based on whole patient 
equivalents (WPE’s) from HIC data for 1998-1999.  Further adjustments were made for the 
population in rural and remote areas who are being treated in services not billing Medicare or 
the Department of Veterans Affairs. Once the baseline WPE’s have been calculated, further 
adjustments were made for: 

                                                 
95 Australian Medical Workforce Advisory Committee (2000). The General Practice Workforce in Australia: 
AMWAC Report 2000.2. Sydney. 
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·  socioeconomic advantage and disadvantage; 
·  higher morbidity of the Aboriginal and Torres Strait Islander population; 
·  the lower proportion of the population in other rural and remote areas receiving GP 

services through Medicare; and 
·  age and sex of  patients. 

 
Based on these adjustments, AMWAC contended that for the rural workforce, the average 
patient encounters per capita per year needing to be serviced for GPs was 7.1, comprising 6.2 
private practice and an estimated 0.9 public hospital outpatients. 
 
In 1998-99 the average full-time GP provided 6,440 Medicare/DVA patient billed 
attendances and this equates to 7,185 patient encounters per year after adjusting for non-
Medicare/DVA work.  
 
It is these figures, (7.1 average patient encounters per capita per year) and the 7,185 patient 
encounters per year which provide the basis of AMWAC supply requirements. These supply 
requirements imply that the ideal doctor to population ratio should be 1:1012. 
 
Acceptance of the AMWAC methodology provides a means of estimating medical 
practitioner supply requirements for individual communities, Local Government Areas, 
Divisions of General Practice or Statistical Divisions. 
 
In adopting the AMWAC methodology, the QRMSA has accepted that it provides a 
reasonable theoretical basis for estimating current and potential medical supply and demand 
requirements.  The QRMSA also acknowledges that there are many factors that may in 
isolation, or combination impact on medical workforce supply and demand projections and 
the imperative to validate ‘on ground realities’ .  A number of these limitations are discussed 
below. 
 
AMWAC projections of medical workforce supply requirements form the basis of the 
MWSE. In addition, data provided by the Queensland Department of Local Government and 
Planning (QDLG&P)96 were used to derive current Estimated Resident Population (ERP) 
projections for Urban Centres and Localities (UCL’s). While based on ABS projections, 
population numbers may vary for some localities in that the QDLG&P numbers are based on 
estimated resident population rather than basic census counts.  For UCL’s, population data 
are based on year 2000 projections. For SLA’s and LGA’s population estimates are based on 
Census 2001 estimated resident population data97. Minor differences in these two estimates 
have been assigned to LGA Balance.  
 
The MWSE spreadsheet98 has also been designed in a way that medical workforce estimates 
can be perused and examined in a variety of ways including by Locality, LGA, Division of 
General Practice, RRMA, ARIA etc.  It is in effect, a flexible planning tool.  This flexibility 
of design can also allow for the application of weightings for selected towns/regions or the 
input of differing numbers of patient encounters. 

                                                 
96 Queensland Department of Local Government & Planning (2001). Data file.  
97 ABS (2002). AusStats: 32180.0 Regional Population Growth, Australia and New Zealand. 
98 White, C., & Mitchell, C. (2002). Medical workforce supply estimates (MWSE). Paper presented at the 
ARRWAG Third National Conference Rural and Remote Health, Adelaide. 
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4.5.1  Under lying Assumptions and limitations 

While the AMWAC methodology provides a reasonably sound theoretical estimate of 
potential demand, the medical workforce supply needed to match this demand and the actual 
medical workforce supply in nominated locations; AMWAC and other similar methodologies 
do have some limitations. 
 
·  Firstly, the models assume that potential supply should match potential demand. There 

are many factors that mitigate against this ‘ ideal’  including geography, distance, 
settlement patterns and economic viability.  For example, in many Queensland 
communities, Queensland Health employees are significant providers of GP type services.  
These employees are salaried and are provided with accommodation, vehicle, supportive 
hospital infrastructure and in many cases also have the right to private practice.  In such a 
marketplace, it is often very difficult for a private practitioner to compete bearing in mind 
establishment and insurance costs and the well-documented difficulties in selling 
practices in rural and remote locations. 
 

·  The models also tend to assume that the population of a given locality or LGA will only 
access services in that locality/LGA, or that potential supply should match potential 
demand in the locality.  The on-ground ‘ reality’  is that in many localities, a significant 
proportion of the population may access services in larger adjoining centres.  For 
example, the Miriam Vale shire has an estimated resident population of 4,481.  The 
largest centre in the shire (Miriam Vale) has a population of 420, while the next largest 
centres Agnes Water and Seventeen Seventy have population of 290 and 140 
respectively. The balance of the shire has a population of 3481. None of the three major 
centres in the shire has, in its own right a population sufficient to sustain a general 
practice.  Projections as modeled by AMWAC would suggest that the Miriam Vale shire 
is capable of sustaining 4.4 GPs. The on-ground ‘ reality’  is that only two GP’s have had a 
fulltime presence in the LGA in recent times. It would appear that a large proportion of 
the LGA’s population might access services in larger centers such as Gladstone and 
Bundaberg.  

 
·  For example, based on HIC patient billing data for the 2001-2002 period for the Southern 

Queensland Rural Division, it would appear that only 37% of the residents of the Clifton 
shire (postcode 4361, population 2,470) access medical services locally. Approximately 
34% of the shires population access medical services in Toowoomba while a further 15% 
access medical services in the nearby community of Allora.99 

 
·  Modeling methodologies tend to assume that national averages with particular weightings 

factored in are an appropriate starting point in estimating potential supply and demand.  It 
is possible that the use of national averages may have the effect of reflecting urban 
oversupply rather than rural undersupply in supply and demand estimations. 

 
·  The methodologies do not take account of the fact that a condition of undersupply in a 

particular locality may be financially advantageous for current medical practitioners. 

                                                 
99 Health Insurance Commission (2003). Data file. Information Services Branch. 
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·  The availability/non-availability of bulk billing procedures may/will impact on medical 

service utilization. 
 
Modeling projections as utilised in AMWAC and other similar methodologies are based on 
the assumption of a level playing field and that potential demand should generate a balanced 
supply. As detailed above, there are a number of factors including distance, settlement 
patterns, establishment costs, practice sustainability and subsidised competition which can act 
in combination, or in isolation to mitigate against the ‘ ideal’  or ‘ theoretical’  balance. 

 
While providing a reasonable basis for the estimation of supply and demand in localities and 
LGA’s, methodologies as developed by AMWAC can only be used as a guide or starting 
point. Accurate measurement of medical practitioner supply and demand in a particular 
community or region need to be undertaken in consultation with local practitioners, utilize 
local knowledge and take into account ‘on ground realities’ .  
 
While not an exhaustive list, it is envisaged that many and/or all of the following factors may 
need to be explored in order to provide an accurate assessment of ‘on-ground realities’ . 
 
1. Calculation of the actual number of GP’s/MSRPP’s/Salaried Medical Officers providing 

primary care services on a relatively permanent basis for the community/region in 
question. 

2. Estimation of Fulltime Equivalents (FTE’s) 
3. Examination of bulk bill practices and ratios. 
4. Examination of the age/gender profile of current GP’s. 
5. Details as to RLRP placements in town/region. 
6. Practice ownership structure for town/community. 
7. HIC data for town/region with examination of 3 to 4 year trends. 
8. Population demographics and SEIFA values for town/region. 
9. State health and Region Health Service provision in town/region. 
10. Number of Temporary Resident Doctors’s in town/region. 
11. Current ‘District of workforce shortage’  status. 
12. Available data in relation to GP length of stay and turnover. 
 
While it is not possible to factor all of these considerations into a planning spreadsheet, 
current supply and potential demand can be estimated for individual communities or regions. 
As such, the MWSE will be used for the basic analysis of supply and demand for rural and 
remote communities/regions in Queensland. This analysis is detailed in Chapter 5. 
 
Appendix 3 provides an example of the MWSE spreadsheet sorted by regional clusters. 
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Chapter  5:  Analysis of Supply and Demand 

5.1 Introduction 

The intent of this chapter is to explore medical workforce supply and demand for all RRMA 
4 to 7 locations in Queensland.  We have chosen to do this utilizing Local Government and/or 
Statistical Local Area clusters.  For the five major rural divisions, these clusters have been 
combined to approximate Divisional boundaries.  However, in some cases minor adjustments 
have been necessary due to postcodes being shared, or that communities in a particular 
LGA’s/SLA’s are currently in differing divisions. 
 
For the other 10 divisions that incorporate both RRMA 4 to 5 locations and RRMA 1 to 3 
locations, we have chosen to explore the rural components (RRMA 4 to 5) only, again based 
on LGA/SLA clusters and populations.  The QRMSA acknowledges that this decision is 
possibly less than ideal due to patient mobility across LGA’s/SLA’s.  However, this 
workforce document is based on both theoretical and actual supply and demand for rural/ 
remote communities and we would contend that a considerable factor in patient mobility is 
the non-availability of suitable or adequate medical services in their home communities. 
 
Data from the Health Insurance Commission (HIC) based on doctor billings, non-referred 
attendances, full-time workload equivalents, standard whole patient equivalents and index of 
usage will also be considered at a Divisional level. Estimates of supply and demand will be 
based on known data available as at 30th November 2002. 
 
5.1.1 Far  Nor th Queensland cluster  
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The Far North Queensland cluster comprises 12 LGA’s/SLA’s and covers an area of 267,374 
square kilometers as detailed in map above.100  Estimated resident population as at August 7th 
2001 was 102,435101. Based on Census night counts, approximately 17.42% (17,847) of the 
clusters population is Aboriginal or Torres Strait Islander.100 Slight adjustments have been 
made to this cluster, Cardwell nominally part of the Northern & Western Qld Primary Health 
Care division has been included, while the Kowanyama and Pormpuraaw communities that 
are nominally part of the Far North Queensland Rural division have been assigned to the 
Northern Queensland Rural cluster. 
 
Data as shown in Table 27 indicates that 105 medical practitioners service the region. Sixty 
one of these are private practitioners, 2 are Queensland Health employees with the right to 
private practice and 7 are employed in Aboriginal Community Controlled Health Services. 
The remaining 35 are non-specialist Queensland Health employees. 
 
The number of private practitioners in the region is very similar to data produced by the HIC 
based on Medicare billings for July 01 to Jun 02 year. As shown in Table 28, the full-time 
workload equivalent for the region was 69 with an average of 5.33 non-referred attendances 
per standard whole patient equivalent. There are many smaller locations in this cluster that 
are not sustainable for private practice with medical service provision in these areas being 
provided by Queensland Health. In addition, the Royal Flying Doctor Service operating out 
of Cairns employs 8.6 full-time equivalent medical officers to provide general practice 
services in many smaller and isolated communities.  Communities supported by the RFDS 
include Aurukun, Kowanyama, Pormpuraaw, Lockhart River, Chillagoe, Coen, Croydon, 
Einasleigh, Forsayth, Georgetown, Laura and Mt Surprise. 
 
Table 27: Practitioner type by location 
 TownName ACCHS GPs MSRPP MS RMO SMO Grand Total 
 ATHERTON 2 12  1 1 5 21 
 BAMAGA    1  2 3 
 CARDWELL  1     1 
 COOKTOWN  2  1   3 
 HERBERTON   1    1 
 INNISFAIL 2 12  1 3 1 19 
 KURANDA  3     3 
 MALANDA  1     1 
 MAREEBA 3 7  1 1 3 15 
 MISSION BEACH  4     4 
 MOSSMAN  4  1  1 6 
 PORT DOUGLAS  10     10 
 RAVENSHOE  1     1 
 THURSDAY ISLAND    1 1 6 8 
 TULLY  3  1  1 5 
 WEIPA   1  1 1 3 
 YUNGABURRA  1     1 
Grand Total 7 61 2 8 7 20 105 
 
 
 

                                                 
100 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS. 
101 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Table 28:  Report for  Division of GP by State - Year Ending JUN2002 - ©GP/OMP’  
DIVNAME FTE FWE FWE>45 HD12 NRA WPE SWPE NRA_SWPE SWPE_FWE 

Logan Area Division (404) 178 229 54% 328 1,444,586 223,391 200,227 7.21 875 

Brisbane Southside Central (402) 208 255 51% 458 1,524,359 233,033 226,185 6.74 887 

Sunshine Coast (418) 248 297 40% 441 1,699,297 257,363 264,467 6.43 890 

Southern Queensland Rural (414) 121 146 37% 327 766,876 131,754 131,120 5.85 899 

Bayside GP Division (403) 133 158 47% 258 953,685 146,543 144,770 6.59 917 

Cairns Division (413) 94 113 40% 201 650,473 112,594 104,264 6.24 926 

Mackay Region Division (411) 81 97 49% 141 523,678 94,224 90,054 5.82 930 

Gold Coast Division (406) 304 369 61% 565 2,247,505 342,482 349,488 6.43 948 

Brisbane North Division (405) 458 514 57% 1,092 2,973,062 501,900 493,191 6.03 960 

Ipswich & West Moreton (408) 105 133 58% 215 822,674 133,881 127,431 6.46 960 

Brisbane Inner South (401) 110 129 58% 377 798,104 121,779 124,555 6.41 966 

Central West Queensland (415) 11 11 32% 55 53,763 10,481 10,606 5.07 967 

Redcliffe-Caboolture-Bribie (407) 115 149 64% 231 976,940 142,687 145,163 6.73 976 

Toowoomba & District (409) 102 132 68% 192 781,048 129,633 128,987 6.06 980 

North Queensland Rural (416) 46 64 43% 140 341,235 66,137 64,405 5.3 1,002 

Central Queensland Rural (410) 30 38 49% 131 211,299 42,424 38,727 5.46 1,011 

Far North Queensland (417) 62 69 44% 188 378,948 72,542 71,095 5.33 1,024 

Bundaberg & District (420) 115 134 54% 218 789,568 130,636 138,497 5.7 1,030 

Capricornia Division (419) 86 100 59% 154 583,956 109,995 107,636 5.43 1,076 

Townsville Division (412) 82 97 39% 181 572,338 115,084 108,980 5.25 1,123 

TOTAL 2,689 3,233 53% 4,556 19,093,394 3,118,562 3,069,847 6.22 949 
Source: Health Insurance Commission Information Services Branch , March 2003. 

 
Table 29: Population and medical workforce supply estimates – FNQ cluster  

         

Avg patient 
encounter  per  
capita per  year  
(AMWAC) 

Patient 
encounters 
per  year  
(AMWAC) 

Known No. 
of Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

FNQ Atherton (S) Atherton 3.87 5              42,458  5.9 21.0 -15.1 FNQ 5980 10611 623.1 

FNQ Atherton (S) Atherton Balance                  23,508  3.3 0.0 3.3 FNQ 3311 10611   

FNQ Atherton (S) Kairi (L) 4.01 5                 1,775  0.2 0.0 0.2 FNQ 250 10611   

FNQ Atherton (S) Tinaroo 4.01 5                    497  0.1 0.0 0.1 FNQ 70 10611   

FNQ Atherton (S) Tolga (L) 3.92 5                6,248  0.9 0.0 0.9 FNQ 880 10611   

FNQ Atherton (S) Walkamin 3.88 5                    852  0.1 0.0 0.1 FNQ 120 10611   

FNQ Aurukun (S) Aurukun (L) 12.00 7                7,803  1.1 0.0 1.1 FNQ 1099 1099 7382.9 

FNQ Cardwell (S) Cardwell Balance                  36,522  5.1 0.0 5.1 FNQ 5144 10774   

FNQ Cardwell (S) Mission Beach South (L) 5.32 5                4,047  0.6 0.0 0.6 FNQ 570 10774  3061.8 

FNQ Cardwell (S) Tully 5.37 5                18,318  2.5 5.0 -2.5 FNQ 2580 10774   

FNQ Cardwell (S) Tully Heads (L) 5.73 5                3,479  0.5 0.0 0.5 FNQ 490 10774   

FNQ Cardwell (S) Wongaling Beach 5.23 5                5,396  0.8 0.0 0.8 FNQ 760 10774   

FNQ Cardwell (S) Cardwell 5.52 5                8,733  1.2 1.0 0.2 NQR 1230 10774  

FNQ Cook (S) Coen 11.28 7                 1,775  0.2 0.0 0.2 FNQ 250 8464 117089.8 

FNQ Cook (S) Cook Balance                  20,938  2.9 0.0 2.9 FNQ 2949 8464   

FNQ Cook (S) Cooktown 8.51 7                 8,165  1.1 3.0 -1.9 FNQ 1150 8464   

FNQ Cook (S) Hope Vale (L) 9.26 7                5,467  0.8 0.0 0.8 FNQ 770 8464   

FNQ Cook (S) Lockhart River (L) 12.00 7                3,976  0.6 0.0 0.6 FNQ 560 8464   

FNQ Cook (S) Napranum (Weipa Sth) (L) 12.00 7                6,248  0.9 0.0 0.9 FNQ 880 8464   

FNQ Cook (S) Weipa 12.00 7               13,526  1.9 2.0 -0.1 FNQ 1905 8464   
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Avg patient 
encounter  per  
capita per  year  
(AMWAC) 

Patient 
encounters 
per  year  
(AMWAC) 

Known No. 
of Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

FNQ Croydon (S) Croydon (L) 11.27 7                  1,491  0.2 0.0 0.2 FNQ 210 286 29581.4 

FNQ Croydon (S) Croydon Balance                        540  0.1 0.0 0.1 FNQ 76 286   

FNQ Douglas (S) Craiglie 4.43 5               15,762  2.2 0.0 2.2 FNQ 2220 10688 2456.1 

FNQ Douglas (S) Daintree 5.55 5                    994  0.1 0.0 0.1 FNQ 140 10688   

FNQ Douglas (S) Douglas Balance                   25,901  3.6 0.0 3.6 FNQ 3648 10688   

FNQ Douglas (S) Mossman 4.69 5               13,490  1.9 5.0 -3.1 FNQ 1900 10688   

FNQ Douglas (S) Newell (L) 4.86 5                2,769  0.4 0.0 0.4 FNQ 390 10688   

FNQ Douglas (S) Oak Beach   5                 1,420  0.2 0.0 0.2 FNQ 200 10688   

FNQ Douglas (S) Port Douglas 4.57 5                8,520  1.2 10.0 -8.8 FNQ 1200 10688   

FNQ Douglas (S) Wonga Beach (L) 5.11 5                4,686  0.7 0.0 0.7 FNQ 660 10688   

FNQ Douglas (S) Wujal Wujal (L) 6.88 5                2,343  0.3 0.0 0.3 FNQ 330 10688   

FNQ Eacham (S) Eacham Balance                  29,628  4.1 0.0 4.1 FNQ 4173 6353 1126.5 

FNQ Eacham (S) Malanda (L) 4.07 5                6,248  0.9 1.0 -0.1 FNQ 880 6353   

FNQ Eacham (S) Millaa Millaa (L) 4.58 5                2,272  0.3 0.0 0.3 FNQ 320 6353   

FNQ Eacham (S) Yungaburra (L) 3.88 5                6,958  1.0 1.0 -0.0 FNQ 980 6353   

FNQ Etheridge (S) Etheridge Balance                     5,481  0.8 0.0 0.8 FNQ 772 1032 39308.5 

FNQ Etheridge (S) Georgetown (L) 10.46 7                 1,846  0.3 0.0 0.3 FNQ 260 1032   

FNQ Herberton (S) Herberton (L) 4.26 7                7,739  1.1 1.0 0.1 FNQ 1090 5326 9603.5 

FNQ Herberton (S) Herberton Balance                   20,917  2.9 0.0 2.9 FNQ 2946 5326   

FNQ Herberton (S) Mount Garnet (L) 5.61 7                2,982  0.4 0.0 0.4 FNQ 420 5326   

FNQ Herberton (S) Ravenshoe (L) 4.86 7                 6,177  0.9 2.0 -1.1 FNQ 870 5326   

FNQ Johnstone (S) Bingil Bay (L) 5.10 5                 3,124  0.4 0.0 0.4 FNQ 440 19383 1639.3 

FNQ Johnstone (S) El Arish (L) 4.85 5                2,272  0.3 0.0 0.3 FNQ 320 19383   

FNQ Johnstone (S) Flying Fish Point (L) 4.15 5                  5,112  0.7 0.0 0.7 FNQ 720 19383   

FNQ Johnstone (S) Innisfail 4.03 5              65,249  9.1 18.0 -8.9 FNQ 9190 19383   

FNQ Johnstone (S) Johnstone Balance                  38,432  5.3 0.0 5.3 FNQ 5413 19383   

FNQ Johnstone (S) Johnstone South (L) 4.25 5                4,260  0.6 0.0 0.6 FNQ 600 19383   

FNQ Johnstone (S) Kurrimine (L) 4.88 5                4,899  0.7 0.0 0.7 FNQ 690 19383   

FNQ Johnstone (S) Mission Beach 5.19 5                2,840  0.4 4.0 -3.6 FNQ 400 19383   

FNQ Johnstone (S) Mourilyan (L) 4.20 5                3,550  0.5 0.0 0.5 FNQ 500 19383   

FNQ Johnstone (S) Silkwood (L) 4.68 5                2,982  0.4 0.0 0.4 FNQ 420 19383   

FNQ Johnstone (S) Wangan (L) 4.19 5                4,899  0.7 0.0 0.7 FNQ 690 19383   

FNQ Mareeba (S) Dimbulah (L) 4.67 6                3,266  0.5 0.0 0.5 FNQ 460 18417 53644.5 

FNQ Mareeba (S) Kuranda (L) 3.56 6                4,899  0.7 3.0 -2.3 FNQ 690 18417   

FNQ Mareeba (S) Mareeba 3.60 6               51,475  7.2 16.0 -8.8 FNQ 7250 18417   

FNQ Mareeba (S) Mareeba Balance                     71,121 9.9 0.0 9.9 FNQ 10017 18417   

FNQ Torres (S) Bamaga (L) 12.00 7                 6,461  0.9 3.0 -2.1 FNQ 910 10002 1856.9 

FNQ Torres (S) Injinoo (Cowal Creek) (L) 12.00 7                2,769  0.4 0.0 0.4 FNQ 390 10002   

FNQ Torres (S) New Mapoon (L) 12.00 7                 1,846  0.3 0.0 0.3 FNQ 260 10002   

FNQ Torres (S) St Pauls (L) 12.00 7                  1,917  0.3 0.0 0.3 FNQ 270 10002   

FNQ Torres (S) Thursday Island 12.00 7                18,531  2.6 9.0 -6.4 FNQ 2610 10002   

FNQ Torres (S) Torres Balance                  37,573  5.2 0.0 5.2 FNQ 5292 10002   

FNQ Torres (S) Umagico (L) 12.00 7                  1,917  0.3 0.0 0.3 FNQ 270 10002   
  
 Cluster Totals  101.2 105.0 -3.8   102435   267374.3 
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In terms of doctor to population ratio’s, data as displayed in the Table above would suggest 
that the FNQ cluster is relatively well supplied with a nominal excess of 3.8 doctors.  
However, these calculations do not take into account, the vast area covered, low population 
density, relatively high Indigenous population and the fact that not all Queensland Health 
practitioners in locations such as Atherton, Mareeba, Innisfail and Thursday Island provide 
full-time primary health care services. In terms of standard whole patient equivalents per full 
time workload equivalent the divisional figure of 1,024 is considerably higher than the state 
average of 949.  The lower number of non-referred attendances per standard whole patient 
equivalent (5.33) would suggest that in areas where private practice is non-viable, 
Queensland Health or the RFDS are major providers of primary health care services in these 
locations.  Data compiled by the QRMSA suggests that the average hours worked by 
practitioners in the Far North Queensland cluster is 46.65 hours per week (N91). For males 
the average weekly hours were 52.39 (N56) and for females 37.46 (N35). 
 
5.1.2 Nor thern Queensland Rural cluster  

 
  
The Northern Queensland Rural cluster approximates the Northern and Western Queensland 
Primary Health Care division. The Indigenous communities of Kowayama and Pormpuraaw 
have been included in this cluster and the town of Cardwell excluded. 
 
The Northern Queensland Rural cluster comprises 13 LGA’s/SLA’s and covers an area of 
409,537 square kilometers102 as detailed in map above. Estimated resident population as at 
August 7th 2001 was 93,953.103 Based on Census night counts, approximately 14.29% 
(13,426) of the clusters population is Aboriginal or Torres Strait Islander.102 
 

                                                 
102 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS. 
103 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Data as shown in Table 30 indicates that 93 medical practitioners service the region. Thirty 
nine of these are private practitioners, while 9 are Queensland Health employees with the 
right to private practice. GP Academics comprise 4 positions with GP services provided 
mainly on a relief and non-fulltime basis. The Aboriginal Community Controlled Health 
Service in Mount Isa normally employs 1 to 2 GP’s as does the Mount Isa Mines. Queensland 
Health employ approximately 34 non-specialist Medical practitioners for this region. The 
majority are based in Mount Isa with regular rotations of staff to Aboriginal and Torres 
Straight communities in Doomadgee and Gununa. 
 
The Mount Isa Base Hospital is a major regional provider and support service for the 
Northern Queensland Rural cluster and normally provides 7 to 8 Specialist staff to support 
both primary and secondary care in the region.  These providers have not been included in 
regional numbers. 
 
Data from the HIC (see Table 28) suggests that the full-time workload equivalent for the 
Northern and Western Queensland Primary Health Care division is 64 FWE. This calculation 
does not equate with the known number of private providers for the region and it is possible 
that that the FWE’s may be inflated by Queensland Health’s practice of billing HIC for 
primary care and emergency treatment of Indigenous patients in particular locations through 
agreements with the Commonwealth. 
 
The RFDS also provides primary care services in many of the more isolated communities in 
this cluster. Locations where the RFDS provide General Practice clinics include; 
Kowanyama, Pormpuraaw, Bedourie, Boulia, Burketown, Camooweal, Dajarra, Gregory 
Downs, McKinlay and Urandangie. 
 
Practitioner type by location is displayed in Table 30 while Table 31 provides Population and 
medical workforce supply estimates for the Northern Queensland Rural cluster. 
 
Table 30:  Practitioner type by location 
TownName ACCHS GP©s GP/Acad GP/Comp RFDS MORPP MS MSRPPRMO SMOGrand Total
 AYR  8     1  1  10 
 BOWEN  9     1   1 11 
 CHARTERS TOWERS  8       1 2 11 
 CLONCURRY      1  1   2 
 COLLINSVILLE      1  1   2 
 DOOMADGEE         1  1 
 GUNUNA         1 1 2 
 HOME HILL  3         3 
 HUGHENDEN        1   1 
 INGHAM  6     1   1 8 
 JULIA CREEK        1   1 
 MOUNT ISA 1 5 4 1 4    19 1 35 
 NORMANTON      1  1   2 
 PALM ISLAND         2  2 
 RICHMOND        1   1 
 KOWANYAMA     1      1 
 Grand Total 1 39 4 1 5 3 3 6 25 6 93 
 
Again, based on doctor to population ratio’s, data as displayed in Table 31 (below) it could be 
suggested that the NQR cluster is relatively well supplied. Data would tend to suggest that 
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potential demand and supply are in balance. However, again these calculations do not take 
into account, the vast area covered, low population density, relatively high Indigenous 
population and the fact that not all Queensland Health practitioners in locations such as 
Mount Isa, Ingham and Ayr provide provide full-time primary health care services.  The 
relatively low number of non-referred attendances per standard whole patient equivalent and 
the relatively high number of standard whole patient equivalents per full-time workload 
equivalent would suggest that overall, access to medical service is less than ideal. Data 
compiled by the QRMSA suggests that the average hours worked by practitioners in the 
North Queensland Rural cluster is 50.98 hours per week (N66). For males the average weekly 
hours were 54.44 (N51) and for females 39.60 (N15). 
 
Table 31:  Population and medical workforce supply estimates for  the Nor thern Queensland Rural cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

NQR Bowen (S) Bowen 5.03 6        55,522  7.7 11.0 -3.3 NQR 7820 12423 21177 

NQR Bowen (S) Bowen Balance            16,564  2.3 0.0 2.3 NQR 2333 12423   

NQR Bowen (S) Collinsville 6.26 6        14,342  2.0 2.0 -0.0 NQR 2020 12423   

NQR Bowen (S) Merinda (L) 5.10 6          1,775  0.2 0.0 0.2 NQR 250 12423   

NQR Burdekin (S) Alva Beach              1,775  0.2 0.0 0.2 NQR 250 18466 5053.4 

NQR Burdekin (S) Ayr 4.03 5        61,202  8.5 10.0 -1.5 NQR 8620 18466   

NQR Burdekin (S) Brandon (L) 4.02 5          6,532  0.9 0.0 0.9 NQR 920 18466   

NQR Burdekin (S) Burdekin Balance            33,910  4.7 0.0 4.7 NQR 4776 18466   

NQR Burdekin (S) Giru (L) 4.08 5          3,124  0.4 0.0 0.4 NQR 440 18466   

NQR Burdekin (S) Home Hill 4.23 5        21,939  3.1 3.0 0.1 NQR 3090 18466   

NQR Burdekin (S) Kalamia Estate (L) 4.09 5          2,627  0.4 0.0 0.4 NQR 370 18466   

NQR Burke (S) Burke Balance              5,545  0.8 0.0 0.8 NQR 781 1711 41989.5 

NQR Burke (S) Burketown (L) 11.96 7          1,207  0.2 0.0 0.2 NQR 170 1711   

NQR Burke (S) Doomadgee (L) 11.99 7          5,396  0.8 1.0 -0.2 NQR 760 1711   

NQR Carpentaria (S) Kowanyama (L) 11.50 7          6,887  1.0 1.0 -0.0 FNQ 970 3927   

NQR Carpentaria (S) Pormpuraaw (L) 11.82 7          3,905  0.5 0.0 0.5 FNQ 550 3927   

NQR Carpentaria (S) Carpentaria Balance              4,452  0.6 0.0 0.6 NQR 627 3927 68335.4 

NQR Carpentaria (S) Karumba 11.82 7          3,763  0.5 0.0 0.5 NQR 530 3927   

NQR Carpentaria (S) Normanton 11.77 7          8,875  1.2 2.0 -0.8 NQR 1250 3927   

NQR Charters Towers (C) Charters Towers 4.55 5        61,983  8.6 11.0 -2.4 NQR 8730 8730 42 

NQR Cloncurry (S) Cloncurry 8.22 7        17,182  2.4 2.0 0.4 NQR 2420 3927 48112.1 

NQR Cloncurry (S) Cloncurry Balance              9,138  1.3 0.0 1.3 NQR 1287 3927   

NQR Cloncurry (S) Dajarra (L) 8.58 7          1,562  0.2 0.0 0.2 NQR 220 3927   

NQR Dalrymple (S) Dalrymple Balance            20,420  2.8 0.0 2.8 NQR 2876 3516 68346.1 

NQR Dalrymple (S) Greenvale   7          1,420  0.2 0.0 0.2 NQR 200 3516   

NQR Dalrymple (S) Pentland (L) 7.01 7          1,136  0.2 0.0 0.2 NQR 160 3516   

NQR Dalrymple (S) Ravenswood 5.70 7          1,988  0.3 0.0 0.3 NQR 280 3516   

NQR Flinders (S) Flinders Balance              4,636  0.6 0.0 0.6 NQR 653 2073 41537.9 

NQR Flinders (S) Hughenden 10.27 7        10,082  1.4 1.0 0.4 NQR 1420 2073   

NQR Hinchinbrook (S) Allingham 4.66 5          7,952  1.1 0.0 1.1 NQR 1120 14700 2882.2 
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NQR Hinchinbrook (S) Cordelia 4.64 5        14,058  2.0 0.0 2.0 NQR 1980 14700   

NQR Hinchinbrook (S) Halifax (L) 4.69 5          3,905  0.5 0.0 0.5 NQR 550 14700   

NQR Hinchinbrook (S) Hinchinbrook Balance            14,662  2.0 0.0 2.0 NQR 2065 14700   

NQR Hinchinbrook (S) Ingham 4.30 5        36,423  5.1 8.0 -2.9 NQR 5130 14700   

NQR Hinchinbrook (S) Lucinda (L) 4.88 5          3,124  0.4 0.0 0.4 NQR 440 14700   

NQR Hinchinbrook (S) Macknade (L) 4.62 5          2,911  0.4 0.0 0.4 NQR 410 14700   

NQR Hinchinbrook (S) Palm Islands 9.20 5        16,366  2.3 2.0 0.3 NQR 2305 14700   

NQR Hinchinbrook (S) Taylors Beach (L) 4.82 5          2,556  0.4 0.0 0.4 NQR 360 14700   

NQR Hinchinbrook (S) Trebonne (L) 4.50 5          2,414  0.3 0.0 0.3 NQR 340 14700   

NQR McKinlay (S) Julia Creek (L) 10.46 7          3,408  0.5 1.0 -0.5 NQR 480 1059 40885.4 

NQR McKinlay (S) McKinlay Balance              4,111  0.6 0.0 0.6 NQR 579 1059   

NQR Mornington (S) Mornington Balance 12.00 7          7,647  1.1 2.0 -0.9 NQR 1077 1077 1231.2 

NQR Mount Isa (C) Camooweal (L) 9.58 6          1,207  0.2 0.0 0.2 NQR 170 21187 43342.5 

NQR Mount Isa (C) Mount Isa 6.02 6      148,177  20.6 35.0 -14.4 NQR 20870 21187   

NQR Mount Isa (C) Mount Isa Balance              1,044  0.1 0.0 0.1 NQR 147 21187   

NQR Richmond (S) Richmond (L) 11.02 7          4,970  0.7 1.0 -0.3 NQR 700 1157 26602.3 

NQR Richmond (S) Richmond Balance              3,245  0.5 0.0 0.5 NQR 457 1157   

Cluster totals 92.8 93.0 -0.2  93953  409537 

 
5.1.3 Central Rural Queensland cluster  

 
 
The Central Rural Queensland cluster comprises 9 LGA’s/SLA’s and covers an area of 
129,671 square kilometers104 as detailed in map above. Estimated resident population as at 
                                                 
104 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS.  
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August 7th 2001 was 62,157.105 Based on Census night counts, approximately 4.45% (2,765) 
of the clusters population is Aboriginal or Torres Strait Islander.104 
 
Data as shown in Table 32 indicates that 41 medical practitioners service the region. Twenty 
three of these are private practitioners, while 13 are Queensland Health employees with the 
right to private practice. The remaining 6 practitioners are salaried Queensland Health 
employees. 
 
Data from the HIC (see Table 28) suggests that the full-time workload equivalent for the 
Central Rural Queensland division is 38 FWE.  This calculation appears reasonable in light of 
the 35 practitioners in the region providing private practice services.   
 
Based on the clusters population, it would appear that there are significant discrepancies 
between medical workforce supply and potential demand (deficiency of approximately 20 
practitioners). However, it probably needs to be acknowledged that the region incorporates a 
significant number of mining communities who, due to relative proximity to coastal towns 
may access their medical services in these provincial and coastal communities. HIC data 
suggests that the average number of non-referred attendances per standard whole patient 
equivalent is 5.46, considerably lower than the state average of 6.22.  
 
Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
Central Rural Queensland cluster is 52.29 hours per week (N33). For males the average 
weekly hours were 59.85 (N23) and for females 34.90 (N10). Table 32 displays practitioner 
type by location while Table 33 displays population and medical workforce supply estimates 
for the Central Rural Queensland cluster. 
 
Table 32:  Practitioner type by location 
 TownName GPs MORPP MS MSRPP RMO SMO Grand Total 
 BARALABA    1   1 
 BILOELA 3 1  1   5 
 BLACKWATER 1  1    2 
 CLERMONT  1  1   2 
 DYSART    1   1 
 EMERALD 8  1  2 2 13 
 MIDDLEMOUNT 1      1 
 MONTO 1   1   2 
 MORANBAH 2   1   3 
 MOUNT MORGAN 1   1   2 
 MOURA 1   1   2 
 SPRINGSURE 1   1   2 
 THEODORE 1   1   2 
 TIERI 2      2 
 WOORABINDA    1   1 
Grand Total 22 2 2 11 2 2 42 
 

                                                 
105 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Table 33:  Population and medical workforce supply estimates for  the Central Rural Queensland cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

CQR Banana (S) Banana 3.56 5             710  0.1 0.0 0.1 CQR 100 14369 15754.8 

CQR Banana (S) Banana Balance            40,179  5.6 0.0 5.6 CQR 5659 14369   

CQR Banana (S) Baralaba (L) 4.12 5          1,704  0.2 1.0 -0.8 CQR 240 14369   

CQR Banana (S) Biloela 2.72 5        37,346  5.2 5.0 0.2 CQR 5260 14369   

CQR Banana (S) Cracow 5.45 5             355  0.0 0.0 0.0 CQR 50 14369   

CQR Banana (S) Goovigen 3.05 5             355  0.0 0.0 0.0 CQR 50 14369   

CQR Banana (S) Moura 4.03 5        14,058  2.0 2.0 -0.0 CQR 1980 14369   

CQR Banana (S) Thangool (L) 2.96 5          2,698  0.4 0.0 0.4 CQR 380 14369   

CQR Banana (S) Theodore (L) 4.79 5          3,621  0.5 2.0 -1.5 CQR 510 14369   

CQR Banana (S) Wowan 3.18 5             994  0.1 0.0 0.1 CQR 140 14369   

CQR Bauhinia (S) Bauhinia Balance            10,295  1.4 0.0 1.4 CQR 1450 2262 23641.3 

CQR Bauhinia (S) Rolleston 6.39 7             710  0.1 0.0 0.1 CQR 100 2262   

CQR Bauhinia (S) Springsure (L) 6.25 7          4,118  0.6 2.0 -1.4 CQR 580 2262   

CQR Belyando (S) Bellyando Balance              7,640  1.1 0.0 1.1 CQR 1076 9936 30280.7 

CQR Belyando (S) Clermont 6.99 6        15,762  2.2 2.0 0.2 CQR 2220 9936   

CQR Belyando (S) Moranbah 5.17 6        47,144  6.6 3.0 3.6 CQR 6640 9936   

CQR Broadsound (S) Broadsound Balance            20,256  2.8 0.0 2.8 CQR 2853 6523 18546.2 

CQR Broadsound (S) Carmilla 4.97 7             781  0.1 0.0 0.1 CQR 110 6523   

CQR Broadsound (S) Clairview              1,065  0.1 0.0 0.1 CQR 150 6523   

CQR Broadsound (S) Dysart 6.10 7          8,591  1.2 1.0 0.2 CQR 1210 6523   

CQR Broadsound (S) Middlemount 6.01 7        14,555  2.0 1.0 1.0 CQR 2050 6523   

CQR Broadsound (S) St Lawrence 5.60 7          1,065  0.1 0.0 0.1 CQR 150 6523   

CQR Duaringa (S) Blackwater 4.02 6        40,186  5.6 2.0 3.6 CQR 5660 7659 18142.9 

CQR Duaringa (S) Bluff (L) 3.96 6          2,982  0.4 0.0 0.4 CQR 420 7659   

CQR Duaringa (S) Dingo 3.89 6             852  0.1 0.0 0.1 CQR 120 7659   

CQR Duaringa (S) Duaringa (L) 3.81 6          1,633  0.2 0.0 0.2 CQR 230 7659   

CQR Duaringa (S) Duaringa Balance                 703  0.1 0.0 0.1 CQR 99 7659   

CQR Duaringa (S) Woorabinda 4.85 6          8,023  1.1 1.0 0.1 CQR 1130 7659   

CQR Emerald (S) Emerald 5.06 6        70,929  9.9 13.0 -3.1 CQR 9990 13009 10364.5 

CQR Emerald (S) Emerald Balance            13,625  1.9 0.0 1.9 CQR 1919 13009   

CQR Emerald (S) Rubyvale (L) 6.59 6          3,124  0.4 0.0 0.4 CQR 440 13009   

CQR Emerald (S) Sapphire (L) 6.43 6          3,337  0.5 0.0 0.5 CQR 470 13009   

CQR Emerald (S) Willows Gemfields (L) 6.47 6          1,349  0.2 0.0 0.2 CQR 190 13009   

CQR Monto (S) Monto 4.10 5          8,733  1.2 2.0 -0.8 CQR 1230 2534 4321.8 

CQR Monto (S) Monto Balance              9,258  1.3 0.0 1.3 CQR 1304 2534   

CQR Mount Morgan (S) Mount Morgan 2.36 5        17,040  2.4 2.0 0.4 CQR 2400 2952 491.9 

CQR Mount Morgan (S) Mount Morgan (S) Bal              3,919  0.5 0.0 0.5 CQR 552 2952   

CQR Peak Downs (S) Capella (L) 6.15 7          5,112  0.7 0.0 0.7 CQR 720 3145 8126.5 

CQR Peak Downs (S) Peak Downs Bal              5,432  0.8 0.0 0.8 CQR 765 3145   

CQR Peak Downs (S) Tieri 6.36 7        11,076  1.5 2.0 -0.5 CQR 1560 3145   

Cluster totals 61.4 41.0 20.4  62157  129670.6 
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5.1.4 Southern Rural Queensland cluster  

 
 
The Southern Queensland Rural cluster comprises 35 LGA’s/SLA’s and covers an area of 
425,603 square kilometers106 as detailed in map above.  Due to LGA/SLA combinations the 
towns of Canungra and Tamborine North that are nominally part of the Gold Coast Division 
have been included in this cluster. Similarly, Goombungee from the Toowoomba division and 
Blackbutt from the Ipswich and West Moreton division have also been included. Estimated 
resident population for this cluster as at August 7th 2001 was 189,785.107 Based on Census 
night counts, approximately 4.04% (7,661) of the clusters population is Aboriginal or Torres 
Strait Islander.106 

 

Data as shown in Table 34 indicates that 176 medical practitioners provide services on a 
regular basis in this cluster. One hundred and twenty one (121) of these are private 
practitioners, while 24 are Queensland Health employees with the right to private practice. 
There are five practitioners working in Aboriginal Community Controlled Health Services 
and 1 RFDS practitioner based at Charleville.  In addition, there are 25 salaried Queensland 
Health practitioners in this cluster. 
 
There were a number of significant boundary changes for the Southern Queensland Rural 
cluster as from 1st July 2002 with practitioners in the Hervey Bay, Maryborough, Biggenden,  
Mundubbera, Nanango and Eidsvold LGA’s/SLA’s electing to join the Wide Bay Division of 
General Practice.  Examination of HIC useage data as shown in Table 28 based on previous 
boundaries would suggest that the Southern Queensland rural cluster was relatively well 
supplied in terms of medical service provision in comparision to many other rural and 
provincial divisions.  In terms of standard whole patient equivalents per full time workload 
equivalents the divisional figure of 899 was lower than the state average of 949.  However, 

                                                 
106 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS.  
107 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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the lower number of non-referred attendances per standard whole patient equivalent (5.85) 
would suggest that Queensland Health practitioners provide Primary Care services in many 
areas.  
 
Examination of data based on current boundaries and known practitioners would suggest that 
the cluster is undersupplied in terms of medical service provision with a theoretical shortfall 
of 11.5 practitioners.  In consideration of the vast area covered by practitioners in this cluster, 
the provision of adequate medical services in these regions becomes even more problematic.  
 
Table 34:  Practitioner type by location 

TownName ACCHS GP©s MORPP MS MSRPP RFDS RMO SMO 
Grand 
Total 

 ALLORA  2       2 
 AUGATHELLA     1    1 
 BEAUDESERT  13     1 1 15 
 BLACKBUTT  1       1 
 CANUNGRA  5       5 
 CHARLEVILLE  2  1  1 1 1 6 
 CHERBOURG 2       2 4 
 CHINCHILLA  2 3      5 
 CLIFTON  1       1 
 CUNNAMULLA     1    1 
 DALBY 2 9  1   1 1 14 
 DIRRANBANDI     1    1 
 GOOMBUNGEE  1       1 
 GOONDIWINDI  9      1 10 
 INGLEWOOD  1   1    2 
 INJUNE     1    1 
 JANDOWAE     1    1 
 KILCOY  1   1    2 
 KILLARNEY  1       1 
 KINGAROY  10  1   3  14 
 MALENY  7   1    8 
 MILES  2 1  1    4 
 MILLMERRAN  2       2 
 MITCHELL     1    1 
 MUNGINDI     1    1 
 MURGON  5   2    7 
 NANANGO  3   1    4 
 NTH TAMBORINE  6       6 
 QUILPIE     1    1 
 ROMA  7  1   2 1 11 
 ST GEORGE 1 4  1     6 
 STANTHORPE  8  1   1  10 
 SURAT     1    1 
 TARA  1   1    2 
 TAROOM     1    1 
 TEXAS  1   1    2 
 WARWICK  16  1    2 19 
 WONDAI     1    1 
 YARRAMAN  1       1 
Grand Total 5 121 4 7 20 1 9 9 176 
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Table 35:  Population and medical workforce supply estimates for  the Southern Queensland rural cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

SQR Balonne (S) Balonne Balance            16,713  2.3 0.0 2.3 SQR 2354 5564 31144 

SQR Balonne (S) Bollon 9.23 7          1,065  0.1 0.0 0.1 SQR 150 5564   

SQR Balonne (S) Dirranbandi (L) 8.58 7          2,911  0.4 1.0 -0.6 SQR 410 5564   

SQR Balonne (S) Mungindi (Part) (L) 6.66 4             639  0.1 1.0 -0.9 SQR 90 5564   

SQR Balonne (S) St George 7.54 7        17,537  2.4 6.0 -3.6 SQR 2470 5564   

SQR Balonne (S) Thallon 7.22 7             639  0.1 0.0 0.1 SQR 90 5564   

SQR Beaudesert (S) Pt B Canungra (L) 0.81 5          3,621  0.5 5.0 -4.5 GCDGP 510 26380   

SQR Beaudesert (S) Pt B Eagle Heights 0.61 5        15,549  2.2 0.0 2.2 GCDGP 2190 26380   

SQR Beaudesert (S) Pt B Mount Tamborine (L) 0.69 5          6,035  0.8 0.0 0.8 GCDGP 850 26380   

SQR Beaudesert (S) Pt B Tamborine North 0.65 5          9,017  1.3 6.0 -4.7 GCDGP 1270 26380   

SQR Beaudesert (S) Pt B Beaudesert 1.36 5        27,974  3.9 15.0 -11.1 SQR 3940 26380 2509.7 

SQR Beaudesert (S) Pt B Beaudesert Balance          117,931  16.4 0.0 16.4 SQR 16610 26380   

SQR Beaudesert (S) Pt B Kooralbyn (L) 1.80 5          5,396  0.8 0.0 0.8 SQR 760 26380   

SQR Beaudesert (S) Pt B Rathdowney (L) 2.17 5          1,775  0.2 0.0 0.2 SQR 250 26380   

SQR Bendemere (S) Bendemere Balance              3,706  0.5 0.0 0.5 SQR 522 992 3928.1 

SQR Bendemere (S) Wallumbilla (L) 5.04 7          1,846  0.3 0.0 0.3 SQR 260 992   

SQR Bendemere (S) Yuleba (L) 4.99 7          1,491  0.2 0.0 0.2 SQR 210 992   

SQR Booringa (S) Booringa Balance              6,376  0.9 0.0 0.9 SQR 898 1908 27826.3 

SQR Booringa (S) Mitchell (L) 7.19 7          7,171  1.0 1.0 -0.0 SQR 1010 1908   

SQR Bulloo (S) Bulloo Balance              1,718  0.2 0.0 0.2 SQR 242 462 73804.9 

SQR Bulloo (S) Thargomindah (L) 11.37 7          1,562  0.2 0.0 0.2 SQR 220 462   

SQR Bungil (S) Bungil Balance            11,076  1.5 0.0 1.5 SQR 1560 1951 13337.6 

SQR Bungil (S) Injune (L) 7.21 7          2,776  0.4 1.0 -0.6 SQR 391 1951   

SQR Caloundra (C) Hin Maleny (L) 1.20 5          7,739  1.1 8.0 -6.9 SQR 1090 7402 505.6 

SQR Caloundra (C) Hin Caloundra (C) Hin (Bal)            44,815  6.2 0.0 6.2 SQR 6312 7402   

SQR Cambooya (S) Cambooya (L) 0.79 5          5,467  0.8 0.0 0.8 SQR 770 5091 631.4 

SQR Cambooya (S) Cambooya Balance            22,372  3.1 0.0 3.1 SQR 3151 5091   

SQR Cambooya (S) Greenmount (L) 0.19 5          2,130  0.3 0.0 0.3 SQR 300 5091   

SQR Cambooya (S) Wyreema (L) 0.67 5          6,177  0.9 0.0 0.9 SQR 870 5091   

SQR Chinchilla (S) Chinchilla 3.47 5        23,714  3.3 5.0 -1.7 SQR 3340 6058 8700.5 

SQR Chinchilla (S) Chinchilla Balance            19,298  2.7 0.0 2.7 SQR 2718 6058   

SQR Clifton (S) Clifton (L) 1.36 5          6,248  0.9 1.0 -0.1 SQR 880 2470 867.4 

SQR Clifton (S) Clifton Balance            11,289  1.6 0.0 1.6 SQR 1590 2470   

SQR Dalby (T) Dalby 1.45 5        71,923  10.0 14.0 -4.0 SQR 10130 10130 47.8 

SQR Goondiwindi (T) Goondiwindi 4.93 5        34,222  4.8 10.0 -5.2 SQR 4820 4820 14.6 

SQR Inglewood (S) Inglewood (L) 3.46 5          6,461  0.9 2.0 -1.1 SQR 910 2675 5878.8 

SQR Inglewood (S) Inglewood Balance              6,994  1.0 0.0 1.0 SQR 985 2675   

SQR Inglewood (S) Texas (L) 4.21 5          5,538  0.8 2.0 -1.2 SQR 780 2675   

SQR Kilcoy (S) Kilcoy 1.71 5        10,934  1.5 2.0 -0.5 SQR 1540 3307 1445.2 

SQR Kilcoy (S) Kilcoy Balance            12,546  1.7 0.0 1.7 SQR 1767 3307   

SQR Kilkivan (S) Goomeri (L) 2.81 5          3,266  0.5 0.0 0.5 SQR 460 3226 3264.4 
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SQR Kilkivan (S) Kilkivan (L) 2.65 5          2,556  0.4 0.0 0.4 SQR 360 3226   

SQR Kilkivan (S) Kilkivan Balance            17,083  2.4 0.0 2.4 SQR 2406 3226   

SQR Kingaroy (S) Kingaroy 2.08 5        51,546  7.2 14.0 -6.8 SQR 7260 11835 2422.1 

SQR Kingaroy (S) Kingaroy Balance            32,483  4.5 0.0 4.5 SQR 4575 11835   

SQR Millmerran (S) Cecil Plains (L) 1.88 5          1,775  0.2 0.0 0.2 SQR 250 3494 4520.7 

SQR Millmerran (S) Millmerran 2.39 5          7,668  1.1 2.0 -0.9 SQR 1080 3494   

SQR Millmerran (S) Millmerran Balance            15,364  2.1 0.0 2.1 SQR 2164 3494   

SQR Murgon (S) Cherbourg 2.76 5          7,952  1.1 2.0 -0.9 SQR 1120 4830 695.3 

SQR Murgon (S) Murgon 2.75 5        15,265  2.1 9.0 -6.9 SQR 2150 4830   

SQR Murgon (S) Murgon Balance            11,076  1.5 0.0 1.5 SQR 1560 4830   

SQR Murilla (S) Miles 4.60 7          8,165  1.1 4.0 -2.9 SQR 1150 2726 6074 

SQR Murilla (S) Murilla Balance            11,190  1.6 0.0 1.6 SQR 1576 2726   

SQR Murweh (S) Augathella (L) 10.35 7          3,053  0.4 1.0 -0.6 SQR 430 5014 40739.9 

SQR Murweh (S) Charleville 10.38 7        23,572  3.3 6.0 -2.7 SQR 3320 5014   

SQR Murweh (S) Murweh Balance              8,974  1.2 0.0 1.2 SQR 1264 5014   

SQR Nanango (S) Blackbutt (L) 2.06 5          3,905  0.5 1.0 -0.5 IWMDGP 550 8546 1734.6 

SQR Nanango (S) Nanango 2.05 5        20,235  2.8 4.0 -1.2 SQR 2850 8546   

SQR Nanango (S) Nanango Balance            36,537  5.1 0.0 5.1 SQR 5146 8546   

SQR Paroo (S) Cunnamulla 10.65 7        10,224  1.4 1.0 0.4 SQR 1440 2226 47727 

SQR Paroo (S) Paroo Balance              5,581  0.8 0.0 0.8 SQR 786 2226   

SQR Quilpie (S) Quilpie (L) 11.30 7          5,254  0.7 1.0 -0.3 SQR 740 1100 67612.8 

SQR Quilpie (S) Quilpie Balance              2,556  0.4 0.0 0.4 SQR 360 1100   

SQR Roma (T) Roma 5.15 6        41,038  5.7 11.0 -5.3 SQR 5780 6673 77.7 

SQR Roma (T) Roma Balance              6,340  0.9 0.0 0.9 SQR 893 6673   

SQR Rosalie (S) Pt B Yarraman (L) 2.02 5          6,248  0.9 1.0 -0.1 SQR 880 4616   

SQR Rosalie (S) Pt B Goombungee (L) 1.15 5          4,970  0.7 1.0 -0.3 Toowoomba 700 4616 2105.6 

SQR Stanthorpe (S) Stanthorpe 2.71 5        30,672  4.3 10.0 -5.7 SQR 4320 10383 2696.9 

SQR Stanthorpe (S) Stanthorpe Balance            39,426  5.5 0.0 5.5 SQR 5553 10383   

SQR Stanthorpe (S) Wallangarra (L) 3.62 5          2,911  0.4 0.0 0.4 SQR 410 10383   

SQR Tara (S) Tara (L) 3.67 7          6,035  0.8 2.0 -1.2 SQR 850 3865 11679.9 

SQR Tara (S) Tara Balance            21,407  3.0 0.0 3.0 SQR 3015 3865   

SQR Taroom (S) Taroom (L) 6.53 7          4,757  0.7 1.0 -0.3 SQR 670 2667 18644.9 

SQR Taroom (S) Taroom Balance            10,984  1.5 0.0 1.5 SQR 1547 2667   

SQR Taroom (S) Wandoan (L) 5.87 7          3,195  0.4 0.0 0.4 SQR 450 2667   

SQR Tiaro (S) Tiaro (L) 1.98 5          2,911  0.4 0.0 0.4 SQR 410 4693 2187 

SQR Tiaro (S) Tiaro Balance            30,409  4.2 0.0 4.2 SQR 4283 4693   

SQR Waggamba (S) Waggamba Balance            19,475  2.7 0.0 2.7 SQR 2743 2953 13399.8 

SQR Waggamba (S) Yelarbon (L) 4.47 7          1,491  0.2 0.0 0.2 SQR 210 2953   

SQR Wambo (S) Bell (L) 2.20 5          1,917  0.3 0.0 0.3 SQR 270 5232 5712.8 

SQR Wambo (S) Jandowae (L) 2.67 5          5,183  0.7 1.0 -0.3 SQR 730 5232   

SQR Wambo (S) Wambo Balance            30,047  4.2 0.0 4.2 SQR 4232 5232   

SQR Warroo (S) Surat (L) 5.62 7          2,698  0.4 1.0 -0.6 SQR 380 1037 13659.4 

SQR Warroo (S) Warroo Balance              4,665  0.6 0.0 0.6 SQR 657 1037   

SQR Warwick (S) Allora (L) (North) 1.29 5        17,892  2.5 2.0 0.5 SQR 2520 21335 4422.5 

SQR Warwick (S) Killarney (L) (East) 2.01 5        30,090  4.2 1.0 3.2 SQR 4238 21335   

SQR Warwick (S) Warwick (Central) 1.29 4        80,613  11.2 19.0 -7.8 SQR 11354 21335   

SQR Warwick (S) Warwick Balance (West)            21,392  3.0 0.0 3.0 SQR 3013 21335   

SQR Warwick (S) Yangan (L) (East) 1.62 5          1,491  0.2 0.0 0.2 SQR 210 21335   

SQR Wondai (S) Proston (L) 3.37 5          1,704  0.2 0.0 0.2 SQR 240 4210 3577.7 

SQR Wondai (S) Wondai 2.67 5          9,585  1.3 1.0 0.3 SQR 1350 4210   



 

Analysis of the Queensland Rural and Remote Medical Workforce – First Report – 30th June 2003 

99 

SQR Wondai (S) Wondai Balance            18,602  2.6 0.0 2.6 SQR 2620 4210   

SQR Woocoo (S) Woocoo Balance            21,655  3.0 0.0 3.0 SQR 3050 3050 2005.8 

Cluster totals  187.5 176.0 11.5  189785  425602.7 

 
The RFDS base operating from Charleville also provides primary care services for some of 
the more isolated communities in this cluster.  Locations where the RFDS conduct General 
Practice clinics include; Adavale, Birdsville; Eromanga, Eulo, Jundah, Stonehenge, 
Thargomindah, Windorah, Yaraka and Yowah. 
 
Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
Southern Queensland Rural cluster is 50.61 hours per week (N119). For males the average 
weekly hours were 55.29 (N84) and for females 39.40 (N35). 
 
5.1.5 Central West Queensland cluster  

 
 
The Central West Queensland cluster comprises 12 LGA’s/SLA’s and covers an area of 396, 
639 square kilometers108 as detailed in map above. Estimated resident population for this 
cluster as at August 7th 2001 was 13,566.109 Based on Census night counts, approximately 
5.5% (747) of the clusters population is Aboriginal or Torres Strait Islander.108 

 

Data as shown in Table 36 indicates that 13 medical practitioners provide services on a 
regular basis in this cluster. Seven are private practitioners while six are Queensland Health 
employees with the right of private practice.  HIC data for this cluster suggests that the Full-
time workload equivalent for the region is 11 (see Table 28) which is reasonable given the 
difficulty in attracting and retaining medical practitioners in this region on a permanent basis.  
The number of non-referred attendances per standard whole patient equivalent (5.07) is the 
lowest for the whole state and possibly reflects both the low population dispersion over a 
large area and the use of Queensland Health facilities for primary care provision. 
                                                 
108 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS. 
109 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
Central West Queensland cluster is 46.0 hours per week (N10). For males the average weekly 
hours were 51.67 (N6) and for females 37.5 (N4). 
 
Table 36  Practitioner type by location 
TownName GPs MORPP MSRPP Grand Total 
 ALPHA   1 1 
 ARAMAC   1 1 
 BARCALDINE  1 1 2 
 BLACKALL   1 1 
 LONGREACH 6   6 
 WINTON 1  1 2 
Grand Total 7 1 5 13 
 
 
Table 37: Population and medical workforce supply estimates for  the Central West Queensland cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

CWQ Aramac (S) Aramac (L) 11.05 7          2,769  0.4 1.0 -0.6 CWQR 390 734 23360.8 

CWQ Aramac (S) Aramac Balance              1,590  0.2 0.0 0.2 CWQR 224 734   

CWQ Aramac (S) Muttaburra 11.24 7             852  0.1 0.0 0.1 CWQR 120 734   

CWQ Barcaldine (S) Barcaldine 11.03 7        10,650  1.5 2.0 -0.5 CWQR 1500 1746 8443.4 

CWQ Barcaldine (S) Barcaldine Balance              1,747  0.2 0.0 0.2 CWQR 246 1746   

CWQ Barcoo (S) Barcoo Balance              2,272  0.3 0.0 0.3 CWQR 320 440 61974.2 

CWQ Barcoo (S) Jundah 11.84 7             497  0.1 0.0 0.1 CWQR 70 440   

CWQ Barcoo (S) Windorah 11.78 7             355  0.0 0.0 0.0 CWQR 50 440   

CWQ Blackall (S) Blackall 10.91 7          8,733  1.2 1.0 0.2 CWQR 1230 1806 16384.3 

CWQ Blackall (S) Blackall Balance              4,090  0.6 0.0 0.6 CWQR 576 1806   

CWQ Boulia (S) Boulia (L) 11.04 7          1,846  0.3 0.0 0.3 CWQR 260 577 61092.9 

CWQ Boulia (S) Boulia Balance              2,251  0.3 0.0 0.3 CWQR 317 577   

CWQ Diamantina (S) Birdsville 11.67 7             497  0.1 0.0 0.1 CWQR 70 326 94832.3 

CWQ Diamantina (S) Diamantina Balance              1,818  0.3 0.0 0.3 CWQR 256 326   

CWQ Ilfracombe (S) Ilfracombe Balance 11.49 7          2,577  0.4 0.0 0.4 CWQR 363 363 6575.7 

CWQ Isisford (S) Isisford Balance 11.62 7          2,137  0.3 0.0 0.3 CWQR 301 301 10501.4 

CWQ Jericho (S) Alpha (L) 9.05 7          2,982  0.4 1.0 -0.6 CWQR 420 1103 21872.6 

CWQ Jericho (S) Jericho Balance              3,855  0.5 0.0 0.5 CWQR 543 1103   

CWQ Jericho (S) Jerico 10.03 7             994  0.1 0.0 0.1 CWQR 140 1103   

CWQ Longreach (S) Longreach 11.57 7        23,075  3.2 6.0 -2.8 CWQR 3250 3929 23561.2 

CWQ Longreach (S) Longreach Balance              4,821  0.7 0.0 0.7 CWQR 679 3929   

CWQ Tambo (S) Tambo (L) 10.43 7          2,414  0.3 0.0 0.3 CWQR 340 625 14105.2 

CWQ Tambo (S) Tambo Balance              2,024  0.3 0.0 0.3 CWQR 285 625   

CWQ Winton (S) Winton 11.54 7          7,881  1.1 2.0 -0.9 CWQR 1110 1616 53934.7 

CWQ Winton (S) Winton Balance              3,593  0.5 0.0 0.5 CWQR 506 1616   

 Cluster totals 13.4 13.0 0.4   13566   396638.7 

 



 

Analysis of the Queensland Rural and Remote Medical Workforce – First Report – 30th June 2003 

101 

As from the 1st July 2003, it is anticipated that the Central West Queensland Rural Division 
of General Practice will amalgamate with the Northern and Western Queensland Primary 
Health Care division. The total area to be covered by this amalgamation combined with low 
population densities will present logistical and financial challenges to support and maintain 
adequate medical service provision in this region. 
 
5.1.6 Mackay cluster  

 
 
While the previous fives clusters have explored regions that are classified as entirely rural or 
remote, the following sections will explore clusters that comprise both rural and provincial 
components.  Currently, the QRMSA does not maintain data in relation to provincial and 
urban divisions and as such, will explore current supply and potential demand for the rural 
components of these clusters only.  Potential limitations of this approach are acknowledged, 
however, where appropriate service provision data from the HIC at the divisional level will 
be considered. 
 
The Mackay rural cluster comprises 5 LGA’s/SLA’s and covers an area of 20,078 square 
kilometers110 as detailed in map above. It excludes the city/LGA of Mackay. Estimated 
resident population for this cluster as at August 7th 2001 was 43,904.111 Based on Census 
night counts, approximately 2.26% (994) of the clusters population is Aboriginal or Torres 
Strait Islander.110 

 

Data as shown in Table 38 indicates that 31 medical practitioners provide services on a 
regular basis in this cluster. Twenty seven are private practitioners while 4 are salaried 
Queensland Health employees.  HIC data for this cluster suggests that the Full-time workload 
equivalent for the Mackay division is 97 (see Table 28). Standard whole patient equivalents 
per full-time workload equivalent is 930 which is better than the state average and would 
                                                 
110 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS.  
111 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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suggest that the region is relatively well supplied in terms of medical service provision.  
However, data as displayed in Table 39 would suggest that the rural component of this 
division is undersupplied in terms of medical service provision with an approximate shortfall 
of 12 practitioners. 
 
Table 38: Practitioner type by location 
 TownName GPs MS RMO SMO Grand Total 
 AIRLIE BEACH 9    9 
 GLENDEN 1    1 
 HAMILTON ISLAND 1    1 
 MIRANI 1    1 
 PROSERPINE 6 1 1 1 9 
 SARINA 9  1  10 
 Grand Total 27 1 2 1 31 
 
Table 39: Population and medical workforce supply estimates for  the Mackay cluster   

          

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required         

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

Mackay Mackay (C) Pt B Calen (L) 4.87 5          1,704  0.2 0.0 0.2 Mackay 240 11202 2639.3 

Mackay Mackay (C) Pt B Eton (L) 4.22 5          2,485  0.3 0.0 0.3 Mackay 350 11202   

Mackay Mackay (C) Pt B Seaforth (L) 4.82 5          2,343  0.3 0.0 0.3 Mackay 330 11202   

Mackay Mackay (C) Pt B Mackay Pt B Bal            73,002  10.2 0.0 10.2 Mackay 10282 11202   

Mackay Mirani (S) Finch Hatton (L) 5.15 5          1,917  0.3 0.0 0.3 Mackay 270 5271 3280.1 

Mackay Mirani (S) Marian (L) 4.27 5          4,686  0.7 0.0 0.7 Mackay 660 5271   

Mackay Mirani (S) Mirani (L) 4.49 5          3,550  0.5 1.0 -0.5 Mackay 500 5271   

Mackay Mirani (S) Mirani Balance            27,271  3.8 0.0 3.8 Mackay 3841 5271   

Mackay Nebo (S) Glenden 6.16 7          9,443  1.3 1.0 0.3 Mackay 1330 2113 10035.3 

Mackay Nebo (S) Nebo 5.42 7          1,136  0.2 0.0 0.2 Mackay 160 2113   

Mackay Nebo (S) Nebo Balance              4,423  0.6 0.0 0.6 Mackay 623 2113   

Mackay Sarina (S) Campwin Beach (L) 4.26 5          3,053  0.4 0.0 0.4 Mackay 430 9822 1444.4 

Mackay Sarina (S) Grasstree Beach (L) 4.27 5          3,408  0.5 0.0 0.5 Mackay 480 9822   

Mackay Sarina (S) Half Tide Beach (L) 4.27 5          1,420  0.2 0.0 0.2 Mackay 200 9822   

Mackay Sarina (S) Hector (L) 4.23 5          1,846  0.3 0.0 0.3 Mackay 260 9822   

Mackay Sarina (S) Sarina 4.10 5        24,637  3.4 10.0 -6.6 Mackay 3470 9822   

Mackay Sarina (S) Sarina Balance            33,313  4.6 0.0 4.6 Mackay 4692 9822   

Mackay Sarina (S) Sarina Beach (L) 4.23 5          2,059  0.3 0.0 0.3 Mackay 290 9822   

Mackay Whitsunday (S) Airlie Beach 5.78 5        12,922  1.8 9.0 -7.2 Mackay 1820 15496 2679.1 

Mackay Whitsunday (S) Cannonvale 5.74 5        21,868  3.0 0.0 3.0 Mackay 3080 15496   

Mackay Whitsunday (S) Hamilton Island 9.50 5          7,384  1.0 1.0 0.0 Mackay 1040 15496   

Mackay Whitsunday (S) Proserpine 5.40 5        25,134  3.5 9.0 -5.5 Mackay 3540 15496   

Mackay Whitsunday (S) Whitsunday Balance            42,714  5.9 0.0 5.9 Mackay 6016 15496   

Cluster totals 43.4 31.0 12.4  43904  20078.2 
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Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
rural component of the Mackay cluster is 51.64 hours per week (N22). For males the average 
weekly hours were 53.35 (N17) and for females 45.8 (N5). 
 
5.1.7 Capr icornia cluster  

 
 
The Capricornia cluster comprises 4 LGA’s/SLA’s and covers an area of 24,389 square 
kilometers112 as detailed in map above. It excludes the city/LGA of Rockhampton. Estimated 
resident population for this cluster as at August 7th 2001 was 78308.113 Based on Census 
night counts, approximately 3.07% (2401) of the clusters population is Aboriginal or Torres 
Strait Islander.112 

 

Data as shown in Table 40 indicates that 58 medical practitioners provide services on a 
regular basis in this cluster. Forty nine are private practitioners while 9 are salaried 
Queensland Health employees.  HIC data for this cluster suggests that the Full-time workload 
equivalent for the Capricornia division is 100 (see Table 28). Standard whole patient 
equivalents per full-time workload equivalent is 1076 which is higher than the state average 
and would suggest that the region is relatively under-supplied in terms of medical service 
provision.  This under-supply is supported by data as displayed in Table 41 that would 
suggest that the rural component of this division is undersupplied in terms of medical service 
provision with an approximate shortfall of 19 practitioners. 
                                                 
112 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS. 
113 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
rural component of the Capricornia cluster is 49.15 hours per week (N27). For males the 
average weekly hours were 51.21 (N19) and for females 44.25 (N8). 
 
Table 40: Practitioner type by location 
TownName GPs MS RMO SMO Grand Total 
 BOYNE ISLAND 6    6 
 EMU PARK 5    5 
 GLADSTONE 23 1 4 3 31 
 GRACEMERE 2    2 
 TANNUM SANDS 1    1 
 YEPPOON 12 1   13 
 Grand Total 49 2 4 3 58 
 
Table 41: Population and medical workforce supply estimates for  the Capr icornia cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

Capric Calliope (S) Boyne Island 2.13 5        25,205  3.5 6.0 -2.5 CAPDGP 3550 15115 6546.9 

Capric Calliope (S) Calliope 2.09 5        10,508  1.5 0.0 1.5 CAPDGP 1480 15115   

Capric Calliope (S) Calliope Balance            45,050  6.3 0.0 6.3 CAPDGP 6345 15115   

Capric Calliope (S) Mount Larcom (L) 2.25 5          1,704  0.2 0.0 0.2 CAPDGP 240 15115   

Capric Calliope (S) Tannum Sands 2.17 5        24,850  3.5 1.0 2.5 CAPDGP 3500 15115   

Capric Fitzroy (S) Bouldercombe (L) 2.00 5          4,544  0.6 0.0 0.6 CAPDGP 640 9951 5905 

Capric Fitzroy (S) Fitzroy Balance            28,762  4.0 0.0 4.0 CAPDGP 4051 9951   

Capric Fitzroy (S) Gracemere 1.86 5        37,346  5.2 2.0 3.2 CAPDGP 5260 9951   

Capric Gladstone (C) Gladstone 1.70 4      190,798  26.6 31.0 -4.4 CAPDGP 26873 26873 162.6 

Capric Livingstone (S) Emu Park 2.32 5        20,874  2.9 5.0 -2.1 CAPDGP 2940 26369 11774.6 

Capric Livingstone (S) Keppel Sands (L) 2.46 5          2,201  0.3 0.0 0.3 CAPDGP 310 26369   

Capric Livingstone (S) Lammermoor Beach              2,840  0.4 0.0 0.4 CAPDGP 400 26369   

Capric Livingstone (S) Livingstone Balance            93,216  13.0 0.0 13.0 CAPDGP 13129 26369   

Capric Livingstone (S) Yeppoon 2.05 5        68,089  9.5 13.0 -3.5 CAPDGP 9590 26369   

Cluster totals 77.4 58.0 19.4  78308  24389.1 
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5.1.8 Wide Bay Cluster  

 
 
The Wide Bay cluster comprises 10 LGA’s/SLA’s and covers an area of 27,106 square 
kilometers114 as detailed in map above. It excludes the city of Bundaberg and the LGA of 
Burnett. Estimated resident population for this cluster as at August 7th 2001 was 91,648.115 
Based on Census night counts, approximately 2.77% (2572) of the clusters population is 
Aboriginal or Torres Strait Islander.114 

 

Data as shown in Table 42 indicates that 116 medical practitioners provide services on a 
regular basis in this cluster. Seventy eight are private practitioners while 7 are Queensland 
Health employees with right to private practice.  Thirty one of medical practitioners in this 
region are salaried Queensland Health employees. 
 
As indicated previously when discussing the Southern Queensland Rural cluster, there have 
been significant changes in boundaries for this cluster/division with practitioners from 
Hervey Bay, Maryborough, Biggenden,  Mundubbera, Nanango and Eidsvold LGA’s/SLA’s 
electing to join the Wide Bay Division of General Practice as from 1st July 2002. 
 
Based on previous divisional boundaries, HIC data would suggest that the Wide Bay Division 
(previously Bundaberg and District) was relatively undersupplied in relation to medical 
service provision compared to the state average. Standard whole patient equivalents per                  
Full-time workload equivalent for the Wide Bay (Bundaberg and District) division were 1030 
compared with the state average of 949 (see Table 28).  
                                                 
114 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS. 
115 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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However, as indicated in Table 43 below, revised divisional boundaries indicate that for the 
rural component there is a nominal excess of approximately 25 medical practitioners.  It is 
suggested that this apparent excess is due to the inclusion of the 31 salaried Queensland 
Health practitioners at the Maryborough and Hervey Bay hospitals, many of whom do not 
normally provide primary health care/General Practitioner type services on a regular basis. In 
order to maintain consistency with previous estimates of supply, these doctors are included in 
our supply estimations. 
 
Table 42: Practitioner type by location 
 TownName GPs MORPP MSRPP RMO SMO Grand Total 
 AGNES WATER 2     2 
 BIGGENDEN   1   1 
 BURRUM HEADS 1     1 
 CHILDERS 3 1    4 
 EIDSVOLD   1   1 
 GAYNDAH 1  1   2 
 GIN GIN 4 2    6 
 HERVEY BAY 36   18 1 55 
 MARYBOROUGH 31   10 2 43 
 MUNDUBBERA   1   1 
 Grand Total 78 3 4 28 3 116 
 
Table 43: Population and medical workforce supply estimates for  the Wide Bay cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

WB Biggenden (S) Biggenden (L) 3.33 5          4,828  0.7 1.0 -0.3 WB 680 1528 1315.9 

WB Biggenden (S) Biggenden Balance              6,021  0.8 0.0 0.8 WB 848 1528   

WB Eidsvold (S) Eidsvold (L) 5.11 7          3,337  0.5 1.0 -0.5 WB 470 946 4809.3 

WB Eidsvold (S) Eidsvold Balance              3,380  0.5 0.0 0.5 WB 476 946   

WB Gayndah (S) Gayndah 4.26 5        11,999  1.7 2.0 -0.3 WB 1690 2890 2709 

WB Gayndah (S) Gayndah Balance              8,520  1.2 0.0 1.2 WB 1200 2890   

WB Hervey Bay (C) Aldershot              2,130  0.3 0.0 0.3 WB 300 43419 2356.5 

WB Hervey Bay (C) Burrum Heads (L) 2.66 4          5,254  0.7 1.0 -0.3 WB 740 43419   

WB Hervey Bay (C) Dundowran 2.10 4        10,011  1.4 0.0 1.4 WB 1410 43419   

WB Hervey Bay (C) Hervey Bay 1.92 4      229,827  32.0 55.0 -23.0 WB 32370 43419   

WB Hervey Bay (C) Hervey Bay Balance            41,954  5.8 0.0 5.8 WB 5909 43419   

WB Hervey Bay (C) Howard (L) 2.42 4          7,100  1.0 1.0 -0.0 WB 1000 43419   

WB Hervey Bay (C) River Heads (L) 2.30 4          4,189  0.6 0.0 0.6 WB 590 43419   

WB Hervey Bay (C) Toogoom (L) 2.35 4          5,112  0.7 0.0 0.7 WB 720 43419   

WB Hervey Bay (C) Torbanlea (L) 2.28 4          2,698  0.4 0.0 0.4 WB 380 43419   

WB Isis (S) Apple Tree Creek   5          2,130  0.3 0.0 0.3 WB 300 5882 1700.6 

WB Isis (S) Childers 3.00 5        10,295  1.4 4.0 -2.6 WB 1450 5882   

WB Isis (S) Cordalba (L) 2.84 5          1,633  0.2 0.0 0.2 WB 230 5882   

WB Isis (S) Isis Balance            22,947  3.2 0.0 3.2 WB 3232 5882   

WB Isis (S) Woodgate (L) 3.26 5          4,757  0.7 0.0 0.7 WB 670 5882   
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WB Kolan (S) Gin Gin (L) 2.86 5          7,100  1.0 6.0 -5.0 WB 1000 4640 2650.4 

WB Kolan (S) Kolan Balance            25,844  3.6 0.0 3.6 WB 3640 4640   

WB Maryborough (C) Maryborough 1.66 4      156,342  21.8 42.0 -20.2 WB 22020 25145 1234.1 

WB Maryborough (C) Maryborough Balance            22,188  3.1 0.0 3.1 WB 3125 25145   

WB Miriam Vale (S) Agnes Water (L) 3.89 5          2,059  0.3 2.0 -1.7 WB 290 4481 3778.2 

WB Miriam Vale (S) Miriam Vale (L) 3.05 5          2,982  0.4 0.0 0.4 WB 420 4481   

WB Miriam Vale (S) Miriam Vale Balance            24,715  3.4 0.0 3.4 WB 3481 4481   

WB Miriam Vale (S) Seventeen Seventy (L) 4.02 5             994  0.1 0.0 0.1 WB 140 4481   

WB Miriam Vale (S) Turkey Beach 3.11 5          1,065  0.1 0.0 0.1 WB 150 4481   

WB Mundubbera (S) Mundubbera 4.96 5          8,591  1.2 1.0 0.2 WB 1210 2293 4193 

WB Mundubbera (S) Mundubbera Balance              7,689  1.1 0.0 1.1 WB 1083 2293   

WB Perry (S) Perry Balance              3,010  0.4 0.0 0.4 WB 424 424 2358.7 

Cluster totals 90.6 116.0 -25.4  91648  27105.7 

 
Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
rural component of the Wide Bay cluster is 48.64 hours per week (N64). For males the 
average weekly hours were 49.85 (N47) and for females 45.29 (N17). 
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5.1.9 Sunshine Coast cluster  

 
 

The Sunshine Coast cluster comprises 11 LGA’s/SLA’s and covers an area of 5,353 square 
kilometers116 as detailed in map above. It excludes a number of SLA’s including Nambour, 
Buderim, Mooloolaba, Maroochydore and Maroochy (Coastal North). Estimated resident 
population for this cluster as at August 7th 2001 was 169,926.117 Based on Census night 
counts, approximately 1.2% (2034) of the clusters population is Aboriginal or Torres Strait 
Islander.114 

 

Data as shown in Table 44 indicates that 182 medical practitioners provide services on a 
regular basis in the rural component of this cluster. One and sixty eight are private 
practitioners while 14 are salaried Queensland Health employees. 
 
HIC data suggests that the Full-time workload equivalent for the Sunshine Coast division is 
297 (see Table 28). Standard whole patient equivalents per full-time workload equivalent is 
890 which is considerably lower than the state average of 949 and indicates a relatively good 

                                                 
116 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS.  
117 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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supply of medical practitioners in this region.  Similarly, data as displayed in Table 45 
indicates a relatively good supply of practitioners in the rural areas of this cluster with a 
nominal excess of 14 practitioners. 
 
Table 44: Practitioner type by location 
TownName GPs MS RMO SMO Grand Total 
 BEERWAH 7    7 
 CALOUNDRA 28 1 1 2 32 
 COOROY 12    12 
 GLASS HOUSE MOUNTAINS 2    2 
 GYMPIE 25  9 1 35 
 IMBIL 1    1 
 KENILWORTH 1    1 
 LANDSBOROUGH 6    6 
 MAPLETON 4    4 
 MINYAMA 15    15 
 MONTVILLE 1    1 
 NOOSA HEADS 14    14 
 NOOSAVILLE 18    18 
 PEREGIAN BEACH 4    4 
 POMONA 4    4 
 RAINBOW BEACH 1    1 
 SUNRISE BEACH 3    3 
 TEWANTIN 10    10 
 TIN CAN BAY 1    1 
 WARANA 6    6 
 YANDINA 5    5 
 Grand Total 168 1 10 3 182 
 
Table 45: Population and medical workforce supply estimates for  the Wide Bay cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

Sunshine Caloundra (C) Pt A Caloundra A - (N &S) 0.60 4      214,846  29.9 32.0 -2.1 Sunshine 30260 52245 168.9 

Sunshine Caloundra (C) Pt A Caloundra A - Balance            28,933  4.0 0.0 4.0 Sunshine 4075 52245   

Sunshine Caloundra (C) Pt A Caloundra A - Kawana 0.69 4      127,161  17.7 21.0 -3.3 Sunshine 17910 52245   

Sunshine Caloundra (C) Rail Corr Beerwah 0.93 5        10,437  1.5 7.0 -5.5 Sunshine 1470 16675 419 

Sunshine Caloundra (C) Rail Corr Caloundra B - Balance            83,461  11.6 0.0 11.6 Sunshine 11755 16675   

Sunshine Caloundra (C) Rail Corr Glass House Mountains (L) 0.88 5          4,544  0.6 2.0 -1.4 Redcliffe 640 16675   

Sunshine Caloundra (C) Rail Corr Landsborough 0.88 5        10,153  1.4 6.0 -4.6 Sunshine 1430 16675   

Sunshine Caloundra (C) Rail Corr Mooloolah (L) 0.89 5          6,603  0.9 0.0 0.9 Sunshine 930 16675   

Sunshine Caloundra (C) Rail Corr Peachester (L) 1.12 5          3,195  0.4 0.0 0.4 Sunshine 450 16675   

Sunshine Cooloola (S) Cooloola Balance          103,731  14.4 0.0 14.4 Sunshine 14610 33670 2967.3 

Sunshine Cooloola (S) Cooloola Village (L) 2.43 5          5,467  0.8 0.0 0.8 Sunshine 770 33670   

Sunshine Cooloola (S) Gympie 1.52 4        80,798  11.2 35.0 -23.8 Sunshine 11380 33670   

Sunshine Cooloola (S) Gympie South 1.54 4        23,217  3.2 0.0 3.2 Sunshine 3270 33670   

Sunshine Cooloola (S) Imbil (L) 1.64 5          3,550  0.5 1.0 -0.5 Sunshine 500 33670   
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Sunshine Cooloola (S) Rainbow Beach (L) 2.67 5          5,325  0.7 1.0 -0.3 Sunshine 750 33670   

Sunshine Cooloola (S) The Palms (L) 1.67 5          4,544  0.6 0.0 0.6 Sunshine 640 33670   

Sunshine Cooloola (S) Tin Can Bay 2.43 5        12,425  1.7 1.0 0.7 Sunshine 1750 33670   

Sunshine Maroochy (S) Bal Eumundi (L) 1.04 5          3,621  0.5 0.0 0.5 Sunshine 510 23442 928.8 

Sunshine Maroochy (S) Bal Kenilworth (L) 1.47 5          2,059  0.3 1.0 -0.7 Sunshine 290 23442   

Sunshine Maroochy (S) Bal Mapleton (L) 1.02 5          4,331  0.6 4.0 -3.4 Sunshine 610 23442   

Sunshine Maroochy (S) Bal Maroochy Balance          148,262  20.6 0.0 20.6 Sunshine 20882 23442   

Sunshine Maroochy (S) Bal Montville 0.93 5             710  0.1 1.0 -0.9 Sunshine 100 23442   

Sunshine Maroochy (S) Bal Yandina (L) 0.94 5          7,455  1.0 5.0 -4.0 Sunshine 1050 23442   

Sunshine Noosa (S) - Noosa-Noosaville Noosa-Noosaville   4        64,042  8.9 32.0 -23.1 Sunshine 9020 29524 22.8 

Sunshine Noosa (S) - Noosa-Tewantin Tewantin   4        78,199  10.9 10.0 0.9 Sunshine 11014 29524 12.5 

Sunshine Noosa (S) Bal Boreen Point (L)  1.32 4          1,846  0.3 0.0 0.3 Sunshine 260 14370 814.3 

Sunshine Noosa (S) Bal Cooran (L)  1.43 4          4,686  0.7 0.0 0.7 Sunshine 660 14370   

Sunshine Noosa (S) Bal Cooroy 1.08 4        14,413  2.0 12.0 -10.0 Sunshine 2030 14370   

Sunshine Noosa (S) Bal Pomona (L) 1.30 4          7,171  1.0 4.0 -3.0 Sunshine 1010 14370   

Sunshine Noosa (S) Bal Noosa (S) Bal - Balance            73,911  10.3 0.0 10.3 Sunshine 10410 14370   

Sunshine Noosa (S)-Sunshine-Peregian Perigian-Sunshine   4        67,379  9.4 7.0 2.4 Sunshine 9490 29524 19.1 

      167.9 182.0 -14.1  169926  5352.7 
 

Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
rural component of the Sunshine Coast cluster is 44.5 hours per week (N113). For males the 
average weekly hours were 48.15 (N76) and for females 37.08 (N37). 
 

5.1.10 Toowoomba cluster  
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The Toowoomba cluster comprises 7 SLA’s and covers an area of 6,303 square kilometers118 
as detailed in map above. It excludes SLA’s that comprise Toowoomba city. Estimated 
resident population for this cluster as at August 7th 2001 was 50,528.119 Based on Census 
night counts, approximately 1.72% (867) of the clusters population is Aboriginal or Torres 
Strait Islander.118 The township of Goombungee which is nominally part of the Toowoomba 
division has been included in Southern Queensland Rural cluster. 
 
Data as shown in Table 46 indicates that 30 medical practitioners provide services on a 
regular basis in the rural component of this cluster. Twenty three are private practitioners 
while there is one Queensland Health employee with the right to private practice. The 4 
GP/Company practitioners are based at the Oakey Army Aviation regiment and are not full-
time primary care providers. Similarly, the GP/Academic position does not provide full-time 
primary care services. Data as indicated in Table 47 suggests that there is an undersuppy of 
approximately 20 medical practitioners for the rural component of this cluster. 
 
HIC data suggests that the Full-time workload equivalent for the Toowoomba division is 132 
(see Table 28). Standard whole patient equivalents per full-time workload equivalent is 980 
which is higher than the state average and tending to indicate possible problems in future 
medical workforce supply. A further trend of some concern for this division is the ageing of 
the workforce with HIC data indicating that 68% of current FWE’s are aged over 45. This 
percentage is the highest for all Queensland Divisions. 
 
Table 46: Practitioner type by location 
 TownName GPs GP/Academic GP/Company MS MSRPP Grand Total 
 CROWS NEST 4     4 
 GATTON 11   1  12 
 HIGHFIELDS 2     2 
 OAKEY 2 1 4  1 8 
 PITTSWORTH 3     3 
 WITHCOTT 1     1 
 Grand Total 23 1 4 1 1 30 
 
 
Table 47: Population and medical workforce supply estimates for  the Toowoomba rural cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

TWBA Crow©s Nest (S) Blue Mountain Heights (L) 0.96 5          5,680  0.8 0.0 0.8 Toowoomba 800 10278 1631.1 

TWBA Crow©s Nest (S) Crows Nest 1.23 5          9,443  1.3 4.0 -2.7 Toowoomba 1330 10278   

TWBA Crow©s Nest (S) Crow©s Nest Balance            32,873  4.6 0.0 4.6 Toowoomba 4630 10278   

TWBA Crow©s Nest (S) Highfields 0.60 5        24,978  3.5 2.0 1.5 Toowoomba 3518 10278   

                                                 
118 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS.  
119 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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TWBA Gatton (S) Gatton 0.59 5        38,340  5.3 12.0 -6.7 Toowoomba 5400 15586 1578.5 

TWBA Gatton (S) Gatton Balance            58,973  8.2 0.0 8.2 Toowoomba 8306 15586   

TWBA Gatton (S) Grantham (L) 0.62 5          2,556  0.4 0.0 0.4 Toowoomba 360 15586   

TWBA Gatton (S) Helidon (L) 0.64 5          4,473  0.6 0.0 0.6 Toowoomba 630 15586   

TWBA Gatton (S) Withcott (L) 0.44 5          6,319  0.9 1.0 -0.1 Toowoomba 890 15586   

TWBA Jondaryan (S) Cotswold Hills 0.45 3          4,260  0.6 0.0 0.6 Toowoomba 600 12894 1909.8 

TWBA Jondaryan (S) Gowrie Mountain              1,420  0.2 0.0 0.2 Toowoomba 200 12894   

TWBA Jondaryan (S) Jondaryan  1.34 5             710  0.1 0.0 0.1 Toowoomba 100 12894   

TWBA Jondaryan (S) Jondaryan Balance            49,274  6.9 0.0 6.9 Toowoomba 6940 12894   

TWBA Jondaryan (S) Oakey 1.03 5        30,203  4.2 8.0 -3.8 Toowoomba 4254 12894   

TWBA Jondaryan (S) Westbrook 0.57 5          5,680  0.8 0.0 0.8 Toowoomba 800 12894   

TWBA Pittsworth (S) Pittsworth 1.27 5        17,395  2.4 3.0 -0.6 Toowoomba 2450 4658 1089.7 

TWBA Pittsworth (S) Pittsworth Balance            15,677  2.2 0.0 2.2 Toowoomba 2208 4658   

TWBA Rosalie (S) Pt A Kingsthorpe 0.78 5        10,650  1.5 0.0 1.5 Toowoomba 1500 4076 93.9 

TWBA Rosalie (S) Pt A Rosalie Pt A (Bal)            39,845  5.5 0.0 5.5 Toowoomba 5612 4076   

Cluster totals  49.9 30.0 19.9  50528  6303 

 
Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
rural component of the Toowoomba cluster is 47.25 hours per week (N24). For males the 
average weekly hours were 49.91(N16) and for females 41.94 (N8). 
 
5.1.11 Ipswich and West Moreton cluster  
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The Ipswich cluster comprises 5 SLA’s and covers an area of 7,360 square kilometers120 as 
detailed in map above. It excludes SLA’s that comprise Ipswich city. Estimated resident 
population for this cluster as at August 7th 2001 was 48,527.121 Based on Census night counts, 
approximately 1.96% (951) of the clusters population is Aboriginal or Torres Strait 
Islander.120 
 
Data as shown in Table 48 indicates that 27 medical practitioners provide services on a 
regular basis in the rural component of this cluster. Twenty one are private practitioners while 
6 are Queensland Health employees with right to private practice.  
 
Data as indicated in Table 49 suggests that there is an undersuppy of approximately 21 
medical practitioners for the rural component of this cluster. HIC data suggests that the Full-
time workload equivalent for the Ipswich & West Moreton division is 133 (see Table 28). 
Standard whole patient equivalents per full-time workload equivalent are 960, which is 
slightly higher than the state average of 949.  
 
Table 48: Practitioner type by location 
 TownName GPs MORPP MSRPP Grand Total 
 BOONAH 3 1 1 5 
 ESK  1 1 2 
 FERNVALE 1   1 
 LAIDLEY 5 1 1 7 
 LOWOOD 7   7 
 PURGA 3   3 
 ROSEWOOD 2   2 
 Grand Total 21 3 3 27 
 
Data compiled by the QRMSA suggests that the average hours worked by practitioners in the 
rural component of the Ipswich cluster is 50.0 hours per week (N13). For males the average 
weekly hours were 54.0 (N8) and for females 43.6 (N5). 

                                                 
120 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS.  
121 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Table 49: Population and medical workforce supply estimates for  the Ipswich rural cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

IWM Boonah (S) Boonah 2.03 5        16,472  2.3 5.0 -2.7 IWMDGP 2320 8449 1921.5 

IWM Boonah (S) Boonah Balance            39,682  5.5 0.0 5.5 IWMDGP 5589 8449   

IWM Boonah (S) Kalbar (L) 1.88 5          3,834  0.5 0.0 0.5 IWMDGP 540 8449   

IWM Esk (S) Coominya (L) 1.35 5          3,550  0.5 0.0 0.5 IWMDGP 500 14794 3934.1 

IWM Esk (S) Esk (L) 1.59 5          6,816  0.9 2.0 -1.1 IWMDGP 960 14794   

IWM Esk (S) Esk Balance            75,217  10.5 0.0 10.5 IWMDGP 10594 14794   

IWM Esk (S) Fernvale (L) 1.19 5          6,035  0.8 1.0 -0.2 IWMDGP 850 14794   

IWM Esk (S) Lowood (L) 1.21 5          7,100  1.0 7.0 -6.0 IWMDGP 1000 14794   

IWM Esk (S) Toogoolawah (L) 1.96 5          6,319  0.9 0.0 0.9 IWMDGP 890 14794   

IWM Ipswich (C) West & SW Haigsleigh 1.10 5          2,130  0.3 0.0 0.3 IWMDGP 300 12185 803.3 

IWM Ipswich (C) West & SW Harrisville (L) 1.58 5          2,627  0.4 0.0 0.4 IWMDGP 370 12185   

IWM Ipswich (C) West & SW Ipswich Balance (Purga) 0.00 5        53,712  7.5 3.0 4.5 IWMDGP 7565 12185   

IWM Ipswich (C) West & SW Marburg (L) 1.10 5          4,544  0.6 0.0 0.6 IWMDGP 640 12185   

IWM Ipswich (C) West & SW Rosewood 1.20 5        15,194  2.1 2.0 0.1 IWMDGP 2140 12185   

IWM Ipswich (C) West & SW Walloon 1.16 5          8,307  1.2 0.0 1.2 IWMDGP 1170 12185   

IWM Laidley (S) Forest Hill (L) 0.87 5          3,053  0.4 0.0 0.4 IWMDGP 430 13099 701.1 

IWM Laidley (S) Laidley 0.99 5        17,111  2.4 7.0 -4.6 IWMDGP 2410 13099   

IWM Laidley (S) Laidley Balance            72,839  10.1 0.0 10.1 IWMDGP 10259 13099   

Cluster totals  48.0 27.0 21.0  48527  7360 
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5.1.12 Cairns cluster  

 
 
The Cairns cluster comprises 1 SLA and covers an area of 1361.5 square kilometers122 as 
detailed in map above. The major population centers for the cluster are the Yarrabah 
Aboriginal community and Babinda. It excludes SLA’s that comprise Cairns city. Estimated 
resident population for this cluster as at August 7th 2001 was 6,998.123 Based on Census night 
counts, approximately 32% (2243) of the clusters population is Aboriginal or Torres Strait 
Islander.122 
 
Data as shown in Table 50 indicates that 3 medical practitioners provide services on a regular 
basis in the rural component of this cluster. One is a private practitioners while 2 are 
Queensland Health employees with right to private practice.  
 
Data as indicated in Table 51 suggests that there is an undersupply of approximately 4 
medical practitioners for the rural component of this cluster. HIC data suggests that the Full- 
time workload equivalent for the Cairns division is 113 (see Table 28). Standard whole 
patient equivalents per full-time workload equivalent are 926, which is lower than the state 
average of 949 suggesting a relatively good supply of medical practitioners for the Cairns 
division as a whole. 

                                                 
122 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS. 
123 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Table 50: Practitioner type by location 
TownName GPs MSRPP Grand Total 
 BABINDA 1 1 2 
 YARRABAH  1 1 
 Grand Total 1 2 3 
 
 
Table 51: Population and medical workforce supply estimates for  the Cairns rural cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

Cairns Cairns (C) Pt B Babinda 4.02 5          8,449  1.2 2.0 -0.8 Cairns 1190 6998 1361.5 

Cairns Cairns (C) Pt B Cairns (C) Balance            25,688  3.6 0.0 3.6 Cairns 3618 6998   

Cairns Cairns (C) Pt B Yarrabah 4.18 5        15,549  2.2 1.0 1.2 Cairns 2190 6998   

Cluster totals 6.9 3.0 3.9  6998  1361.5 

 
5.1.13 Townsville cluster  
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The Townsville cluster comprises 2 SLA’s and covers an area of 3,281 square kilometers124 
as detailed in map above. It excludes SLA’s that comprise Townsville and Thuringowa cities. 
Estimated resident population for this cluster as at August 7th 2001 was 13,340.125 Based on 
Census night counts, approximately 2% (268) of the clusters population is Aboriginal or 
Torres Strait Islander.124 
 
Data as shown in Table 52 indicates that 7 medical practitioners provide services on a regular 
basis in the rural component of this cluster. All are private practitioners. 
 
Data as indicated in Table 53 suggests that there is an undersupply of approximately 6 
medical practitioners for the rural component of this cluster. HIC data suggests that the Full- 
time workload equivalent for the Townsville division is 97 (see Table 28). Standard whole 
patient equivalents per full-time workload equivalent are 1076, which is considerably higher 
than the state average of 949 suggesting a relative shortage of medical practitioners for the 
Townsville division as a whole. 
 
Table 52: Practitioner type by location 
 TownName GPs Grand Total 
 PURONO 7 7 
 Grand Total 7 7 
 
Table 53: Population and medical workforce supply estimates for  the Townsville rural cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

TVL Thuringowa (C) Pt B Alice River 3.61 5        10,153  1.4 0.0 1.4 Townsville 1430 7243 1701.7 

TVL Thuringowa (C) Pt B Balgal Beach (L) 4.32 5          4,402  0.6 0.0 0.6 Townsville 620 7243   

TVL Thuringowa (C) Pt B Jalloonda (L) 3.72 5          3,479  0.5 0.0 0.5 Townsville 490 7243   

TVL Thuringowa (C) Pt B Purono/Thuringowa (Bal) 3.67 5        51,425  7.2 7.0 0.2 Townsville 7243 7243   

TVL Townsville (C) Pt B Alligator Creek (L) 4.00 5          6,603  0.9 0.0 0.9 Townsville 930 3557 1579.5 

TVL Townsville (C) Pt B Cungulla (L) 4.00 5          1,988  0.3 0.0 0.3 Townsville 280 3557   

TVL Townsville (C) Pt B Townsville Pt B Bal            16,664  2.3 0.0 2.3 Townsville 2347 3557   

Cluster totals  13.2 7.0 6.2  13340  3281.2 

 
 
 

                                                 
124 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS.  
125 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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5.1.14 Redcliffe-Br ibie-Caboolture cluster  

 
 
The Redcliffe-Bribie-Caboolture cluster comprises 1 SLA and covers an area of 495.8 square 
kilometers126 as detailed in map above. The town of Woodford is the major population center 
in this SLA. Estimated resident population for this cluster as at August 7th 2001 was 5,673.127 
Based on Census night counts, approximately 3.24% (184) of the clusters population is 
Aboriginal or Torres Strait Islander.126 
 
Data as shown in Table 54 indicates that 3 medical practitioners provide services on a regular 
basis in the rural component of this cluster. All are private practitioners. Data as indicated in 
Table 55 suggests that there is an undersupply of approximately 2.5 medical practitioners for 
the rural component of this cluster. HIC data suggests that the Full-time workload equivalent 
for the Redcliffe-Bribie-Caboolture division is 149 (see Table 28). Standard whole patient 
equivalents per full-time workload equivalent are 976, which is slightly higher than the state 
average of 949. 
 
Table 54: Practitioner type by location 
 TownName GPs Grand Total 
 WOODFORD 3 3 
 Grand Total 3 3 
 

                                                 
126 Australian Bureau of Statistics. (2002). CDATA 2001 - Quickbuild 1st release. Canberra: ABS. 
127 Australian Bureau of Statistics. (2002). Cat. No. 3218.0.55.001 Table 2c. Estimated Resident Population, 
Statistical Local Areas, Queensland. Canberra: ABS. 
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Table 55: Population and medical workforce supply estimates for  the Redcliffe rural cluster  

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 
2000 

Shire 
ERP 
2001 Area K 

Redc Caboolture (S) Pt B Caboolture Balance            26,504  3.7 0.0 3.7 Redcliffe 3733 5673 495.8 

Redc Caboolture (S) Pt B Woodford 1.14 5        13,774  1.9 3.0 -1.1 Redcliffe 1940 5673   

      5.6 3.0 2.6  5673  495.8 

 

5.2 Analysis of supply and demand – overview 

Based on data as detailed in tables in the preceding section and the MWSE spreadsheet as 
shown in Appendix 3, the estimated resident population for RRMA 4 to 7 locations in 
Queensland is 970,748. In terms of the states overall population of 3,635,121 rural and 
remote residents comprise 26.7% of the state population. 
 
In terms of area, rural and remote locations comprise 1,724,550.5 square kilometers or 
99.44% of the states total area (1,734189.6 sq km). The five major rural divisions encompass 
94.5% of the states total area. 
 
Based on AMWAC’s recommend supply ratio 7.1 average patients per capita per year and 
7185 patient encounters per year, the calculated deficit of medical practitioners for RRMA 4 
to 7 locations in Queensland is approximately 74.  This number is almost certainly an 
underestimate due to the inclusion of state salaried practitioner’s in locations such as 
Maryborough, Hervey Bay, Gladstone, Innisfail, Atherton and Mount Isa, not all of whom 
provide primary care/general practitioner type services. However, in order to maintain data 
consistency and difficulties in determining extent of primary care provision, they have been 
included in the calculations. 
  
The slight variation in numbers between the 893 practitioners reported in Chapter 3 (see 3.2) 
and 886 as shown in the MWSE spreadsheet is due to the non-inclusion of 8 of the 9 RFDS 
who operate out the Cairns base in the MWSE spreadsheet and the inclusion of one extra 
practitioner employed by Queensland Health who works on the Queensland/NSW border. 
 
The preceding section has provided a comprehensive breakdown and some analysis of 
medical service provision utilizing clusters of SLA’s and LGA’s that approximate Divisional 
boundaries or the rural components of Divisions that incorporate both rural and provincial 
components. Where appropriate, known supply data has also been compared with HIC data 
for comparable Divisions of General Practice. 
 
5.3 Projections of workforce supply 

As a part of its contractual agreement with the Department of Health and Ageing, the 
QRMSA is required to project workforce supply requirements for the period 2002-2012 using 
relevant indicators of population need and taking into account the likely impact of new 
technologies, provider substitution, outreach services, gender balance etc. It is also required 
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to project levels of workforce supply required to meet projected workforce requirements. The 
QRMSA is not entirely comfortable in undertaking this task, as there are many variables, 
some known, and many unknown that can and will impact on medical service provision over 
the next decade. Some of the factors that make accurate projection extremely problematic 
include: 
 

·  The high mobility of medical practitioners in rural and remote Queensland. Tracking 
mechanism incorporated in the QRMSA database suggest that in the period between 
30th November 2002 and 30th April 2003, there have been 252 arrivals to RRMA 4 to 
7 locations and 227 departures from RRMA 4 to 7 locations. 

·  Uncertainty as to whether Temporary Resident Doctors, who as at 30th November 
2002 comprised 17.69% (N158) of the rural and remote workforce should be 
considered as vacancies, or whether they should be factored in as a permanent feature 
of the medical workforce. 

·  Medical graduates are not an appropriate input for workforce supply as it takes a 
minimum of several years for graduating doctors to impact on, or practice in rural 
locations. 

·  The use of GP Registrars as an input for workforce supply is problematic in that they 
are essentially a conscripted component of the rural and remote medical workforce 
with no guarantee that they will remain when they complete their training. 

·  The unsuitability of the AMWAC model to work with relatively small numbers. 
·  Uncertainty of, and changes in Government Health policies may impact on rural and 

remote medical workforce supply e.g., recent initiatives to provide relocation grants to 
practitioners moving to outer metropolitan areas. 

·  Geographical restrictions in relation to provider numbers that, in many cases leads to 
conscripted rather than voluntary participation in the rural and remote medical 
workforce (e.g., five-year programs) and the uncertainty that these practitioners will 
remain upon completion of their bonded periods.  

·  The marginal or non-viability of private practice in many more remote locations. 
·  The presence of salaried Queensland Health practitioners as primary care providers in 

many rural and remote locations and difficulties in accurately measuring the extent of 
their primary care provision across varying locations. 

 
Despite the reservations and limitations detailed above, the QRMSA has prepared a 
preliminary set of workforce projections for RRMA 4 to 7 locations based on MWSE results 
and a number of conservative assumptions.  Several possible scenarios based on changing 
gender balance and possible reductions in hours worked have also been included. These are 
shown, together with the underlying assumptions on the following pages. It is anticipated that 
these projections and scenarios will be tested during the AMWAC consultation and 
stakeholder feedback processes. 
 
In the estimation of supply and requirements, the QRMSA has been careful not to impose any 
additional weightings other than those used in the AMWAC calculations. We believe that 
weightings can introduce unnecessary complexity and are often imposed on top of previously 
weighted data. 
 
Prior to the submission of the final workforce plan, it is necessary that consultations with, and 
feedback from a wide variety of stakeholders be taken into account. It is not anticipated that 
this process will be completed until mid June 2003. 
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Table 56: Preliminary Projections 
 Year 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 

 Requirements 960 966.24 972.52 978.84 985.20 991.61 998.05 1004.54 1011.07 1017.64 1024.26 

 Supply 886 899.29 912.78 926.47 940.37 954.47 968.79 983.32 998.07 1013.04 1028.24 

 Static supply 886 886 886 886 886 886 886 886 886 886 886 

 Supply=pop growth 886 891.76 897.56 903.39 909.26 915.17 921.12 927.11 933.13 939.20 945.30 

 Additions  13.29 13.49 13.69 13.90 14.11 14.32 14.53 14.75 14.97 15.20 

 
Data as displayed in Table 56 above are based on a conservative set of assumptions. These 
assumptions are: 
 
1. Based on estimates as shown in the MWSE there is a current shortfall of approximately 

74 practitioners in rural and remote Queensland. 
2. Supply requirements will grow by approximately half the current annual state rate of 

1.3% due to uneven growth in rural regions - growth in requirements of 0.65% per year is 
assumed. 

3. In order to achieve balance of supply and requirement by 2012 an annual growth rate in 
the supply of medical practitioners in rural and remote areas of 1.5% is required. 

4. Current supply will be maintained with no growth in workforce numbers. 
5. That growth in workforce supply will match estimated population growth (0.65%) 
 
Based on the above assumptions, the last row shows the number of additional practitioners 
required annually in order to achieve balance of supply and requirement by 2012 – total 142. 
Figure 7 below displays these projections graphically. 
 
Figure 7: Medical workforce requirements and supply estimates based on assumptions 1 to 5 above 
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Table 58: Scenar io 1 – Differential growth rates in supply for  males and females 
Year 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 

Requirements 960.00 966.24 972.52 978.84 985.20 991.61 998.05 1004.54 1011.07 1017.64 1024.26 

Male 622.00 625.11 628.24 631.38 634.53 637.71 640.89 644.10 647.32 650.56 653.81 

Female 264.00 266.64 269.31 272.00 274.72 277.47 280.24 283.04 285.87 288.73 291.62 

Total 886.00 891.75 897.54 903.38 909.25 915.17 921.14 927.14 933.19 939.29 945.43 

Estimated shortfall 74.00 74.49 74.98 75.47 75.95 76.44 76.92 77.40 77.88 78.35 78.83 

 
Scenario 1 considers the possibility that the ideal annual growth rate of 1.5% to achieve 
workforce balance in 2012 will not reflect current gender distributions and that the female 
workforce will grow by 1% annually while the male workforce grows by 0.5% annually. 
Assumptions are: 
 

1. Based on current estimates - shortfall of 74 practitioners. 
2. Supply requirements will grow by approx half the state rate of 1.3% due to uneven 

growth in rural regions - growth in requirements 0.65%.  
3. The ideal growth rate in supply of 1.5% differs from current distributions and 

comprises an annual growth rate of 0.5% for males and 1% for females. 
 
Based on the above assumptions, workforce balance will not be achieved with an estimated 
shortfall of 79 practitioners by 2012. Figure 8 below displays these projections graphically. 
 
Figure 8: Differential growth rates in supply for  males and females 
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Table 59: Scenar io 2 – Annual reduction in FTE hours of 0.05% for  both males and females 
Year 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 

Requirements 960.00 966.24 972.52 978.84 985.20 991.61 998.05 1004.54 1011.07 1017.64 1024.26 

Male 622.00 625.11 628.24 631.38 634.53 637.71 640.89 644.10 647.32 650.56 653.81 

Female 264.00 266.64 269.31 272.00 274.72 277.47 280.24 283.04 285.87 288.73 291.62 

Male_fte©s 673.92 677.29 680.68 684.08 687.50 690.94 694.39 697.86 701.35 704.86 708.38 

Female_fte©s 215.27 217.42 219.59 221.79 224.01 226.25 228.51 230.80 233.10 235.43 237.79 

Total fte©s 889.19 894.71 900.27 905.87 911.51 917.18 922.90 928.66 934.46 940.29 946.17 

males 0.5% reduction 673.92 670.55 667.20 663.86 660.54 657.24 653.95 650.68 647.43 644.19 640.97 

females 0.5% reduction 215.70 214.62 213.55 212.48 211.42 210.36 209.31 208.26 207.22 206.19 205.15 

Total reduction in supply 889.62 885.17 880.75 876.34 871.96 867.60 863.26 858.95 854.65 850.38 846.13 

 
Scenario 2 considers the possibility that the number of full-time equivalent hours provided 
will reduce at an annual rate of 0.5% for both male and female practitioners. FTE calculations 
are based on the current Queensland state average of 48.16 hours per week. For males the 
average number of hours was 52.18 while for females 39.27 hours per week. Male FTE’s 
were calculated using the formulae: Number of males x 52.18/48.16.  Female FTE’s were 
calculated using the formulae: Number of females x 39.27/48.16.  Assumptions for this 
scenario are: 
 
1. Based on current estimates - shortfall of 74 practitioners. 
2. Supply requirements will grow by approx half the state rate of 1.3% due to uneven 

growth in rural regions - growth in requirements 0.65%. 
3. Differential growth rates in projected supply for male and female practitioners as outlined 

in Scenario 1 have been incorporated. 
4. A FTE is equal to the state average of 48.16 hours per week. 
5. Both male and female FTE’s have been adjusted to reflect average working hours for 

each gender. 
6. There will be an average annual reduction in working hours of 0.5% for both males and 

females. 
 
Based on the above assumptions, reductions in working hours over time could lead to a 
shortfall of approximately 178 practitioners.  Figure 9 displays this scenario graphically.  
 
 



 

Analysis of the Queensland Rural and Remote Medical Workforce – First Report – 30th June 2003 

124 

Figure 9: Annual reduction in FTE hours of 0.5% for  both males and females 
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Chapter  6:  Summary 

6.1 Overview 

As detailed in Chapter 1, Horvath, Gavel, Harding and Harris (1998) have suggested that the 
goal of medical workforce planning is “ to ensure that all Australians have access to quality 
medical services appropriate to their needs” .128 Medical workforce planning is defined as 
ensuring that: 
·  the right number of medical practitioners are in the right place, 
·  at the right time,  
·  with the right skills to competently and proficiently perform the tasks expected of them in 

accordance with world’s best practice. 
 
As part of their funding contracts with the Department of Health and Ageing, all Rural 
Workforce Agencies in Australia including the QRMSA have been required to develop a 
medical workforce plan for RRMA 4 to 7 locations in their state/territory. 
 
Given the plethora of polices and regulations both Commonwealth and State that influence 
the structure, composition, size and geographic mobility of our current medical workforce, an 
agency such as QRMSA cannot develop a workable and acceptable medical workforce plan 
without a high degree of cooperation and agreement from other major stakeholders. However, 
the agency does have the capacity, knowledge and expertise to monitor, analyse, support, 
advocate and develop recommendations to facilitate the placement and retention of a skilled 
medical workforce in rural and remote Queensland. 
 
A major part of this process has been the recent completion of an ‘Analysis of the 
Queensland Rural and Remote Medical Workforce – Consultation Draft’  that contains a 
detailed analysis of our current rural and remote workforce by practitioner type and location. 
It also provides information in relation to hours worked, procedural skills, country of basic 
medical qualification and vocational registration.  This information is updated on a six 
monthly basis through our Minimum Data Set reports that are also available through the 
QRMSA website.  The workforce analysis also provides demographic and geographic 
information that impact on the distribution of the rural and remote medical workforce 
together with an outline of some of the major organisations and policies that have, or will 
impact on the distribution and structure of both our current and future medical workforce. 
 
Feedback from the consultation draft has been in the main very positive.  The major strength 
has been seen in the compilation of a broad overview of the issues, policies and players in 
medical workforce service delivery area combined with current and detailed data as to the 
composition, status and dispersion of the rural and remote medical workforce across 
geographic regions. A number of concerns as to possible misinterpretation of the data 
presented for particular locations were also expressed. The QRMSA acknowledges that the 
data presented for some communities and indeed divisions could be easily misinterpreted 
without a full understanding of local and regional realities. The tables/spreadsheets provided 
throughout this document are intended only as a basic, preliminary overview of known 
medical service provision and should not be used as a sole basis for medical workforce 

                                                 
128 Horvath, J, Gavel, P, Harding, J and Harris, M, (1998) “Micro Planning of the Australian Medical 
Workforce”, paper presented at the Third International Physician Workforce Conference, Cambridge, 
November, 1998, p2 
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planning or resource allocation.  The QRMSA strongly advocates a systems approach to 
medical workforce planning that takes into account regional population distributions and 
service requirements, on ground realities and that is not driven by ‘ idealised formulas’ . A 
small number of minor errors in relation to locality/divisional allocation have also been 
pointed out and where possible corrected in this compilation. However, in some cases, due to 
shared postcodes and the decision to base the analysis on SLA’s, some arbitrary allocations 
have been made. 
 
 The QRMSA cannot, in isolation, develop a medical workforce plan for rural and remote 
Queensland.  There are many other agencies, organisations and departments that have a major 
influence in the composition, training and placement of our medical workforce.  Additionally, 
the medical workforce is highly regulated and there are many policies and restrictions that 
can impact on workforce flexibility. What the QRMSA can realistically provide is effective 
monitoring of the current workforce, anticipation of future trends and the development of 
programs to attract, support and retain medical practitioners in rural and remote locations 
(e.g., recruitment initiatives, rurally relevant education programs, locum relief, family support 
etc.).   
 
A major strength of the QRMSA is its ability to monitor and understand ‘on ground realities’  
and issues that impact on medical service provision in rural and remote communities and the 
establishment of cooperative/collaborative relationships with other major stakeholders in the 
medical/health areas to explore, develop and advocate practical solutions to facilitate the 
viability and retention of a skilled rural and remote medical workforce. 
 
As part of the workforce planning process, the QRMSA has coordinated the Queensland 
Rural and Remote General Practice Workforce Planning Group consisting of representatives 
from the following organisations: 
 

·  Department of Health and Ageing 
·  Rural Doctors Association of Queensland 
·  Australian Medical Association Queensland 
·  Queensland Health 
·  Queensland Divisions of General Practice 
·  Queensland Aboriginal and Islander Health Forum 
·  Australian College of Rural and Remote Medicine 
·  Queensland Rural Medical Support Agency 

 
This group normally meets on a bi-monthly basis to share information, explore common 
issues that impact on both the rural and remote as well as the provincial and urban medical 
workforce and identify strategies and solutions that can be further progressed through 
representative organisations. In most cases, issues identified have national implications and 
complexities and it is often beyond the capacity for individual groups/organisations to 
address such issues in isolation. 
 
6.2 AMWAC consultations 

Throughout the workforce analysis and planning process, the QRMSA in conjunction with 
other RWA’s have worked with the Australian Medical Workforce Advisory Committee to 
explore ways in which medical workforce data could be interpreted and understood at the 
local and regional levels as well as the national level and how this data could be incorporated 
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in a national framework.  This process became more difficult than the parties initially 
appreciated, although a greater understanding of the complexities and realities of dealing with 
data at both the local/regional and national levels ensued.  As a part of this collaboration, the 
QRMSA in conjunction with QDGP, local divisions and AMWAC organised a series of 
workforce consultation meetings in Townsville, Brisbane and Emerald in early June, 2003. 
The intent of these consultations was to allow local GPs, Divisions and other interested 
parties to provide input and suggestions for the next AMWAC national review of the General 
Practice medical workforce due for completion in the latter part of 2003. Issues that arose 
from these consultations were in the main predictable and tended to centre around: 
 

·  Current undersupply – problems both rural and urban 
·  Changing composition of the medical workforce with younger male and female 

practitioners tending to have differing work expectations 
·  Tendencies toward part-time work 
·  Ageing of the current workforce 
·  Lack of career structure in general practice 
·  Indemnity and litigation issues 
·  Loss of procedural skills in many rural and remote communities and younger doctors 

not being taught simple procedures 
·  Bureaucracy and increasing paperwork 
·  Quality issues in relation to Temporary Resident and Overseas Trained Doctors 
·  Workloads – hours worked and on-call. 
·  Top down imposition of programs and initiatives with limited consultation at the local 

level. 
·  Changing patient expectations and diminished loyalty 
·  Overall lack of timely, consistent and reliable medical service data. 
·  Local issues in relation to workforce supply and Area of Need/District of Workforce 

Shortage determinations. 
·  Firewalls/barriers that limit the integration between private and public medical service 

providers in many communities.  
 
6.3 Medical workforce planning pr ior ities 

Many of the issues identified during the AMWAC consultation process are also major 
priorities from the QRMSA perspective.  Major workforce planning areas/issues that require 
attention and resolution include: 
 

·  Current over reliance on Temporary Resident Doctors to provide medical services in 
rural and remote communities. Data suggests that approximately 18% of our rural and 
remote medical workforce are TRD’s. 

 
·  Current lack of any standardised assessment procedures for the majority of overseas 

trained temporary resident doctors. 
 

·  The decreasing number of procedural practitioners in rural and remote communities 
and the lack of incentives for these practitioners to maintain their skills. 

 
·  Models of practice ownership – traditional models of private ownership and fee for 

service are becoming increasingly problematic in many rural and remote 



 

Analysis of the Queensland Rural and Remote Medical Workforce – First Report – 30th June 2003 

128 

communities. In many cases, it is unattractive to invest in a private practice and very 
difficult to sell or recoup initial investment. 

 
·  Recognition of the higher costs associated with the provision of medical services in 

geographically diverse and smaller communities – limited opportunities for 
economies of scale. 

 
·  Accumulating evidence that younger practitioners have differing work expectations 

compared with earlier generations and are seeking greater flexibility in working 
arrangements. 

 
·  Anticipation of changes in the gender balance of the emerging medical workforce 

may have on service provision in rural and remote communities. 
 

·  The long-term consequences of increasing bonding requirements. 
 

·  Greater transparency in the methods by which Area of Need and District of 
Workforce Shortage determinations are made. 

 
·  Educational and social support for Temporary Resident Doctors (TRD’s) and Other 

Medical Practitioners (OMP’s). 
 

·  The high mobility of the rural and remote medical workforce. 
 

·  The influence of Queensland Health in many rural and remote communities and 
continued difficulties in the integration of health services between private and public 
providers. 

 
·  The way in which provider numbers are allocated and a re-examination of 

alternatives. 
 
6.4 Future directions 

The majority of issues outlined above arise from national and/or state health policies and 
regulations.  As such, they can only ultimately be addressed or amended at these levels. 
Organizations such as QRMSA can effectively identify problem areas, recommend or 
advocate policy changes and provide supporting evidence. They cannot implement policy 
change without concurrence of the major funding bodies. 
 
The QRMSA will continue to co-ordinate meetings of the statewide Queensland Rural and 
Remote Workforce Planning Group to identify and explore issues that impact on both the 
rural and remote and provincial and urban medical workforces in Queensland and suggest 
changes/solutions where appropriate. Additionally, the QRMSA will continue to collaborate 
with rural and provincial divisions to further explore local and regional issues and possible 
solutions that are often overlooked in national or statewide analyses. 
 
Stemming from the current workforce analysis, the QRMSA has also elected to develop a 
number of option papers in relation to the Queensland rural and remote medical workforce.  
The first of these has been tentatively titled ‘21st Century Solutions for the Queensland Rural 
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Medical Workforce while the second has a broader focus that will explore ‘Rural Primary 
Health Care Teams’ .  
 
Medical workforce planning is a complex area, constantly changing and subject to frequent 
policy initiatives that can/will impact on service delivery.  Some of these recent changes have 
included the Other Metropolitan initiatives, additional medical school places and increased 
vocational training places. While these initiatives are welcomed they have an extended lead-
time before they will begin to impact, and it is difficult to evaluate how effective they may be 
in the longer term. The QRMSA does not resile from trying to plan for the future medical 
workforce in rural and remote Queensland, it simply acknowledges that effective planning 
has to be undertaken in collaboration with many other major stakeholders and that viable or 
ideal solutions may often be limited by funding and policy restrictions. 
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APPENDIX 1 

Rural, Remote and Metropolitan Area Classification (RRMA) and Accessibility/ 
Remoteness Index of Australia (ARIA)129 
 
Throughout this document, two major measures of remoteness, RRMA and ARIA have been 
used.  Many regional programs are targeted at areas of geographic disadvantage and the 
convenient label of being ‘ rural’  areas often refers to these areas. However, there is not a 
generally accepted or generally applicable definition for the Australian context that can be 
used to identify rural areas. As a result, the RRMA classification has been widely used to 
determine eligibility of an area for program funding. The RRMA classification was used to 
assign each SLA (based on 1991 boundaries) to one of 7 categories that were further 
aggregated into three basic zones (Metropolitan, Rural, and Remote). 
 

The seven RRMA categories are: 
1. Capital Cities (Metropolitan Zone) 
2. Other Metropolitan Centres (Metropolitan Zone) 
3. Large Rural Centres (Rural Zone) 
4. Small Rural Centres (Rural Zone) 
5. Other Rural Areas (Rural Zone) 
6. Remote Centres (Remote Zone)  
7. Other Remote Areas (Remote Zone) 
 

The use of the word ‘ rural’  in several of the category names of the RRMA classification was 
not originally intended to be a definition of rurality. However, over time, RRMA category 
names have evolved into a simple and convenient way of interpreting rurality. Many 
programs that have to make decisions on eligibility for assistance are constrained by 
legislation and policy to using RRMA categories that  ‘define’  rural areas. Within the 
Commonwealth Department of Health and Ageing administration of regional assistance will 
move from the use of the RRMA classification to use of ARIA over time.  
 

ARIA stands for Accessibility/Remoteness Index of Australia. During 1998, the 
Commonwealth Department of Health and Aged Care commissioned a project to measure 
and classify the remoteness of populated localities in relation to ‘service centres’  of various 
sizes (based on the 1996 Census). The result was the ARIA index developed by the National 
Key Centre for Social Applications of Geographical Information Systems (GISCA) at the 
University of Adelaide. ARIA uses Geographic Information System (GIS) technology to 
provide a measure of remoteness (from service centres) for all places and points in Australia. 
 

The development of the ARIA index deliberately avoided defining ‘ rural’  areas. In many 
cases the term ‘ rural’  is used when people are really referring to regional or non-metropolitan 
Australia. In these situations regional or non-metropolitan areas can be interpreted based on 
the degree of remoteness of an area (as measured in ARIA by accessibility to service centres). 
However in other situations a pure remoteness measure may not be the preferred approach. It 
may be more appropriate to take into account the population size of nearby urban centres and 
the use of RRMA categories is an accepted way of doing this. Thus it is acknowledged that 
some program areas rely on RRMA categories to determine eligibility for funding and there 
is a need to overlay the RRMA categories to current geographic boundaries and use this 
approach in conjunction with ARIA. To meet the need for programs being able to identify the 

                                                 
129 Department of Health and Aged Care (2001). Measuring remoteness: accessibility/remoteness index of 
Australia (ARIA). Occasional Papers: New Series Number 14, October 2001. Canberra, DHAC. 
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RRMA-like categories, each of the 1996 SLAs have been allocated a RRMA category code, 
with categories 6 and 7 being collapsed into a single group for the remote zone.  
 
ARIA defines five categor ies of remoteness based on road distance to service centres, and is 
available for a variety of geographical units including localities, Census Collection districts 
(CCDs), Statistical Local Areas (SLAs) and postcodes. The five categories are:  
 

1. Highly Accessible (ARIA score 0 - 1.84) - relatively unrestricted accessibility to a wide 
range of goods and services and opportunities for social interaction 
2. Accessible (ARIA score >1.84 - 3.51) - some restrictions to accessibility of some 
goods, services and opportunities for social interaction 
3. Moderately Accessible (ARIA score >3.51 -5.80) - significantly restricted accessibility of 
goods, services and opportunities for social interaction 
4. Remote (ARIA score >5.80 - 9.08) - very restricted accessibility of goods, services and 
opportunities for social interaction 
5. Very Remote (ARIA score >9.08 - 12) - very little accessibility of goods, services and 
opportunities for social interaction. 
 

Until recently, rurality has been described almost exclusively by the seven level Rural, 
Remote and Metropolitan Areas (RRMA) classification.  This classification is based on the 
size of the local population centre as well as a measure of remoteness.130 

Work by the National Key Centre for the Social Applications of Geographical Information 
Systems (GISCA) from 1996 saw the development of improved measures of remoteness: the 
Accessibility/Remoteness Index of Australia (ARIA), a continuous variable with a 
remoteness score of 0-12; and its successor, ARIA+ (similar to ARIA, but with a remoteness 
score of 0-15). 

From ARIA, the department of Health and Ageing developed its five-level classification (also 
called ARIA), and from ARIA+, the Australian Bureau of Statistics developed its six-level 
classification, the Australian Standard Geographic Classification (ASGC) Remoteness 
Structure.131  

Remoteness classifications 
 RRMA DoHA ARIA ASGC Remoteness 
Broad Category Fine Category Population 

(000,000) 
% Category Population 

(000,000) 
% Category Population 

(000,000) 
% 

Captital Cities 11.6 64 Highly 
Accessible 

14.9 81 Major 
Cities 

12.1 66 

Metropolitan Other 
Metropoliotan 
centres 

1.4 8       

Large Rural 
centres 

1.1 6 Accessible 2.2 12 Inner 
Regional 

3.8 21 

Small Rural 
centres 

1.2 7    Outer 
Regional 

2.0 11 Rural 

Other Rural 
centres 

2.4 13 Moderately 
Accessible 

0.8 4    

Remote centres 0.2 1 Remote 0.2 1 Remote 0.3 0.3 
Other Remote 
areas 

0.3 2 Very 
Remote 

0.2 1 Very 
Remote 

0.2 0.2 Remote 

      Migatory <0.1  
Note: This table is a rough guide only; the various classes in each classification are not equivalent. 
Sources: AIHW Population Estimates; AIHW Australia’s Health 2002. 

                                                 
130 Australian Institute of Health and Welfare (2002). Australia ’s health 2002. Canberra: AIHW. 
131 Australian Bureau of Statistics (2001). Outcomes of ABS views on remoteness consultation, Australia. ABS 
Cat No 1244.0.00.001. Canberra, ABS. 
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APPENDIX 2 

ABS SEIFA Index of Relative Social Disadvantage 
 
As detailed previously, the Australian Bureau of Statistics produces a number of indexes to 
measure different aspects of the population. These summary measures, the Socio-Economic 
Indexes for Areas (SEIFA), combine into one index a range of information relating to the 
social and economic characteristics of the populations in small areas.  
 
One of these indexes, the Index of Relative Socio-Economic Disadvantage (IRSD) is a useful 
measure of socio-economic disadvantage. Although it has limitations as changes to the 
variables that underpin the index may change the values calculated, it is likely that the 
relativity would be unchanged in most circumstances. 
 
The IRSD is calculated to show the relativity of areas to the Australian or State average 
which is set at 1000. Areas with a score above 1000 are advantaged compared to the average 
and areas with a score below 1000 are similarly considered disadvantaged. The lower the 
number, the greater the disadvantage. The following table displays a listing of relative socio-
economic disadvantage for Queensland non-metropolitan statistic local areas ranked from 
most disadvantaged to least disadvantaged. 
 
Index of Relative Socio-economic disadvantage for  Queensland Non-metropolitan 
Statistical Local Areas (SLAs) 
 

Statistical Local Area ABS Index Peer  rank132 
Aurukun (S) 637 1 

Mornington (S) 677 2 

Croydon (S) 802 3 

Torres (S) 811 4 

Carpentaria (S) 828 5 

Burke (S) 830 6 

Mount Morgan (S) 835 7 

Cook (S) - Excl. Weipa 870 8 

Murgon (S) 874 9 

Perry (S) 888 10 

Boulia (S) 889 11 

Miriam Vale (S) 893 12 

Nanango (S) 894 13 

Eidsvold (S) 896 14 

Kolan (S) 898 15 

Tiaro (S) 909 16 

Herberton (S) 912 17 

Tara (S) 915 18 

Paroo (S) 916 19 

Cairns (C) Pt B 920 20 

Wondai (S) 920 20 

Biggenden (S) 921 22 

Bowen (S) 921 22 

                                                 
132 Ranking when compared to other non-metropolitan SLAs 
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Isis (S) 929 24 

Hervey Bay (C) 933 25 

Mundubbera (S) 936 26 

Gayndah (S) 940 27 

Maroochy (S) - Maroochydore 940 27 

Bundaberg (C) 943 29 

Kilkivan (S) 943 29 

Aramac (S) 945 31 

Jericho (S) 947 32 

Hinchinbrook (S) 949 33 

Kilcoy (S) 949 33 

Cooloola (S) - Excl. Gympie 950 35 

Inglewood (S) 950 35 

Booringa (S) 951 37 

Flinders (S) 951 37 

Esk (S) 952 39 

Laidley (S) 952 39 

Bendemere (S) 953 41 

Calliope (S) Pt B 953 41 

Cooloola (S) - Gympie Only 953 41 

Maryborough (C) 955 44 

Etheridge (S) 956 45 

Cloncurry (S) 957 46 

Caloundra (C) 958 47 

Diamantina (S) 958 47 

Sarina (S) 958 47 

Winton (S) 958 47 

Burnett (S) Pt B 959 51 

Dalrymple (S) 959 51 

Maroochy (S) - Nambour 960 53 

Caboolture (S) Pt B 961 54 

Stanthorpe (S) 961 54 

Tambo (S) 961 54 

Duaringa (S) 962 57 

Noosa (S) Balance 965 58 

Warwick (S) - Central 966 59 

Richmond (S) 969 60 

Burnett (S) Pt A 970 61 

Murweh (S) 970 61 

Balonne (S) 971 63 

Blackall (S) 971 63 

Mareeba (S) 971 63 

Caloundra (C) - Kawana 972 66 

Taroom (S) 972 66 

Maroochy (S) - Coastal North 973 68 

Millmerran (S) 973 68 

Caloundra (C) - Rail Corridor 974 70 

Chinchilla (S) 974 70 

Murilla (S) 974 70 
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Johnstone (S) 975 73 

Warroo (S) 975 73 

Boonah (S) 976 75 

Monto (S) 979 76 

Mckinlay (S) 980 77 

Banana (S) 982 78 

Barcoo (S) 983 79 

Charters Towers (C) 983 79 

Gatton (S) 983 79 

Rockhampton (C) 983 79 

Woocoo (S) 983 79 

Cardwell (S) 984 84 

Fitzroy (S) Pt A 990 85 

Ipswich (C) - West 990 85 

Warwick (S) - East 991 87 

Fitzroy (S) Pt B 992 88 

Rosalie (S) 992 88 

Gladstone (C) 993 90 

Warwick (S) - North 993 90 

Maroochy (S) - Mooloolaba 995 92 

Mirani (S) 995 92 

Atherton (S) 996 94 

Clifton (S) 996 94 

Kingaroy (S) 996 94 

Livingstone (S) 996 94 

Eacham (S) 997 98 

Mackay (C) Pt A 997 98 

Warwick (S) - West 997 98 

Dalby (T) 998 101 

Ilfracombe (S) 998 101 

Burdekin (S) 999 103 

Isisford (S) 999 103 

Pittsworth (S) 999 103 

Goondiwindi (T) 1000 106 

Maroochy (S) Bal In S C©st Ssd 1000 106 

Mount Isa (C) 1000 106 

Roma (T) 1001 109 

Barcaldine (S) 1003 110 

Belyando (S) 1003 110 

Quilpie (S) 1003 110 

Caloundra (C) - Hinterland 1004 113 

Thuringowa (C) Pt B 1005 114 

Mackay (C) Pt B 1008 115 

Noosa (S)  1008 115 

Toowoomba (C)  1008 115 

Bauhinia (S) 1009 118 

Nebo (S) 1009 118 

Wambo (S) 1009 118 

Beaudesert (S) Pt B 1010 121 
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Jondaryan (S) 1010 121 

Bungil (S) 1012 123 

Ipswich (C) - South-west 1012 123 

Bulloo (S) 1013 125 

Broadsound (S) 1017 126 

Longreach (S) 1018 127 

Maroochy (S) Balance 1020 128 

Emerald (S) 1021 129 

Calliope (S) Pt A 1022 130 

Waggamba (S) 1025 131 

Townsville (C) Pt B 1026 132 

Cairns (C) 1029 133 

Douglas (S) 1030 134 

Peak Downs (S) 1030 134 

Whitsunday (S) 1031 136 

Cambooya (S) 1040 137 

Crow©s Nest (S) 1048 138 

Maroochy (S) - Buderim 1059 139 

Cook (S) - Weipa Only 1093 140 
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APPENDIX 3 

Medical Workforce Supply Estimates 

         

Avg 
patient 

encounter  
per  capita 
per  year  

(AMWAC) 

Patient 
encounters 
per  year  

(AMWAC) 

Known 
No. of 
Practit©s 

Practit 
Required        

          7.1 7185.0             

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

Cairns Cairns (C) Pt B Babinda 4.02 5         8,449  1.2 2.0 -0.8 Cairns 1190 6998 1361.5 

Cairns Cairns (C) Pt B Cairns (C) Balance           25,688  3.6 0.0 3.6 Cairns 3618 6998   

Cairns Cairns (C) Pt B Yarrabah 4.18 5       15,549  2.2 1.0 1.2 Cairns 2190 6998   

Capric Calliope (S) Boyne Island 2.13 5       25,205  3.5 6.0 -2.5 CAPDGP 3550 15115 6546.9 

Capric Calliope (S) Calliope 2.09 5       10,508  1.5 0.0 1.5 CAPDGP 1480 15115   

Capric Calliope (S) Calliope Balance           45,050  6.3 0.0 6.3 CAPDGP 6345 15115   

Capric Calliope (S) Mount Larcom (L) 2.25 5         1,704  0.2 0.0 0.2 CAPDGP 240 15115   

Capric Calliope (S) Tannum Sands 2.17 5       24,850  3.5 1.0 2.5 CAPDGP 3500 15115   

Capric Fitzroy (S) Bouldercombe (L) 2.00 5         4,544  0.6 0.0 0.6 CAPDGP 640 9951 5905 

Capric Fitzroy (S) Fitzroy Balance           28,762  4.0 0.0 4.0 CAPDGP 4051 9951   

Capric Fitzroy (S) Gracemere 1.86 5       37,346  5.2 2.0 3.2 CAPDGP 5260 9951   

Capric Gladstone (C) Gladstone 1.70 4     190,798  26.6 31.0 -4.4 CAPDGP 26873 26873 162.6 

Capric Livingstone (S) Emu Park 2.32 5       20,874  2.9 5.0 -2.1 CAPDGP 2940 26369 11774.6 

Capric Livingstone (S) Keppel Sands (L) 2.46 5         2,201  0.3 0.0 0.3 CAPDGP 310 26369   

Capric Livingstone (S) Lammermoor Beach             2,840  0.4 0.0 0.4 CAPDGP 400 26369   

Capric Livingstone (S) Livingstone Balance           93,216  13.0 0.0 13.0 CAPDGP 13129 26369   

Capric Livingstone (S) Yeppoon 2.05 5       68,089  9.5 13.0 -3.5 CAPDGP 9590 26369   

CQR Banana (S) Banana 3.56 5            710  0.1 0.0 0.1 CQR 100 14369 15754.8 

CQR Banana (S) Banana Balance           40,179  5.6 0.0 5.6 CQR 5659 14369   

CQR Banana (S) Baralaba (L) 4.12 5         1,704  0.2 1.0 -0.8 CQR 240 14369   

CQR Banana (S) Biloela 2.72 5       37,346  5.2 5.0 0.2 CQR 5260 14369   

CQR Banana (S) Cracow 5.45 5            355  0.0 0.0 0.0 CQR 50 14369   

CQR Banana (S) Goovigen 3.05 5            355  0.0 0.0 0.0 CQR 50 14369   

CQR Banana (S) Moura 4.03 5       14,058  2.0 2.0 -0.0 CQR 1980 14369   

CQR Banana (S) Thangool (L) 2.96 5         2,698  0.4 0.0 0.4 CQR 380 14369   

CQR Banana (S) Theodore (L) 4.79 5         3,621  0.5 2.0 -1.5 CQR 510 14369   

CQR Banana (S) Wowan 3.18 5            994  0.1 0.0 0.1 CQR 140 14369   

CQR Bauhinia (S) Bauhinia Balance           10,295  1.4 0.0 1.4 CQR 1450 2262 23641.3 

CQR Bauhinia (S) Rolleston 6.39 7            710  0.1 0.0 0.1 CQR 100 2262   

CQR Bauhinia (S) Springsure (L) 6.25 7         4,118  0.6 2.0 -1.4 CQR 580 2262   

CQR Belyando (S) Bellyando Balance             7,640  1.1 0.0 1.1 CQR 1076 9936 30280.7 

CQR Belyando (S) Clermont 6.99 6       15,762  2.2 2.0 0.2 CQR 2220 9936   

CQR Belyando (S) Moranbah 5.17 6       47,144  6.6 3.0 3.6 CQR 6640 9936   

CQR Broadsound (S) Broadsound Balance           20,256  2.8 0.0 2.8 CQR 2853 6523 18546.2 

CQR Broadsound (S) Carmila 4.97 7            781  0.1 0.0 0.1 CQR 110 6523   

CQR Broadsound (S) Clairview             1,065  0.1 0.0 0.1 CQR 150 6523   

CQR Broadsound (S) Dysart 6.10 7         8,591  1.2 1.0 0.2 CQR 1210 6523   

CQR Broadsound (S) Middlemount 6.01 7       14,555  2.0 1.0 1.0 CQR 2050 6523   

CQR Broadsound (S) St Lawrence 5.60 7         1,065  0.1 0.0 0.1 CQR 150 6523   

CQR Duaringa (S) Blackwater 4.02 6       40,186  5.6 2.0 3.6 CQR 5660 7659 18142.9 

CQR Duaringa (S) Bluff (L) 3.96 6         2,982  0.4 0.0 0.4 CQR 420 7659   
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CQR Duaringa (S) Dingo 3.89 6            852  0.1 0.0 0.1 CQR 120 7659   

CQR Duaringa (S) Duaringa (L) 3.81 6         1,633  0.2 0.0 0.2 CQR 230 7659   

CQR Duaringa (S) Duaringa Balance                703  0.1 0.0 0.1 CQR 99 7659   

CQR Duaringa (S) Woorabinda 4.85 6         8,023  1.1 1.0 0.1 CQR 1130 7659   

CQR Emerald (S) Emerald 5.06 6       70,929  9.9 13.0 -3.1 CQR 9990 13009 10364.5 

CQR Emerald (S) Emerald Balance           13,625  1.9 0.0 1.9 CQR 1919 13009   

CQR Emerald (S) Rubyvale (L) 6.59 6         3,124  0.4 0.0 0.4 CQR 440 13009   

CQR Emerald (S) Sapphire (L) 6.43 6         3,337  0.5 0.0 0.5 CQR 470 13009   

CQR Emerald (S) Willows Gemfields (L) 6.47 6         1,349  0.2 0.0 0.2 CQR 190 13009   

CQR Monto (S) Monto 4.10 5         8,733  1.2 2.0 -0.8 CQR 1230 2534 4321.8 

CQR Monto (S) Monto Balance             9,258  1.3 0.0 1.3 CQR 1304 2534   

CQR Mount Morgan (S) Mount Morgan 2.36 5       17,040  2.4 2.0 0.4 CQR 2400 2952 491.9 

CQR Mount Morgan (S) Mount Morgan (S) Bal             3,919  0.5 0.0 0.5 CQR 552 2952   

CQR Peak Downs (S) Capella (L) 6.15 7         5,112  0.7 0.0 0.7 CQR 720 3145 8126.5 

CQR Peak Downs (S) Peak Downs Bal             5,432  0.8 0.0 0.8 CQR 765 3145   

CQR Peak Downs (S) Tieri 6.36 7       11,076  1.5 2.0 -0.5 CQR 1560 3145   

CWQ Aramac (S) Aramac (L) 11.05 7         2,769  0.4 1.0 -0.6 CWQR 390 734 23360.8 

CWQ Aramac (S) Aramac Balance             1,590  0.2 0.0 0.2 CWQR 224 734   

CWQ Aramac (S) Muttaburra 11.24 7            852  0.1 0.0 0.1 CWQR 120 734   

CWQ Barcaldine (S) Barcaldine 11.03 7       10,650  1.5 2.0 -0.5 CWQR 1500 1746 8443.4 

CWQ Barcaldine (S) Barcaldine Balance             1,747  0.2 0.0 0.2 CWQR 246 1746   

CWQ Barcoo (S) Barcoo Balance             2,272  0.3 0.0 0.3 CWQR 320 440 61974.2 

CWQ Barcoo (S) Jundah 11.84 7            497  0.1 0.0 0.1 CWQR 70 440   

CWQ Barcoo (S) Windorah 11.78 7            355  0.0 0.0 0.0 CWQR 50 440   

CWQ Blackall (S) Blackall 10.91 7         8,733  1.2 1.0 0.2 CWQR 1230 1806 16384.3 

CWQ Blackall (S) Blackall Balance             4,090  0.6 0.0 0.6 CWQR 576 1806   

CWQ Boulia (S) Boulia (L) 11.04 7         1,846  0.3 0.0 0.3 CWQR 260 577 61092.9 

CWQ Boulia (S) Boulia Balance             2,251  0.3 0.0 0.3 CWQR 317 577   

CWQ Diamantina (S) Birdsville 11.67 7            497  0.1 0.0 0.1 CWQR 70 326 94832.3 

CWQ Diamantina (S) Diamantina Balance             1,818  0.3 0.0 0.3 CWQR 256 326   

CWQ Ilfracombe (S) Ilfracombe Balance 11.49 7         2,577  0.4 0.0 0.4 CWQR 363 363 6575.7 

CWQ Isisford (S) Isisford Balance 11.62 7         2,137  0.3 0.0 0.3 CWQR 301 301 10501.4 

CWQ Jericho (S) Alpha (L) 9.05 7         2,982  0.4 1.0 -0.6 CWQR 420 1103 21872.6 

CWQ Jericho (S) Jericho Balance             3,855  0.5 0.0 0.5 CWQR 543 1103   

CWQ Jericho (S) Jerico 10.03 7            994  0.1 0.0 0.1 CWQR 140 1103   

CWQ Longreach (S) Longreach 11.57 7       23,075  3.2 6.0 -2.8 CWQR 3250 3929 23561.2 

CWQ Longreach (S) Longreach Balance             4,821  0.7 0.0 0.7 CWQR 679 3929   

CWQ Tambo (S) Tambo (L) 10.43 7         2,414  0.3 0.0 0.3 CWQR 340 625 14105.2 

CWQ Tambo (S) Tambo Balance             2,024  0.3 0.0 0.3 CWQR 285 625   

CWQ Winton (S) Winton 11.54 7         7,881  1.1 2.0 -0.9 CWQR 1110 1616 53934.7 

CWQ Winton (S) Winton Balance             3,593  0.5 0.0 0.5 CWQR 506 1616   

FNQ Atherton (S) Atherton 3.87 5       42,458  5.9 21.0 -15.1 FNQ 5980 10611 623.1 

FNQ Atherton (S) Atherton Balance           23,508  3.3 0.0 3.3 FNQ 3311 10611   

FNQ Atherton (S) Kairi (L) 4.01 5         1,775  0.2 0.0 0.2 FNQ 250 10611   

FNQ Atherton (S) Tinaroo 4.01 5            497  0.1 0.0 0.1 FNQ 70 10611   

FNQ Atherton (S) Tolga (L) 3.92 5         6,248  0.9 0.0 0.9 FNQ 880 10611   

FNQ Atherton (S) Walkamin 3.88 5            852  0.1 0.0 0.1 FNQ 120 10611   

FNQ Aurukun (S) Aurukun (L) 12.00 7         7,803  1.1 0.0 1.1 FNQ 1099 1099 7382.9 

FNQ Cardwell (S) Cardwell Balance           36,522  5.1 0.0 5.1 FNQ 5144 10774   
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FNQ Cardwell (S) Mission Beach South (L) 5.32 5         4,047  0.6 0.0 0.6 FNQ 570 10774   

FNQ Cardwell (S) Tully 5.37 5       18,318  2.5 5.0 -2.5 FNQ 2580 10774   

FNQ Cardwell (S) Tully Heads (L) 5.73 5         3,479  0.5 0.0 0.5 FNQ 490 10774   

FNQ Cardwell (S) Wongaling Beach 5.23 5         5,396  0.8 0.0 0.8 FNQ 760 10774   

FNQ Cardwell (S) Cardwell 5.52 5         8,733  1.2 1.0 0.2 NQR 1230 10774 3061.8 

FNQ Cook (S) Coen 11.28 7         1,775  0.2 0.0 0.2 FNQ 250 8464 117089.8 

FNQ Cook (S) Cook Balance           20,938  2.9 0.0 2.9 FNQ 2949 8464   

FNQ Cook (S) Cooktown 8.51 7         8,165  1.1 4.0 -2.9 FNQ 1150 8464   

FNQ Cook (S) Hope Vale (L) 9.26 7         5,467  0.8 0.0 0.8 FNQ 770 8464   

FNQ Cook (S) Lockhart River (L) 12.00 7         3,976  0.6 0.0 0.6 FNQ 560 8464   

FNQ Cook (S) Napranum (Weipa South) (L) 12.00 7         6,248  0.9 0.0 0.9 FNQ 880 8464   

FNQ Cook (S) Weipa 12.00 7       13,526  1.9 3.0 -1.1 FNQ 1905 8464   

FNQ Croydon (S) Croydon (L) 11.27 7         1,491  0.2 0.0 0.2 FNQ 210 286 29581.4 

FNQ Croydon (S) Croydon Balance                540  0.1 0.0 0.1 FNQ 76 286   

FNQ Douglas (S) Craiglie 4.43 5       15,762  2.2 0.0 2.2 FNQ 2220 10688 2456.1 

FNQ Douglas (S) Daintree 5.55 5            994  0.1 0.0 0.1 FNQ 140 10688   

FNQ Douglas (S) Douglas Balance           25,901  3.6 0.0 3.6 FNQ 3648 10688   

FNQ Douglas (S) Mossman 4.69 5       13,490  1.9 6.0 -4.1 FNQ 1900 10688   

FNQ Douglas (S) Newell (L) 4.86 5         2,769  0.4 0.0 0.4 FNQ 390 10688   

FNQ Douglas (S) Oak Beach   5         1,420  0.2 0.0 0.2 FNQ 200 10688   

FNQ Douglas (S) Port Douglas 4.57 5         8,520  1.2 10.0 -8.8 FNQ 1200 10688   

FNQ Douglas (S) Wonga Beach (L) 5.11 5         4,686  0.7 0.0 0.7 FNQ 660 10688   

FNQ Douglas (S) Wujal Wujal (L) 6.88 5         2,343  0.3 0.0 0.3 FNQ 330 10688   

FNQ Eacham (S) Eacham Balance           29,628  4.1 0.0 4.1 FNQ 4173 6353 1126.5 

FNQ Eacham (S) Malanda (L) 4.07 5         6,248  0.9 1.0 -0.1 FNQ 880 6353   

FNQ Eacham (S) Millaa Millaa (L) 4.58 5         2,272  0.3 0.0 0.3 FNQ 320 6353   

FNQ Eacham (S) Yungaburra (L) 3.88 5         6,958  1.0 1.0 -0.0 FNQ 980 6353   

FNQ Etheridge (S) Etheridge Balance             5,481  0.8 0.0 0.8 FNQ 772 1032 39308.5 

FNQ Etheridge (S) Georgetown (L) 10.46 7         1,846  0.3 0.0 0.3 FNQ 260 1032   

FNQ Herberton (S) Herberton (L) 4.26 7         7,739  1.1 1.0 0.1 FNQ 1090 5326 9603.5 

FNQ Herberton (S) Herberton Balance           20,917  2.9 0.0 2.9 FNQ 2946 5326   

FNQ Herberton (S) Mount Garnet (L) 5.61 7         2,982  0.4 0.0 0.4 FNQ 420 5326   

FNQ Herberton (S) Ravenshoe (L) 4.86 7         6,177  0.9 1.0 -0.1 FNQ 870 5326   

FNQ Johnstone (S) Bingil Bay (L) 5.10 5         3,124  0.4 0.0 0.4 FNQ 440 19383 1639.3 

FNQ Johnstone (S) El Arish (L) 4.85 5         2,272  0.3 0.0 0.3 FNQ 320 19383   

FNQ Johnstone (S) Flying Fish Point (L) 4.15 5         5,112  0.7 0.0 0.7 FNQ 720 19383   

FNQ Johnstone (S) Innisfail 4.03 5       65,249  9.1 19.0 -9.9 FNQ 9190 19383   

FNQ Johnstone (S) Johnstone Balance           38,432  5.3 0.0 5.3 FNQ 5413 19383   

FNQ Johnstone (S) Johnstone South (L) 4.25 5         4,260  0.6 0.0 0.6 FNQ 600 19383   

FNQ Johnstone (S) Kurrimine (L) 4.88 5         4,899  0.7 0.0 0.7 FNQ 690 19383   

FNQ Johnstone (S) Mission Beach 5.19 5         2,840  0.4 4.0 -3.6 FNQ 400 19383   

FNQ Johnstone (S) Mourilyan (L) 4.20 5         3,550  0.5 0.0 0.5 FNQ 500 19383   

FNQ Johnstone (S) Silkwood (L) 4.68 5         2,982  0.4 0.0 0.4 FNQ 420 19383   

FNQ Johnstone (S) Wangan (L) 4.19 5         4,899  0.7 0.0 0.7 FNQ 690 19383   

FNQ Mareeba (S) Dimbulah (L) 4.67 6         3,266  0.5 0.0 0.5 FNQ 460 18417 53644.5 

FNQ Mareeba (S) Kuranda (L) 3.56 6         4,899  0.7 3.0 -2.3 FNQ 690 18417   

FNQ Mareeba (S) Mareeba 3.60 6       51,475  7.2 15.0 -7.8 FNQ 7250 18417   

FNQ Mareeba (S) Mareeba Balance           71,121  9.9 0.0 9.9 FNQ 10017 18417   

FNQ Torres (S) Bamaga (L) 12.00 7         6,461  0.9 3.0 -2.1 FNQ 910 10002 1856.9 
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FNQ Torres (S) Injinoo (Cowal Creek) (L) 12.00 7         2,769  0.4 0.0 0.4 FNQ 390 10002   

FNQ Torres (S) New Mapoon (L) 12.00 7         1,846  0.3 0.0 0.3 FNQ 260 10002   

FNQ Torres (S) St Pauls (L) 12.00 7         1,917  0.3 0.0 0.3 FNQ 270 10002   

FNQ Torres (S) Thursday Island 12.00 7       18,531  2.6 8.0 -5.4 FNQ 2610 10002   

FNQ Torres (S) Torres Balance           37,573  5.2 0.0 5.2 FNQ 5292 10002   

FNQ Torres (S) Umagico (L) 12.00 7         1,917  0.3 0.0 0.3 FNQ 270 10002   

IWM Boonah (S) Boonah 2.03 5       16,472  2.3 5.0 -2.7 IWMDGP 2320 8449 1921.5 

IWM Boonah (S) Boonah Balance           39,682  5.5 0.0 5.5 IWMDGP 5589 8449   

IWM Boonah (S) Kalbar (L) 1.88 5         3,834  0.5 0.0 0.5 IWMDGP 540 8449   

IWM Esk (S) Coominya (L) 1.35 5         3,550  0.5 0.0 0.5 IWMDGP 500 14794 3934.1 

IWM Esk (S) Esk (L) 1.59 5         6,816  0.9 2.0 -1.1 IWMDGP 960 14794   

IWM Esk (S) Esk Balance           75,217  10.5 0.0 10.5 IWMDGP 10594 14794   

IWM Esk (S) Fernvale (L) 1.19 5         6,035  0.8 1.0 -0.2 IWMDGP 850 14794   

IWM Esk (S) Lowood (L) 1.21 5         7,100  1.0 7.0 -6.0 IWMDGP 1000 14794   

IWM Esk (S) Toogoolawah (L) 1.96 5         6,319  0.9 0.0 0.9 IWMDGP 890 14794   

IWM Ipswich (C) West & SW Haigsleigh 1.10 5         2,130  0.3 0.0 0.3 IWMDGP 300 12185 803.3 

IWM Ipswich (C) West & SW Harrisville (L) 1.58 5         2,627  0.4 0.0 0.4 IWMDGP 370 12185   

IWM Ipswich (C) West & SW Ipswich Balance (Purga) 0.00 5       53,712  7.5 3.0 4.5 IWMDGP 7565 12185   

IWM Ipswich (C) West & SW Marburg (L) 1.10 5         4,544  0.6 0.0 0.6 IWMDGP 640 12185   

IWM Ipswich (C) West & SW Rosewood 1.20 5       15,194  2.1 2.0 0.1 IWMDGP 2140 12185   

IWM Ipswich (C) West & SW Walloon 1.16 5         8,307  1.2 0.0 1.2 IWMDGP 1170 12185   

IWM Laidley (S) Forest Hill (L) 0.87 5         3,053  0.4 0.0 0.4 IWMDGP 430 13099 701.1 

IWM Laidley (S) Laidley 0.99 5       17,111  2.4 7.0 -4.6 IWMDGP 2410 13099   

IWM Laidley (S) Laidley Balance           72,839  10.1 0.0 10.1 IWMDGP 10259 13099   

Mackay Mackay (C) Pt B Calen (L) 4.87 5         1,704  0.2 0.0 0.2 Mackay 240 11202 2639.3 

Mackay Mackay (C) Pt B Eton (L) 4.22 5         2,485  0.3 0.0 0.3 Mackay 350 11202   

Mackay Mackay (C) Pt B Seaforth (L) 4.82 5         2,343  0.3 0.0 0.3 Mackay 330 11202   

Mackay Mackay (C) Pt B Mackay Pt B Bal           73,002  10.2 0.0 10.2 Mackay 10282 11202   

Mackay Mirani (S) Finch Hatton (L) 5.15 5         1,917  0.3 0.0 0.3 Mackay 270 5271 3280.1 

Mackay Mirani (S) Marian (L) 4.27 5         4,686  0.7 0.0 0.7 Mackay 660 5271   

Mackay Mirani (S) Mirani (L) 4.49 5         3,550  0.5 1.0 -0.5 Mackay 500 5271   

Mackay Mirani (S) Mirani Balance           27,271  3.8 0.0 3.8 Mackay 3841 5271   

Mackay Nebo (S) Glenden 6.16 7         9,443  1.3 1.0 0.3 CQR 1330 2113 10035.3 

Mackay Nebo (S) Nebo 5.42 7         1,136  0.2 0.0 0.2 CQR 160 2113   

Mackay Nebo (S) Nebo Balance             4,423  0.6 0.0 0.6 CQR 623 2113   

Mackay Sarina (S) Campwin Beach (L) 4.26 5         3,053  0.4 0.0 0.4 Mackay 430 9822 1444.4 

Mackay Sarina (S) Grasstree Beach (L) 4.27 5         3,408  0.5 0.0 0.5 Mackay 480 9822   

Mackay Sarina (S) Half Tide Beach (L) 4.27 5         1,420  0.2 0.0 0.2 Mackay 200 9822   

Mackay Sarina (S) Hector (L) 4.23 5         1,846  0.3 0.0 0.3 Mackay 260 9822   

Mackay Sarina (S) Sarina 4.10 5       24,637  3.4 10.0 -6.6 Mackay 3470 9822   

Mackay Sarina (S) Sarina Balance           33,313  4.6 0.0 4.6 Mackay 4692 9822   

Mackay Sarina (S) Sarina Beach (L) 4.23 5         2,059  0.3 0.0 0.3 Mackay 290 9822   

Mackay Whitsunday (S) Airlie Beach 5.78 5       12,922  1.8 9.0 -7.2 Mackay 1820 15496 2679.1 

Mackay Whitsunday (S) Cannonvale 5.74 5       21,868  3.0 0.0 3.0 Mackay 3080 15496   

Mackay Whitsunday (S) Hamilton Island 9.50 5         7,384  1.0 1.0 0.0 Mackay 1040 15496   

Mackay Whitsunday (S) Proserpine 5.40 5       25,134  3.5 9.0 -5.5 Mackay 3540 15496   

Mackay Whitsunday (S) Whitsunday Balance           42,714  5.9 0.0 5.9 Mackay 6016 15496   

NQR Bowen (S) Bowen 5.03 6       55,522  7.7 11.0 -3.3 NQR 7820 12423 21177 

NQR Bowen (S) Bowen Balance           16,564  2.3 0.0 2.3 NQR 2333 12423   
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NQR Bowen (S) Collinsville 6.26 6       14,342  2.0 2.0 -0.0 NQR 2020 12423   

NQR Bowen (S) Merinda (L) 5.10 6         1,775  0.2 0.0 0.2 NQR 250 12423   

NQR Burdekin (S) Alva Beach             1,775  0.2 0.0 0.2 NQR 250 18466 5053.4 

NQR Burdekin (S) Ayr 4.03 5       61,202  8.5 10.0 -1.5 NQR 8620 18466   

NQR Burdekin (S) Brandon (L) 4.02 5         6,532  0.9 0.0 0.9 NQR 920 18466   

NQR Burdekin (S) Burdekin Balance           33,910  4.7 0.0 4.7 NQR 4776 18466   

NQR Burdekin (S) Giru (L) 4.08 5         3,124  0.4 0.0 0.4 NQR 440 18466   

NQR Burdekin (S) Home Hill 4.23 5       21,939  3.1 3.0 0.1 NQR 3090 18466   

NQR Burdekin (S) Kalamia Estate (L) 4.09 5         2,627  0.4 0.0 0.4 NQR 370 18466   

NQR Burke (S) Burke Balance             5,545  0.8 0.0 0.8 NQR 781 1711 41989.5 

NQR Burke (S) Burketown (L) 11.96 7         1,207  0.2 0.0 0.2 NQR 170 1711   

NQR Burke (S) Doomadgee (L) 11.99 7         5,396  0.8 1.0 -0.2 NQR 760 1711   

NQR Carpentaria (S) Kowanyama (L) 11.50 7         6,887  1.0 1.0 -0.0 FNQ 970 3927   

NQR Carpentaria (S) Pormpuraaw (Edward River) (L) 11.82 7         3,905  0.5 0.0 0.5 FNQ 550 3927   

NQR Carpentaria (S) Carpentaria Balance             4,452  0.6 0.0 0.6 NQR 627 3927 68335.4 

NQR Carpentaria (S) Karumba 11.82 7         3,763  0.5 0.0 0.5 NQR 530 3927   

NQR Carpentaria (S) Normanton 11.77 7         8,875  1.2 2.0 -0.8 NQR 1250 3927   

NQR Charters Towers (C) Charters Towers 4.55 5       61,983  8.6 11.0 -2.4 NQR 8730 8730 42 

NQR Cloncurry (S) Cloncurry 8.22 7       17,182  2.4 2.0 0.4 NQR 2420 3927 48112.1 

NQR Cloncurry (S) Cloncurry Balance             9,138  1.3 0.0 1.3 NQR 1287 3927   

NQR Cloncurry (S) Dajarra (L) 8.58 7         1,562  0.2 0.0 0.2 NQR 220 3927   

NQR Dalrymple (S) Dalrymple Balance           20,420  2.8 0.0 2.8 NQR 2876 3516 68346.1 

NQR Dalrymple (S) Greenvale   7         1,420  0.2 0.0 0.2 NQR 200 3516   

NQR Dalrymple (S) Pentland (L) 7.01 7         1,136  0.2 0.0 0.2 NQR 160 3516   

NQR Dalrymple (S) Ravenswood 5.70 7         1,988  0.3 0.0 0.3 NQR 280 3516   

NQR Flinders (S) Flinders Balance             4,636  0.6 0.0 0.6 NQR 653 2073 41537.9 

NQR Flinders (S) Hughenden 10.27 7       10,082  1.4 1.0 0.4 NQR 1420 2073   

NQR Hinchinbrook (S) Allingham 4.66 5         7,952  1.1 0.0 1.1 NQR 1120 14700 2882.2 

NQR Hinchinbrook (S) Cordelia 4.64 5       14,058  2.0 0.0 2.0 NQR 1980 14700   

NQR Hinchinbrook (S) Halifax (L) 4.69 5         3,905  0.5 0.0 0.5 NQR 550 14700   

NQR Hinchinbrook (S) Hinchinbrook Balance           14,662  2.0 0.0 2.0 NQR 2065 14700   

NQR Hinchinbrook (S) Ingham 4.30 5       36,423  5.1 8.0 -2.9 NQR 5130 14700   

NQR Hinchinbrook (S) Lucinda (L) 4.88 5         3,124  0.4 0.0 0.4 NQR 440 14700   

NQR Hinchinbrook (S) Macknade (L) 4.62 5         2,911  0.4 0.0 0.4 NQR 410 14700   

NQR Hinchinbrook (S) Palm Islands 9.20 5       16,366  2.3 2.0 0.3 NQR 2305 14700   

NQR Hinchinbrook (S) Taylors Beach (L) 4.82 5         2,556  0.4 0.0 0.4 NQR 360 14700   

NQR Hinchinbrook (S) Trebonne (L) 4.50 5         2,414  0.3 0.0 0.3 NQR 340 14700   

NQR McKinlay (S) Julia Creek (L) 10.46 7         3,408  0.5 1.0 -0.5 NQR 480 1059 40885.4 

NQR McKinlay (S) McKinlay Balance             4,111  0.6 0.0 0.6 NQR 579 1059   

NQR Mornington (S) Mornington Balance 12.00 7         7,647  1.1 2.0 -0.9 NQR 1077 1077 1231.2 

NQR Mount Isa (C) Camooweal (L) 9.58 6         1,207  0.2 0.0 0.2 NQR 170 21187 43342.5 

NQR Mount Isa (C) Mount Isa 6.02 6     148,177  20.6 35.0 -14.4 NQR 20870 21187   

NQR Mount Isa (C) Mount Isa Balance             1,044  0.1 0.0 0.1 NQR 147 21187   

NQR Richmond (S) Richmond (L) 11.02 7         4,970  0.7 1.0 -0.3 NQR 700 1157 26602.3 

NQR Richmond (S) Richmond Balance             3,245  0.5 0.0 0.5 NQR 457 1157   

Redc Caboolture (S) Pt B Caboolture Balance           26,504  3.7 0.0 3.7 Redcliffe 3733 5673 495.8 

Redc Caboolture (S) Pt B Woodford 1.14 5       13,774  1.9 3.0 -1.1 Redcliffe 1940 5673   

SQR Balonne (S) Balonne Balance           16,713  2.3 0.0 2.3 SQR 2354 5564 31144 

SQR Balonne (S) Bollon 9.23 7         1,065  0.1 0.0 0.1 SQR 150 5564   
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SQR Balonne (S) Dirranbandi (L) 8.58 7         2,911  0.4 1.0 -0.6 SQR 410 5564   

SQR Balonne (S) Mungindi (Part) (L) 6.66 4            639  0.1 1.0 -0.9 SQR 90 5564   

SQR Balonne (S) St George 7.54 7       17,537  2.4 6.0 -3.6 SQR 2470 5564   

SQR Balonne (S) Thallon 7.22 7            639  0.1 0.0 0.1 SQR 90 5564   

SQR Beaudesert (S) Pt B Canungra (L) 0.81 5         3,621  0.5 5.0 -4.5 GCDGP 510 26380   

SQR Beaudesert (S) Pt B Eagle Heights 0.61 5       15,549  2.2 0.0 2.2 GCDGP 2190 26380   

SQR Beaudesert (S) Pt B Mount Tamborine (L) 0.69 5         6,035  0.8 0.0 0.8 GCDGP 850 26380   

SQR Beaudesert (S) Pt B Tamborine North 0.65 5         9,017  1.3 6.0 -4.7 GCDGP 1270 26380   

SQR Beaudesert (S) Pt B Beaudesert 1.36 5       27,974  3.9 15.0 -11.1 SQR 3940 26380 2509.7 

SQR Beaudesert (S) Pt B Beaudesert Balance         117,931  16.4 0.0 16.4 SQR 16610 26380   

SQR Beaudesert (S) Pt B Kooralbyn (L) 1.80 5         5,396  0.8 0.0 0.8 SQR 760 26380   

SQR Beaudesert (S) Pt B Rathdowney (L) 2.17 5         1,775  0.2 0.0 0.2 SQR 250 26380   

SQR Bendemere (S) Bendemere Balance             3,706  0.5 0.0 0.5 SQR 522 992 3928.1 

SQR Bendemere (S) Wallumbilla (L) 5.04 7         1,846  0.3 0.0 0.3 SQR 260 992   

SQR Bendemere (S) Yuleba (L) 4.99 7         1,491  0.2 0.0 0.2 SQR 210 992   

SQR Booringa (S) Booringa Balance             6,376  0.9 0.0 0.9 SQR 898 1908 27826.3 

SQR Booringa (S) Mitchell (L) 7.19 7         7,171  1.0 1.0 -0.0 SQR 1010 1908   

SQR Bulloo (S) Bulloo Balance             1,718  0.2 0.0 0.2 SQR 242 462 73804.9 

SQR Bulloo (S) Thargomindah (L) 11.37 7         1,562  0.2 0.0 0.2 SQR 220 462   

SQR Bungil (S) Bungil Balance           11,076  1.5 0.0 1.5 SQR 1560 1951 13337.6 

SQR Bungil (S) Injune (L) 7.21 7         2,776  0.4 1.0 -0.6 SQR 391 1951   

SQR Caloundra (C) Hinterland Maleny (L) 1.20 5         7,739  1.1 8.0 -6.9 SQR 1090 7402 505.6 

SQR Caloundra (C) Hinterland Caloundra (C) Hinterland (Bal)           44,815  6.2 0.0 6.2 SQR 6312 7402   

SQR Cambooya (S) Cambooya (L) 0.79 5         5,467  0.8 0.0 0.8 SQR 770 5091 631.4 

SQR Cambooya (S) Cambooya Balance           22,372  3.1 0.0 3.1 SQR 3151 5091   

SQR Cambooya (S) Greenmount (L) 0.19 5         2,130  0.3 0.0 0.3 SQR 300 5091   

SQR Cambooya (S) Wyreema (L) 0.67 5         6,177  0.9 0.0 0.9 SQR 870 5091   

SQR Chinchilla (S) Chinchilla 3.47 5       23,714  3.3 5.0 -1.7 SQR 3340 6058 8700.5 

SQR Chinchilla (S) Chinchilla Balance           19,298  2.7 0.0 2.7 SQR 2718 6058   

SQR Clifton (S) Clifton (L) 1.36 5         6,248  0.9 1.0 -0.1 SQR 880 2470 867.4 

SQR Clifton (S) Clifton Balance           11,289  1.6 0.0 1.6 SQR 1590 2470   

SQR Dalby (T) Dalby 1.45 5       71,923  10.0 14.0 -4.0 SQR 10130 10130 47.8 

SQR Goondiwindi (T) Goondiwindi 4.93 5       34,222  4.8 10.0 -5.2 SQR 4820 4820 14.6 

SQR Inglewood (S) Inglewood (L) 3.46 5         6,461  0.9 2.0 -1.1 SQR 910 2675 5878.8 

SQR Inglewood (S) Inglewood Balance             6,994  1.0 0.0 1.0 SQR 985 2675   

SQR Inglewood (S) Texas (L) 4.21 5         5,538  0.8 2.0 -1.2 SQR 780 2675   

SQR Kilcoy (S) Kilcoy 1.71 5       10,934  1.5 2.0 -0.5 SQR 1540 3307 1445.2 

SQR Kilcoy (S) Kilcoy Balance           12,546  1.7 0.0 1.7 SQR 1767 3307   

SQR Kilkivan (S) Goomeri (L) 2.81 5         3,266  0.5 0.0 0.5 SQR 460 3226 3264.4 

SQR Kilkivan (S) Kilkivan (L) 2.65 5         2,556  0.4 0.0 0.4 SQR 360 3226   

SQR Kilkivan (S) Kilkivan Balance           17,083  2.4 0.0 2.4 SQR 2406 3226   

SQR Kingaroy (S) Kingaroy 2.08 5       51,546  7.2 14.0 -6.8 SQR 7260 11835 2422.1 

SQR Kingaroy (S) Kingaroy Balance           32,483  4.5 0.0 4.5 SQR 4575 11835   

SQR Millmerran (S) Cecil Plains (L) 1.88 5         1,775  0.2 0.0 0.2 SQR 250 3494 4520.7 

SQR Millmerran (S) Millmerran 2.39 5         7,668  1.1 2.0 -0.9 SQR 1080 3494   

SQR Millmerran (S) Millmerran Balance           15,364  2.1 0.0 2.1 SQR 2164 3494   

SQR Murgon (S) Cherbourg 2.76 5         7,952  1.1 2.0 -0.9 SQR 1120 4830 695.3 

SQR Murgon (S) Murgon 2.75 5       15,265  2.1 9.0 -6.9 SQR 2150 4830   

SQR Murgon (S) Murgon Balance           11,076  1.5 0.0 1.5 SQR 1560 4830   
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SQR Murilla (S) Miles 4.60 7         8,165  1.1 4.0 -2.9 SQR 1150 2726 6074 

SQR Murilla (S) Murilla Balance           11,190  1.6 0.0 1.6 SQR 1576 2726   

SQR Murweh (S) Augathella (L) 10.35 7         3,053  0.4 1.0 -0.6 SQR 430 5014 40739.9 

SQR Murweh (S) Charleville 10.38 7       23,572  3.3 6.0 -2.7 SQR 3320 5014   

SQR Murweh (S) Murweh Balance             8,974  1.2 0.0 1.2 SQR 1264 5014   

SQR Nanango (S) Blackbutt (L) 2.06 5         3,905  0.5 1.0 -0.5 IWMDGP 550 8546 1734.6 

SQR Nanango (S) Nanango 2.05 5       20,235  2.8 4.0 -1.2 SQR 2850 8546   

SQR Nanango (S) Nanango Balance           36,537  5.1 0.0 5.1 SQR 5146 8546   

SQR Paroo (S) Cunnamulla 10.65 7       10,224  1.4 1.0 0.4 SQR 1440 2226 47727 

SQR Paroo (S) Paroo Balance             5,581  0.8 0.0 0.8 SQR 786 2226   

SQR Quilpie (S) Quilpie (L) 11.30 7         5,254  0.7 1.0 -0.3 SQR 740 1100 67612.8 

SQR Quilpie (S) Quilpie Balance             2,556  0.4 0.0 0.4 SQR 360 1100   

SQR Roma (T) Roma 5.15 6       41,038  5.7 11.0 -5.3 SQR 5780 6673 77.7 

SQR Roma (T) Roma Balance             6,340  0.9 0.0 0.9 SQR 893 6673   

SQR Rosalie (S) Pt B Yarraman (L) 2.02 5         6,248  0.9 1.0 -0.1 SQR 880 4616   

SQR Rosalie (S) Pt B Goombungee (L) 1.15 5         4,970  0.7 1.0 -0.3 Toowoomba 700 4616 2105.6 

SQR Stanthorpe (S) Stanthorpe 2.71 5       30,672  4.3 10.0 -5.7 SQR 4320 10383 2696.9 

SQR Stanthorpe (S) Stanthorpe Balance           39,426  5.5 0.0 5.5 SQR 5553 10383   

SQR Stanthorpe (S) Wallangarra (L) 3.62 5         2,911  0.4 0.0 0.4 SQR 410 10383   

SQR Tara (S) Tara (L) 3.67 7         6,035  0.8 2.0 -1.2 SQR 850 3865 11679.9 

SQR Tara (S) Tara Balance           21,407  3.0 0.0 3.0 SQR 3015 3865   

SQR Taroom (S) Taroom (L) 6.53 7         4,757  0.7 1.0 -0.3 SQR 670 2667 18644.9 

SQR Taroom (S) Taroom Balance           10,984  1.5 0.0 1.5 SQR 1547 2667   

SQR Taroom (S) Wandoan (L) 5.87 7         3,195  0.4 0.0 0.4 SQR 450 2667   

SQR Tiaro (S) Tiaro (L) 1.98 5         2,911  0.4 0.0 0.4 SQR 410 4693 2187 

SQR Tiaro (S) Tiaro Balance           30,409  4.2 0.0 4.2 SQR 4283 4693   

SQR Waggamba (S) Waggamba Balance           19,475  2.7 0.0 2.7 SQR 2743 2953 13399.8 

SQR Waggamba (S) Yelarbon (L) 4.47 7         1,491  0.2 0.0 0.2 SQR 210 2953   

SQR Wambo (S) Bell (L) 2.20 5         1,917  0.3 0.0 0.3 SQR 270 5232 5712.8 

SQR Wambo (S) Jandowae (L) 2.67 5         5,183  0.7 1.0 -0.3 SQR 730 5232   

SQR Wambo (S) Wambo Balance           30,047  4.2 0.0 4.2 SQR 4232 5232   

SQR Warroo (S) Surat (L) 5.62 7         2,698  0.4 1.0 -0.6 SQR 380 1037 13659.4 

SQR Warroo (S) Warroo Balance             4,665  0.6 0.0 0.6 SQR 657 1037   

SQR Warwick (S) Allora (L) (North) 1.29 5       17,892  2.5 2.0 0.5 SQR 2520 21335 4422.5 

SQR Warwick (S) Killarney (L) (East) 2.01 5       30,090  4.2 1.0 3.2 SQR 4238 21335   

SQR Warwick (S) Warwick (Central) 1.29 4       80,613  11.2 19.0 -7.8 SQR 11354 21335   

SQR Warwick (S) Warwick Balance (West)           21,392  3.0 0.0 3.0 SQR 3013 21335   

SQR Warwick (S) Yangan (L) (East) 1.62 5         1,491  0.2 0.0 0.2 SQR 210 21335   

SQR Wondai (S) Proston (L) 3.37 5         1,704  0.2 0.0 0.2 SQR 240 4210 3577.7 

SQR Wondai (S) Wondai 2.67 5         9,585  1.3 1.0 0.3 SQR 1350 4210   

SQR Wondai (S) Wondai Balance           18,602  2.6 0.0 2.6 SQR 2620 4210   

SQR Woocoo (S) Woocoo Balance           21,655  3.0 0.0 3.0 SQR 3050 3050 2005.8 

Sunshine Caloundra (C) Pt A Caloundra A - (N &S) 0.60 4     214,846  29.9 32.0 -2.1 Sunshine 30260 52245 168.9 

Sunshine Caloundra (C) Pt A Caloundra A - Balance           28,933  4.0 0.0 4.0 Sunshine 4075 52245   

Sunshine Caloundra (C) Pt A Caloundra A - Kawana 0.69 4     127,161  17.7 21.0 -3.3 Sunshine 17910 52245   

Sunshine Caloundra (C) Rail Corr Beerwah 0.93 5       10,437  1.5 7.0 -5.5 Sunshine 1470 16675 419 

Sunshine Caloundra (C) Rail Corr Caloundra B - Balance           83,461  11.6 0.0 11.6 Sunshine 11755 16675   

Sunshine Caloundra (C) Rail Corr Glass House Mountains (L) 0.88 5         4,544  0.6 2.0 -1.4 Redcliffe 640 16675   

Sunshine Caloundra (C) Rail Corr Landsborough 0.88 5       10,153  1.4 6.0 -4.6 Sunshine 1430 16675   
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Sunshine Caloundra (C) Rail Corr Mooloolah (L) 0.89 5         6,603  0.9 0.0 0.9 Sunshine 930 16675   

Sunshine Caloundra (C) Rail Corr Peachester (L) 1.12 5         3,195  0.4 0.0 0.4 Sunshine 450 16675   

Sunshine Cooloola (S) Cooloola Balance         103,731  14.4 0.0 14.4 Sunshine 14610 33670 2967.3 

Sunshine Cooloola (S) Cooloola Village (L) 2.43 5         5,467  0.8 0.0 0.8 Sunshine 770 33670   

Sunshine Cooloola (S) Gympie 1.52 4       80,798  11.2 35.0 -23.8 Sunshine 11380 33670   

Sunshine Cooloola (S) Gympie South 1.54 4       23,217  3.2 0.0 3.2 Sunshine 3270 33670   

Sunshine Cooloola (S) Imbil (L) 1.64 5         3,550  0.5 1.0 -0.5 Sunshine 500 33670   

Sunshine Cooloola (S) Rainbow Beach (L) 2.67 5         5,325  0.7 1.0 -0.3 Sunshine 750 33670   

Sunshine Cooloola (S) The Palms (L) 1.67 5         4,544  0.6 0.0 0.6 Sunshine 640 33670   

Sunshine Cooloola (S) Tin Can Bay 2.43 5       12,425  1.7 1.0 0.7 Sunshine 1750 33670   

Sunshine Maroochy (S) Bal Eumundi (L) 1.04 5         3,621  0.5 0.0 0.5 Sunshine 510 23442 928.8 

Sunshine Maroochy (S) Bal Kenilworth (L) 1.47 5         2,059  0.3 1.0 -0.7 Sunshine 290 23442   

Sunshine Maroochy (S) Bal Mapleton (L) 1.02 5         4,331  0.6 4.0 -3.4 Sunshine 610 23442   

Sunshine Maroochy (S) Bal Maroochy Balance         148,262  20.6 0.0 20.6 Sunshine 20882 23442   

Sunshine Maroochy (S) Bal Montville 0.93 5            710  0.1 1.0 -0.9 Sunshine 100 23442   

Sunshine Maroochy (S) Bal Yandina (L) 0.94 5         7,455  1.0 5.0 -4.0 Sunshine 1050 23442   

Sunshine Noosa (S) - Noosa-Noosaville Noosa-Noosaville   4       64,042  8.9 32.0 -23.1 Sunshine 9020 29524 22.8 

Sunshine Noosa (S) - Noosa-Tewantin Tewantin   4       78,199  10.9 10.0 0.9 Sunshine 11014 29524 12.5 

Sunshine Noosa (S) Bal Boreen Point (L)  1.32 4         1,846  0.3 0.0 0.3 Sunshine 260 14370 814.3 

Sunshine Noosa (S) Bal Cooran (L)  1.43 4         4,686  0.7 0.0 0.7 Sunshine 660 14370   

Sunshine Noosa (S) Bal Cooroy 1.08 4       14,413  2.0 12.0 -10.0 Sunshine 2030 14370   

Sunshine Noosa (S) Bal Pomona (L) 1.30 4         7,171  1.0 4.0 -3.0 Sunshine 1010 14370   

Sunshine Noosa (S) Bal Noosa (S) Bal - Balance           73,911  10.3 0.0 10.3 Sunshine 10410 14370   

Sunshine Noosa (S)-Sunshine-Peregian Perigian-Sunshine   4       67,379  9.4 7.0 2.4 Sunshine 9490 29524 19.1 

TVL Thuringowa (C) Pt B Alice River 3.61 5       10,153  1.4 0.0 1.4 Townsville 1430 7243 1701.7 

TVL Thuringowa (C) Pt B Balgal Beach (L) 4.32 5         4,402  0.6 0.0 0.6 Townsville 620 7243   

TVL Thuringowa (C) Pt B Jalloonda (L) 3.72 5         3,479  0.5 0.0 0.5 Townsville 490 7243   

TVL Thuringowa (C) Pt B Purono/Thuringowa (Bal) 3.67 5       51,425  7.2 7.0 0.2 Townsville 7243 7243   

TVL Townsville (C) Pt B Alligator Creek (L) 4.00 5         6,603  0.9 0.0 0.9 Townsville 930 3557 1579.5 

TVL Townsville (C) Pt B Cungulla (L) 4.00 5         1,988  0.3 0.0 0.3 Townsville 280 3557   

TVL Townsville (C) Pt B Townsville Pt B Bal           16,664  2.3 0.0 2.3 Townsville 2347 3557   

TWBA Crow©s Nest (S) Blue Mountain Heights (L) 0.96 5         5,680  0.8 0.0 0.8 Toowoomba 800 10278 1631.1 

TWBA Crow©s Nest (S) Crows Nest 1.23 5         9,443  1.3 4.0 -2.7 Toowoomba 1330 10278   

TWBA Crow©s Nest (S) Crow©s Nest Balance           32,873  4.6 0.0 4.6 Toowoomba 4630 10278   

TWBA Crow©s Nest (S) Highfields 0.60 5       24,978  3.5 2.0 1.5 Toowoomba 3518 10278   

TWBA Gatton (S) Gatton 0.59 5       38,340  5.3 12.0 -6.7 Toowoomba 5400 15586 1578.5 

TWBA Gatton (S) Gatton Balance           58,973  8.2 0.0 8.2 Toowoomba 8306 15586   

TWBA Gatton (S) Grantham (L) 0.62 5         2,556  0.4 0.0 0.4 Toowoomba 360 15586   

TWBA Gatton (S) Helidon (L) 0.64 5         4,473  0.6 0.0 0.6 Toowoomba 630 15586   

TWBA Gatton (S) Withcott (L) 0.44 5         6,319  0.9 1.0 -0.1 Toowoomba 890 15586   

TWBA Jondaryan (S) Cotswold Hills 0.45 3         4,260  0.6 0.0 0.6 Toowoomba 600 12894 1909.8 

TWBA Jondaryan (S) Gowrie Mountain             1,420  0.2 0.0 0.2 Toowoomba 200 12894   

TWBA Jondaryan (S) Jondaryan  1.34 5            710  0.1 0.0 0.1 Toowoomba 100 12894   

TWBA Jondaryan (S) Jondaryan Balance           49,274  6.9 0.0 6.9 Toowoomba 6940 12894   

TWBA Jondaryan (S) Oakey 1.03 5       30,203  4.2 8.0 -3.8 Toowoomba 4254 12894   

TWBA Jondaryan (S) Westbrook 0.57 5         5,680  0.8 0.0 0.8 Toowoomba 800 12894   

TWBA Pittsworth (S) Pittsworth 1.27 5       17,395  2.4 3.0 -0.6 Toowoomba 2450 4658 1089.7 

TWBA Pittsworth (S) Pittsworth Balance           15,677  2.2 0.0 2.2 Toowoomba 2208 4658   

TWBA Rosalie (S) Pt A Kingsthorpe 0.78 5       10,650  1.5 0.0 1.5 Toowoomba 1500 4076 93.9 



 

Analysis of the Queensland Rural and Remote Medical Workforce – First Report – 30th June 2003 

144 

Cluster  Shire UCL_Name ARIA RRMA 
Expected 
consults 

Expected 
GP FTE©s  

Known 
No. 
Practit©s 

Practit©s 
Required Division 

Pop 
 2000 

Shire 
ERP 
2001 Area K 

TWBA Rosalie (S) Pt A Rosalie Pt A (Bal)           39,845  5.5 0.0 5.5 Toowoomba 5612 4076   

WB Biggenden (S) Biggenden (L) 3.33 5         4,828  0.7 1.0 -0.3 WB 680 1528 1315.9 

WB Biggenden (S) Biggenden Balance             6,021  0.8 0.0 0.8 WB 848 1528   

WB Eidsvold (S) Eidsvold (L) 5.11 7         3,337  0.5 1.0 -0.5 WB 470 946 4809.3 

WB Eidsvold (S) Eidsvold Balance             3,380  0.5 0.0 0.5 WB 476 946   

WB Gayndah (S) Gayndah 4.26 5       11,999  1.7 2.0 -0.3 WB 1690 2890 2709 

WB Gayndah (S) Gayndah Balance             8,520  1.2 0.0 1.2 WB 1200 2890   

WB Hervey Bay (C) Aldershot             2,130  0.3 0.0 0.3 WB 300 43419 2356.5 

WB Hervey Bay (C) Burrum Heads (L) 2.66 4         5,254  0.7 1.0 -0.3 WB 740 43419   

WB Hervey Bay (C) Dundowran 2.10 4       10,011  1.4 0.0 1.4 WB 1410 43419   

WB Hervey Bay (C) Hervey Bay 1.92 4     229,827  32.0 55.0 -23.0 WB 32370 43419   

WB Hervey Bay (C) Hervey Bay Balance           41,954  5.8 0.0 5.8 WB 5909 43419   

WB Hervey Bay (C) Howard (L) 2.42 4         7,100  1.0 1.0 -0.0 WB 1000 43419   

WB Hervey Bay (C) River Heads (L) 2.30 4         4,189  0.6 0.0 0.6 WB 590 43419   

WB Hervey Bay (C) Toogoom (L) 2.35 4         5,112  0.7 0.0 0.7 WB 720 43419   

WB Hervey Bay (C) Torbanlea (L) 2.28 4         2,698  0.4 0.0 0.4 WB 380 43419   

WB Isis (S) Apple Tree Creek   5         2,130  0.3 0.0 0.3 WB 300 5882 1700.6 

WB Isis (S) Childers 3.00 5       10,295  1.4 4.0 -2.6 WB 1450 5882   

WB Isis (S) Cordalba (L) 2.84 5         1,633  0.2 0.0 0.2 WB 230 5882   

WB Isis (S) Isis Balance           22,947  3.2 0.0 3.2 WB 3232 5882   

WB Isis (S) Woodgate (L) 3.26 5         4,757  0.7 0.0 0.7 WB 670 5882   

WB Kolan (S) Gin Gin (L) 2.86 5         7,100  1.0 6.0 -5.0 WB 1000 4640 2650.4 

WB Kolan (S) Kolan Balance           25,844  3.6 0.0 3.6 WB 3640 4640   

WB Maryborough (C) Maryborough 1.66 4     156,342  21.8 42.0 -20.2 WB 22020 25145 1234.1 

WB Maryborough (C) Maryborough Balance           22,188  3.1 0.0 3.1 WB 3125 25145   

WB Miriam Vale (S) Agnes Water (L) 3.89 5         2,059  0.3 2.0 -1.7 WB 290 4481 3778.2 

WB Miriam Vale (S) Miriam Vale (L) 3.05 5         2,982  0.4 0.0 0.4 WB 420 4481   

WB Miriam Vale (S) Miriam Vale Balance           24,715  3.4 0.0 3.4 WB 3481 4481   

WB Miriam Vale (S) Seventeen Seventy (L) 4.02 5            994  0.1 0.0 0.1 WB 140 4481   

WB Miriam Vale (S) Turkey Beach 3.11 5         1,065  0.1 0.0 0.1 WB 150 4481   

WB Mundubbera (S) Mundubbera 4.96 5         8,591  1.2 1.0 0.2 WB 1210 2293 4193 

WB Mundubbera (S) Mundubbera Balance             7,689  1.1 0.0 1.1 WB 1083 2293   

WB Perry (S) Perry Balance             3,010  0.4 0.0 0.4 WB 424 424 2358.7 
  
Totals        959.3 886.0 73.3   970748   1724550.5 
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Summary Table  
 
Cluster Expected GP FTE’s 

Known No. of 
Practitioners 

Practitioners 
Required Pop 2000 Area K 

FNQ 101.2 106.0 -4.8 102435 267374.3 

NQR 92.8 93.0 -0.2 93953 409537 

CQR 61.4 41.0 20.4 62157 129670.6 

SQR 187.5 176.0 11.5 189785 425602.7 
CWQ 13.4 13.0 0.4 13566 396638.7 

Mackay 43.4 31.0 12.4 43904 20078.2 

Capricorn 77.4 58.0 19.4 78308 24389.1 

WB 90.6 116.0 -25.4 91648 27105.7 

Sunshine 167.9 182.0 -14.1 169926 5352.7 

Toowoomba 49.9 30.0 19.9 50528 6303 

IWM 48.0 27.0 21.0 48527 7360 

Cairns 6.9 3.0 3.9 6998 1361.5 

TVL 13.2 7.0 6.2 13340 3281.2 

Redcliffe 5.6 3.0 2.6 5673 495.8 

Totals 959.3 886 73.3 972748 1724550.5 
Note: Seven of the eight RFDS doctors operating from the Cairns base have not been included in the Table above – the full time shared 
RFDS position at Kowanyama has been included. 


