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1. General Considerations 
 
1.1 Use of Visiting Medical Practitioners. 
 
In its submission to the Public Accounts Committee Inquiry the Department of 
Health advised "Visiting Medical Practitioners (VMPs), both General Practitioners 
and Specialists, are contracted to supply medical services for public patients in 
government non-tertiary hospitals throughout Western Australia.   VMPs are 
independent contractors operating medical businesses and are not employees".  
 
The contracting of medical practitioners on a fee for service basis is only one of a 
number of options available to hospitals to ensure provision of medical services.   
There are a variety of contract and/or employment arrangements that can be 
satisfactorily implemented according to particular circumstances.   However, fee 
for service contracts have an advantage of providing a proven flexible means of 
ensuring the State meets its obligations to provide services to Public Patients 
while providing private medical practitioners the option to access local hospital 
facilities to treat their own private patients.   This can, and does, have business 
advantages to both parties. 
 
The Country Health Services Review, recently released by the Minister for 
Health, identified Visiting Medical Practitioners as a key factor in the provision of 
health services in rural and remote Western Australia.   The Department is 
therefore pleased that the Public Accounts Committee has recognised the 
contribution of fee for service VMP arrangements, in country Western Australia.  
 
The recent restructuring of health service delivery in the Metropolitan area, 
resulting in the creation of four Area Health Services, has provided a framework 
within which options for the provision of medical services in the Metropolitan area 
will be further examined and considered.   Any structural change to medical 
service delivery is dependent not only on contractual arrangements but also must 
take into account a variety of matters including medical workforce issues, the 
flexibility in employment arrangements, the type and location of medical service 
provision, patient requirements, costs etc.   The role of VMPs in providing 
medical services in the Metropolitan area is and will continue to be examined 
within this context.  
 
The Department has recognised there were weaknesses in the systems that 
controlled VMP payments.   The main areas of concern were  accountability and 
accuracy relating to payments and the ability to use the data collected for 
planning and control purposes.   This led to the introduction in mid 2001 of the 
Account Assessment and Information System (AA&IS) which, as part of the 
"packaging" for possible on-selling has been renamed the Medical Account 
Assessment System (MAAS).   The application of the system is approaching 
universal and data holdings are now sufficient to allow meaningful data analysis.   
As the Public Accounts Committee found, there is further work to be undertaken 
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in improving attendant administrative controls and examining the degree to which 
systems can be developed or modified to enable greater integration between 
accounting and patient records information.     
 
The Public Accounts Committee pointed out that workforce issues are a 
significant factor when considering the provision of medical services throughout 
Western Australia.   Adequate numbers of medical practitioners, both generally 
and in specific specialties, are required to provide for the care needs of Western 
Australians both now and into the future.   In this regard Western Australia's low  
ratio of doctors to population, the number and type of specialist training positions 
currently available, and the reliance on overseas trained doctors are seen as 
clear indicators of problems that need to be addressed. Further, it is considered  
the reduction of bulk billing under Medicare influences the number and cost of 
medical services provided in the Western Australian Public Hospital System.   
The Minister for Health has taken the initiative with the Commonwealth 
Government on a number of these issues and the Department continues to 
explore options to address these concerns. 
 
To ensure all future aspects of VMP arrangements are addressed in a structured 
and comprehensive manner, the Department has recently created a  
management committee, the VMP Fees & Conditions of Service Review 
Committee, which has been given  the following terms of reference:  
 
In consultation with Health Services management: 
• co-ordinate the implementation of VMP contract arrangements; 
• monitor all aspects of VMP fee for service contract arrangements and provide 

advice to the State Health Management Team and Health Services on issues 
arising and any proposed local arrangements; 

• address and prepare responses to issues of concern raised by Government in 
relation to VMP and associated matters, in particular those resulting from the 
Public Accounts Committee Inquiry into the use of Visiting Medical 
Practitioners in the Western Australian Public Hospital System, Report No. 2, 
2002;  

• review and develop policies related to the ongoing provision of VMP services 
and associated clinical governance and contract arrangements;  

• oversight the negotiation of matters relating to the Memorandum Of 
Understanding and consider and advise on issues closely associated with 
VMP arrangements e.g. medical and professional indemnity;  

• monitor the application of fees and other remuneration arrangements 
including reviewing and recommending fee adjustments, variations to the item 
& fee schedule, item and schedule interpretation, provision of payments other 
than fee for service; and 

• develop and implement policies and procedures for the regular audit and 
examination of VMP payments and the mechanisms to undertake  
appropriate action to address matters of concern.    
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This Committee will be addressing a number of the concerns raised by the Public 
Accounts Committee as a matter of urgency and will be reporting to the Minister, 
through senior health management, on the outcome of those deliberations. 
 
Specific comments in relation to the Public Accounts Committee's findings and 
recommendations are contained in the following chapters.   
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2. Compliance and Accountability in the VMP System  
 
NOTE:  As part of the ‘packaging’ for on-selling, the Account Assessment & 
Information System (AA&IS) referred to in the Public Accounts Committee's 
Report has been renamed the Medical Account Assessment System (MAAS).  
This title is used throughout the responses to the PAC findings and 
recommendations. 
 
Introduction  
Compliance and accountability in relation to VMP arrangements has been of 
concern to the Department and it has taken steps to ensure there are sufficient 
controls in place to address all prudential requirements.   The introduction of the 
Medical Account Assessment System (MAAS), a universal processing system for 
VMP accounts, has resulted in greater processing control and the provision of a 
comprehensive data base of information for both audit and workforce planning 
purposes.   The Department continues to examine the interface between the 
MAAS and existing patient record systems and is developing plans to more 
closely align these systems.   At the same time there are processes of an 
administrative nature that can be strengthened under the existing arrangements  
and the Department is moving to address them.  
Additionally new VMP contractual arrangements have recently been introduced. 
These arrangements provide a clear enforceable statement of the obligations 
and responsibilities of each party to the contract, with specific reference to the 
requirements for receipt and payment of accounts. 
 
 
Finding 1  
The hospitals examined as part of the audit of Visiting Medical Practitioner 
(VMP) payments considered that the current VMP payment system – the 
Account Assessment and Information System (AA&IS) – was an 
improvement on the previous Doctor Accounting System.    
Users of the AA&IS believe it is an effective tool for ensuring that most 
financial accountability requirements can be met, while also enabling VMP 
claims for payment to be processed in a timely manner. 
Comment 
The Department was aware of the audit and functional shortcomings of the 
Doctors Accounting System programme, and also the similar ‘Wilding’ 
programme used by many hospitals to pay VMP accounts. 
In 1999, in cooperation with the Health Insurance Commission (HIC), a business 
plan was developed for a replacement system. 
This system, now called the Medical Account Assessment System (MAAS) was 
to be centrally run to ensure adherence to fees and associated complex business 
rules.   Access would be via the Department's intranet system directly linked to 
the HIC intranet system.   Additionally operator training would be supplied and 
supported by a ‘Help Desk’. 
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Additional features would be Medicare number query facility, automatic upload of 
eligible patient data, postage of VMP accounts, payment statements, EFT 
account payment facility, and for hospitals using Oracle, automatic posting of 
accounts to ledger. 
The implementation of MAAS commenced in July 2000, ensuring uniform 
application of items, fees, business rules and a single detailed database for 
analysis. 
In 2001/02 financial year VMP accounts to the value of $41.3 million were 
processed through MAAS. 
 
 
Finding 2  
Most hospitals examined were not undertaking procedures to verify that, 
prior to payment of a VMP's account, the fees claimed by the VMP were 
commensurate with the service provided. This impacts upon the capacity 
of hospitals to meet their statutory obligations under the Financial 
Administration and Audit Act 1985 (FAAA), and reduces assurance that the 
hospital has received value for money expended in the form of payment 
only for services delivered, and at the correct rate. 
Comment 
The Department reviews and reissues the Western Australian Government 
Medical Services Schedule (WAGMSS) annually to its hospitals and VMPs alike.  
Included with the WAGMSS are the current procedural guidelines for the 
processing and audit of VMP accounts.  
The Department randomly reviews and audits medical records.   This role has 
been expanded to also check payment made through MAAS against the actual 
medical record and report.  
Additionally a contract has been let with the HIC for its Professional Review 
Branch to review processed accounts and report to the Department.   The review 
will allow the Department to target audit reviews accurately. 
 
 
Finding 3  
Where VMP claims for payment were verified, they were largely verified to 
the hospital’s computerised Total Patient Admissions System (TOPAS) 
(metropolitan hospitals), Health Care and Related Information Systems 
(HCARe) (rural hospitals), or the theatre management system. However, as 
TOPAS, HCARe or the hospital’s theatre management system only contain 
subsets of the information maintained in the hospital patient’s medical 
record, there is not always detailed enough or sufficient information in 
these systems to facilitate verification of a VMPs claim for payment. 
Comment 
The Department is currently planning for  the further implementation of clinical 
information systems across both metropolitan and rural hospitals. A more 

 5 



  
integrated approach to hospital record management is viewed as highly 
desirable.   However, the development of such systems would require significant 
infrastructure investment and is therefore subject to the availability of appropriate 
funding. 
 
 
Finding 4  
Where VMP claims are verified to Total Patient Admissions System 
(TOPAS), Health Care and Related Information Systems (HCARe) or the 
hospital’s theatre management system, this involves a largely inefficient 
manual checking process. 
Comment 
Although the current MAAS system  validates  payments claimed against a  
number of business rules, further validation against the clinical information 
contained in the patient’s medical record is seen as desirable. 
 
 
Finding 5  
The audit of the VMP payment system at four public hospitals revealed 
that: 
• In 20 per cent of the claims examined, documentation on the hospitals' 

theatre management system or Total Patient Admissions System 
(TOPAS) did not support the level of fee claimed. 

 
• Even when examining the hospital patient medical record, $2.8 million in 

payments could not be validated by any of the systems available. 
VMP payments to the value of approximately $2.8 million have been made 
where there may have been either limited or no information available in 
TOPAS, HCARe, or the hospitals’ theatre management system, to 
adequately substantiate these claims for payment. 
Comment 
The Department is committed to improving the level of clinical management by 
developing integrated recording systems of all medical services supplied to 
patients during their period of admission.   This will improve auditing of VMP 
accounts against patient medical records, the standard of medical record 
keeping, and reduce clinical and financial risk exposure.  
 
 
Finding 6  
There is little or no analysis of VMP payments performed to review trends 
and exceptions, with most reviews of VMP data generally being restricted 
to financial budgeting and reporting.   
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At the end of June 2002, not all public hospitals were using the Account 
Assessment & Information System (AA&IS), despite a directive from the 
Acting Commissioner of Health in September 2001 to do so. 
Comment 
 
An overall review of item number cost and useage between country and 
metropolitan areas and across the state has been undertaken.   The Department 
has also established a VMP Fees & Conditions of Service Committee to translate 
these findings into managerial action. 
There remain a few small country hospitals which have yet to start processing 
VMP accounts through MAAS.   Issues of limited number of accounts and health 
service restructures are the main cause of delays.   Arrangements are being 
made to provide an account bureau processing service to improve data 
transmission times, and minimise operator training costs. 
 
 
Finding 7  
The Department of Health has invested considerable resources into the 
development and ongoing operation of the Account Assessment & 
Information System (AA&IS), which has provided a system that may be 
suited to other Australian States that have similar types of medical service 
payments. 
Comment 
It should be noted that MAAS extensively utilises the experience and expertise of 
the Health Insurance Commission (HIC) in the areas of claim assessment, 
provision of payments to VMPs, and the provision of quality health management 
information.   The investment by the HIC in MAAS would be equal or greater than 
that made by the Department.   Further information is contained in the comment 
to Recommendation 7 in this chapter. 
 
 
Finding 8  
Approximately 25 per cent of all VMPs are currently employed by Public 
Health Services on both a salaried and VMP fee-for-service basis. However, 
contrary to the requirements of the Public Sector Management Act 1994, 
formal approval to undertake this dual employment has not been obtained 
in most instances.   
Whilst Health Services may facilitate dual employment arrangements for 
operational reasons, these arrangements have the potential to create a 
number of issues that need to be considered carefully including: 
• Possible adverse impacts upon the capacity of the employing hospital 

to effectively deliver quality of care to its patients. 
• Cost inefficiencies associated with paying medical practitioners a dollar 

premium for providing the same, or similar service, at two different 
hospitals within the same health system. 
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• Possible conflict of interest scenarios. 
Comment 
The Department has examined the impact and operation of Section 102 of the 
Public Sector Management Act 1994 pertaining to employment of medical 
practitioners on either a full time salaried or sessional basis.    Health Services 
have previously been advised of the requirements of the Act in relation to 
employees and will shortly be reminded of the obligations imposed by Section 
102. 
 
 
 
Recommendation 1  
The Department of Health, in conjunction with the various Health Services, 
should review the current Visiting Medical Practitioner (VMP) payment 
arrangements, identify and resolve any impediments to hospitals’ ability to 
satisfy the Incurring and Certifying Officers requirements of the FAAA 
1985. 
Comment 
The Department has established guidelines for the processing and verification of 
accounts and in view of the practical experience of Medicare, it has also 
established a centralised review of processed accounts.   This review operates at 
two levels: 
1. the Department has contracted the Professional Review Branch of the Health 

Insurance Commission to review processed VMP accounts twice yearly, and 
report on managerially significant trends.  An initial draft report format is due 
for Departmental consideration in late February 2003; and  

2. the Department reviews hospital medical records at random intervals.   This 
role has been expanded to randomly check medical record entries against 
procedural charges raised for services provided to the patient during their 
period of admission. 

By using a combination of HIC professional review reports in conjunction with 
Department reviews, it is planned to accurately target audits for the most 
effective outcome. 
The Department continues to seek system improvements that permit the 
reinvestment of existing resources.  An example of this is the ongoing 
investigation of the direct entry of accounts into MAAS by VMP surgeries.   The 
advantages to the Department would be the correction of basic accounting errors 
at source, and the reallocation of health service staff currently involved in data 
entry, to account verification.  
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Recommendation 2  
The Committee believes that, in addition to the requirements of the FAAA 
1985, the VMP accounts for payment should be verified by an accountable 
process. 
The Department of Health should implement a documented verification 
process for VMP claims. 
Comment 
The Department issues general procedural guidelines, which are updated 
annually and reissued with WAGMSS fee updates.   These include the following 
advice on audit requirements: 
 

  “Claims for medical services rendered must be supported by 
adequate notation/documentation in the hospital's patient medical 
records to support the claim.  
If sufficient documentary evidence in the patient’s medical record is not 
provided by the medical practitioner, the account will be returned 
unpaid or if already paid, an adjustment note issued.   
Medical practitioners are not permitted to amend hospital documents 
(patient records) after the account/invoice for the service has been 
presented UNLESS special circumstances exist.  Those special 
circumstances are to be documented and presented to the Hospital 
Executive for approval to amend. 
Services in excess of the approved standard must have satisfactory 
explanations attached to claims for payment. If not, the account WILL 
be returned unpaid”. 

Where hospitals follow these instructions it ensures that : 
• the medical record accurately represents treatment provided to the patient; 

and 
• there is an auditable record against which payments can be checked. 
 In addition the recently introduced Medical Services Agreement (the VMP 
Contract) between medical practitioners and health services impose conditions 
on the practitioner in the manner of presentation of accounts, the required level 
of maintenance of records and an obligation to allow audit of any claims made. 
In response to recommendations 1 and 2, the Department will: 
• frame a policy document and procedural guidelines to advise hospitals of the 

requirement to seek, and the process to gain, a Treasury exemption for all 
local procedures which technically fail to comply with FAAA 1985; and 

• improve the targeting of medical record audits which incorporate: 
• an assessment of record keeping to billing record; 
• a report to Health Service Manager; and  
• a requirement for  Health Service Managers to ensure that corrective 

action has been taken. 
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Recommendation 3  
The Department of Health should implement a system that combines the 
Total Patient Admissions System (TOPAS), Health Care and Related 
Information Systems (HCARe), or the hospitals’ theatre management 
system, and the patient’s medical record, so that reconciliation of VMP 
payments can occur. 
Comment 
The Department is currently developing strategies and budget submissions for a 
whole of health sector Patient Administration System (PAS) and the further 
implementation of clinical information systems across both metropolitan and rural 
hospitals. It is also planned that the PAS and clinical information systems will be 
more tightly integrated than the current implementations, providing greater 
support for an electronic patient record. These new systems will replace the 
current TOPAS and HCARe systems, and they are expected to contain 
functionality including Theatre Management. 
A more integrated approach to patient clinical and administrative information 
would facilitate the verification of payments to VMPs, and this requirement will be 
included in the information systems plans. 
The Department plans to develop detailed requirements documentation and 
market requests for these systems in the 2003/2004 financial year, and expects 
to have these replacement systems implemented by the 2007 financial year. 
 
 
Recommendation 4  
The Department of Health, in conjunction with the various Health Services, 
should automate the authentication process of VMP payments. 
Comment 
The current MAAS system performs validation against the payment claim based 
on a number of business rules (the public/private status of the patient, dates of 
service, claimable item numbers, etc). The Department acknowledges that 
further validation against the clinical information contained in the patient’s 
medical record could enhance the authentication process. 
The situation where the medical record has both paper and electronic 
components means it is not possible to automate the process with the current 
systems. 
The Department plan to broaden the implementation of clinical information 
systems across public hospitals, and hence implement a more complete 
electronic patient record, would provide support for automation of the payment 
process.  
The Department will include these requirements in its planning processes. 
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Recommendation 5  
The Department of Health should implement a process that identifies 
excessive or exceptional VMP payment trends. 
Comment  
In response to recommendations 5, 6 and18, the Department: 
• has established a VMP Fees & Conditions of Service Committee which has 

as part of its role the review and examination of VMP data and the provision 
of advice to senior health management;  

• is awaiting the first draft report of the Professional Review Branch of the 
Health Insurance Commission, on its findings on accounts processed to date; 

• will undertake a review of MAAS in the 2003/04 financial year once all 
hospitals have been functioning on the system for an adequate period; and  

• is  developing  a range of management reports to enable monitoring of all 
aspects of the VMP arrangements. 

 
 
Recommendation 6  
• The Department of Health should immediately implement the Account 

Assessment and Information System (AA&IS) in all hospitals in 
accordance with the directive from the Acting Commissioner of Health 
in September 2001. 

• Overall coordination of audit and best practice review of VMPs should 
be placed with the Department of Health, with relevant input from the 
various hospitals concerned. 

• After two years in operation, the Department of Health should seek input 
from the AA&IS users in relation to the functionality of the system and 
areas for improvement or enhancement. 

Comment 
See Comment on Recommendation 5. 
 
 
Recommendation 7 
The Department of Health should actively pursue on-sale opportunities of 
the Account Assessment and Information System (AA&IS) to external 
buyers, while having due regard to relevant Government policies. 
Comment 
MAAS represents a substantial mutual investment by both the Health Insurance 
Commission and the Department.   The intellectual property involved in MAAS 
can be defined in three groupings: 
• that totally funded by the HIC; 
• that totally funded by the Department; and  
• that jointly funded. 
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There is the possibility of receiving royalties from the on-sale of MAAS to other 
users, but this would be dependent on respective funding contributions to the 
system package sold. 
The sale of MAAS to other users can only be managed by the HIC, as it owns or 
manages all the hardware and a substantial portion of the software required. 
The Department has encouraged the Health Insurance Commission to pursue 
the onsale of MAAS, by pro-actively rebranding the system and preparing 
appropriate publicity data.   
 
 
Recommendation 8  
Where VMPs are referring patients to hospitals for the VMP themselves to 
provide procedures, an audit or approval process to ensure the efficacy of 
such procedures should be implemented. 
Comment 
The Department has in place a variety of guidelines, protocols and procedures 
which address patient admission and management.   Additionally, clinical and 
procedural governance issues are addressed through the active involvement of 
Medical Advisory Committees.   Admission and treatment of patients is 
undertaken and assessed in accordance with clinical indicators and optimal 
outcomes and against national standards and benchmarks. While the 
Department has due regard to the probity of VMP referrals, good patient 
management requires health services to consider a range of factors including 
continuity of care and cost when admitting patients.     
 
 
Recommendation 9  
The Department of Health should implement a process to ensure that, 
where VMPs are employed as salaried doctors at teaching hospitals, 
patients are not sent to other hospitals and treated by the same doctors in 
their role as a VMP. 
Comment 
 
Services are provided to Public Patients in accordance with the requirements for 
the treatment of such patients as provided for in the Australian Health Care 
Agreement between the State and the Commonwealth.  
The Department aims to ensure that care is provided to patients at the  nearest 
appropriate health care facility and that services are provided at a level 
commensurate with those resources.   The Metropolitan Area Health Service 
model provides a structure under which patient admissions may be better 
managed and patient transfer options may be considered in terms of cost, time 
restraints and resource utilisation. 
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Recommendation 10  
The Department of Health should ensure that approvals are obtained for all 
medical practitioners currently undertaking dual employment 
arrangements. 
The Department of Health should advise the relevant Health Services of the 
requirements of the Public Sector Management Act 1994 and, in 
conjunction with the Health Services, develop appropriate policies and 
procedures to ensure that approvals are obtained where dual employment 
arrangements are being undertaken. 
Comment 
The Department has examined the impact of, and its obligations under, Section 
102 of the Public Sector Management Act 1994 in relation to the employment or 
contracting of  medical practitioners.    Health Services have previously been 
advised of the requirements of the Act in relation to employees and will shortly be 
reminded of the obligations imposed by Section 102. 
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3. The VMP System: Overview of Issues 
 
 
Introduction 
The contracting of VMPs on a fee for service basis to provide medical services to 
Public Patients is an option particularly suited to rural areas and continues to 
have relevance in the metropolitan area.  However, the means by which health 
services can ensure delivery of the required medical services is subject to 
ongoing evaluation taking into account a range of local and operational 
requirements.   
 
 
Recommendation 11  
In country areas VMP services are an appropriate method of delivering cost 
effective health services to the community and should be continued. 
Comment 
The Department supports this recommendation and will continue to utilise VMPs 
to provide services in country Western Australia where appropriate.   The 
Minister for Health has recently released "The Country Health Services Review"  
in which the importance of utilising the skills of local medical practitioners is 
identified.  
 
Recommendation 12  
In the metropolitan area VMPs should be phased out as and when 
constraints surrounding the structure of the Metropolitan Health Services, 
the supply of doctors, and Commonwealth-State relations allow. 
Comment 
The contracting of medical practitioners on a fee for service basis is only one of a 
number of options available to hospitals to ensure provision of medical services.   
There are a variety of contract and/or employment arrangements that can be 
satisfactorily implemented according to particular circumstances.   However, fee 
for service contracts have the advantage of providing a proven flexible means of 
ensuring the State meets its obligations to provide services to Public Patients 
while providing private medical practitioners access to local hospital facilities to 
treat their own private patients.    
Any structural change to medical service delivery is dependent not only on 
existing contractual arrangements but also must take into account a variety of 
matters including medical workforce issues, the flexibility in employment 
arrangements, the type and location of medical service provision, patient 
requirements and costs.   The role of VMPs in providing medical services in the 
Metropolitan area is and will continue to be examined within this context.  
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Recommendation 13  
The Department of Health should conduct a comprehensive cost-benefit 
analysis of all employment models to determine which model is best suited 
in each circumstance, both metropolitan and rural. 
Comment 
As referred to in the Comments for Recommendation 12, there are factors other 
than costs to be considered when determining which employment options are 
optimal at the local or regional level.   Cost/benefit analysis of employment 
models is supported particularly in regard to addressing specific workforce supply 
shortages (eg providing incentive for doctors to practice in remote WA).  Such 
analysis is best undertaken within the context of operational requirements. The 
Department will continue to utilise all options when considering the provisions of 
medical services and is working to ensure that information and approporiate 
models are available to support these considerations.  
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4. The VMP System: The Structure of the Metropolitan Health 
Service 
 
 
Introduction 
The metropolitan Area Health Services are in place and structural, operational 
and workforce issues are being addressed.   The Department continues to 
examine and develop options in relation to the nature and provision of clinical 
services, billing for selected services, and use of resources for training  
purposes.  
 
 
Finding 9  
The Committee supports the restructure of the Metropolitan Health 
Services into four Area Health Services, as recommended by the Health 
Administrative Review Committee. 
Comment 
Noted. 
 
 
Finding 10  
The Department of Health was not aware of the scale of payments being 
made to some high earning Visiting Medical Practitioners. 
Comment 
Regular reports on payments to VMP's are produced for health services.   The 
overall position is being monitored by the VMP Fees and Conditions of Service 
Review Committee. 
 
 
Recommendation 14  
In implementing the recommendations of the Health Administrative Review 
Committee there should be greater use of the metropolitan non-teaching 
hospitals and privately managed public hospitals for training purposes. 
Comment 
A training model which rotates junior medical officers through teaching and non-
teaching hospitals is currently applied.   Clinical placements include some major 
private hospitals which are contracted to supply services on behalf of the State.  
Under this model the training provided is managed by the teaching hospitals with 
clinical placements being determined on the basis of skill needs and availability 
of adequate supervision.  
An Australian Health Ministers' Advisory Council (AHMAC) working party has 
been established to review specialist medical training within Australia.  It will be 
considering in particular, the feasibility of providing medical specialist training in 
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hospitals other than teaching hospitals (eg public and private sector facilities).   
The Department is contributing to this review, submitting a paper in response to a 
call for submissions by the AHMAC working party on issues associated with 
utilising private hospitals and specialists practices in the training of medical 
specialists. 
Under current arrangements, in order for any increase in training opportunities 
through the use of  additional hospital resources to be effective, there must be a 
corresponding increase in the  Medical Colleges' capacity to support 
accreditation of positions.   In this regard the the Department is closely 
considering the implications of recommendations resulting from the Australian 
Competition and Consumer Commission's (ACCC) recent draft determination on 
an application for authorisation by the Royal Australasian College of Surgeons 
(RACS).   
 
 
Recommendation 15  
The Committee recommends the Metropolitan Health Service should be a 
fully integrated system under the direct control of the Director General of 
Health. 
Comment 
The recommendations of the Health Administrative Review Committee (HARC)  
on the structure of Metropolitan Health Services has now been implemented.   
 
 
Recommendation 16  
As a consequence of the restructure of the Metropolitan Health Services, 
the Department of Health should encourage clinical appointments to Area 
Health Services, or joint appointments at teaching and non-teaching 
hospitals within a given Area Health Service. 
Comment 
The Department will continue to seek more flexible employment options to 
support Area Health Service arrangements. 
 
 
Recommendation 17  
The Department of Health should review the role of each hospital within a 
given Area Health Service to ensure that the current structure is an efficient 
means of providing quality of care. 
Comment 
The Department is currently undertaking a number of clinical service specialty 
reviews designed to improve the efficiency, safety and quality of clinical services 
provided to WA residents.   These reviews, combined with a major clinical 
service planning exercise that is already underway, will result in a configuration 
of health services that addresses the changing needs of the community and 
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ensures the efficient use of available resources across the entire health system.   
This process will define agreed roles and service levels for all public hospitals. 
 
 
Recommendation 18  
The Department of Health should introduce financial accountability 
controls that prevent and detect over-servicing by VMPs. 
Comment  
See Comment on Recommendation 5. 
 
 
Recommendation 19  
The Department of Health should introduce co-located GP clinics at public 
hospital sites. 
There currently are  co-located GP clinics at public hospital sites, eg. Fremantle 
Hospital, Armadale Health Service.  The issue of co-location is being considered 
in the re-negotiation of the Australian Health Care Agreements (AHCAs).   
The Department of Health is involved in the joint work by States/Territories in 
developing proposals for the AHCA negotiations and is taking a strong interest in 
the Emergency Department/General Practictioner interface issues. 
 
 
Recommendation 20  
The Department of Health should introduce bulk billing for privately 
referred non inpatients in the State’s public hospitals. 
Comment 
The 1998/99 - 2002/03 AHCA provides the potential to treat some privately 
referred non-inpatients as private patients, with doctors to bill for services they 
provide.  On this matter the AHCA states: 

"an eligible person who has been referred to receive services from a 
medical specialist exercising a right of private practice under the 
terms of employment or a contract with a hospital which provides 
public hospital services, is not a patient of the hospital." 

The Department is reviewing the potential to take advantage of this provision.   
However, any arrangements need to be in accordance with the Health Insurance 
Act 1973 which is currently administered by the Health Insurance Commission. 
 
 
Recommendation 21  
The Department of Health should establish clear guidelines for the billing 
of patients for outpatient services. 
Comment 
This is an essential step in progressing the work on charging arrangements for 
privately referred non-inpatients. See Comment on Recommendation 20. 
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Recommendation 22  
The Committee recommends that consideration be given to the 
establishment of centres of excellence by the Department of Health. 
Comment 
Secondary hospitals are designed to provide a broad range of services and 
some concentration of specialist services is considered appropriate.  
Establishment of centres of excellence will be clarified in discussions regarding 
the role delineation of hospitals/health services. 
 
 
Recommendation 23  
The Department of Health should implement the use of secondary 
hospitals, and privately managed public hospitals, as a means of 
increasing the capacity of teaching hospitals. This should be done in 
conjunction with the establishment of centres of excellence. 
Comment 
The Metropolitan Area Health Service structure is leading to the development of 
a clearer role delineation for the hospital resources therein and more flexible use 
of resources.   The increased use of secondary hospitals in this capacity is 
occurring.   As stated in response to Recommendation 14, a training model which 
rotates junior medical officers through teaching and non-teaching hospitals is 
currently applied.    
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5. The VMP System: The Supply of Doctors 
 
 
Introduction 
The Department is concerned that adequate numbers of medical practitioners, 
both generally and in specific specialties, are required to provide for the care 
needs of Western Australians both now and into the future.  In this regard 
Western Australia's low ratio of doctors to population, the number and type of 
specialist training positions currently available, and the reliance on significant 
numbers of overseas trained doctors are seen as clear indicators of problems 
that need to addressed.  The Minister for Health has taken the initiative with the 
Commonwealth Government on a number of these issues and the Department 
continues to explore options to address these concerns. 
 
 
Finding 11  
Western Australia has the lowest ratio of clinicians to population of any 
Australian State or Territory. 
 
Finding 12  
Funding for undergraduate places in Western Australia’s medical school 
has significantly failed to meet the State’s increasing demand for doctors. 
 
Finding 13  
Initiatives such as rural placements for medical students and the Rural 
Clinical School, are crucial first steps in encouraging doctors to practice in 
rural areas. 
Comment 
The Department agrees with Findings 11, 12 and 13. 
 
 
Finding 14  
Use of secondary hospitals and privately managed public hospitals will 
increase training positions for training purposes. 
Comment 
Refer to Recommendations 14 and 23 re use of training positions. 
 
 
Finding 15  
The combined problems of training shortages, shortages of GPs and 
specialists, and areas of unmet need are not being adequately addressed 
across State and Federal levels. 
Comment 
The State is actively raising these issues with the Commonwealth.  Refer to 
Recommendations 24-39.  
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Finding 16  
The onerous hours involved in training for specialties has proved a 
disincentive for some medical school graduates to further their training. 
Comment 
Agreed.  
 
Finding 17  
Changes in lifestyle preferences and gender mix have resulted in a reduced 
number of working hours per doctor. The Australian Medical Association 
(AMA) ‘safe hours’ campaign is likely to exacerbate this trend. 
Comment 
The Department agrees with the Committee's findings.   In the context of the 
provision of quality care and in regard to patient safety, working hours are seen 
as a significant factor and the Department supports the Committee's view. 
 
 
Finding 18  
There has been an increasing reliance on overseas-trained doctors in the 
Western Australian health system. 
Comment 
Agreed.  This is an issue of concern to the Department and it will continue to 
explore every option to maintain and increase the supply of local doctors.   Until 
adequate numbers of locally trained doctors become available, skilled overseas 
trained doctors will continue to provide a valued service of appropriate standard   
to Western Australians.       
 
 
Finding 19  
The importation of doctors into Australia is depriving countries like South 
Africa of much needed medical service and also prevents suitably qualified 
Australian students from becoming medical doctors. 
Comment 
The Department notes the Committee's strong views on the increasing utilisation 
of overseas trained doctors throughout Australia, especially the high rate in 
Western Australia, and the impact that may have on the doctor's own country.   
The present situation is of concern and representations will continue to be made 
to the Commonwealth Government to address those areas of its responsibilities, 
including requests to increase the number of undergraduate medical places in 
WA, rather than rely on overseas trained doctors to relieve the doctor shortage.   
See Comment on Recommendation 31. 
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Recommendation 24  
The ratio of clinicians to population in Western Australia should be 
increased to at least the national norm by year 2010. 
Comment 
The current ratio of doctors to population within this State is recognised as low.  
The Department will continue to address this situation with the object of ensuring 
that the medical workforce is sufficient to supply the medical care needs of the 
people of Western Australia.   Current efforts to achieve this outcome include: 

• State representation on, and submissions to, the Australian Medical 
Workforce Advisory Committee (AMWAC) and the Australian Health 
Workforce Officials Committee (AHWOC); 

• the employment of overseas trained doctors (under the provisions of the 
Medical Act (1894)) ; 

• lobbying the Commonwealth for an increase in the number of funded training 
places within WA and continued support to recruit doctors from overseas to 
address identified workforce shortages in country and outer-metropolitan 
areas; 

• formally supporting the establishment of a graduate medical school at Notre 
Dame University; 

• support for the establishment of Rural Clinical Schools in Kalgoorlie, 
Geraldton and the North West of the State; and 

• participation in the Medical Rural Bonded Scholarship Scheme (ie a scheme 
in which medical students enter into contract to practice in country areas upon 
graduation). 

 
 
Recommendation 25  
The Department of Health should insist that the Australian Medical 
Workforce Advisory Committee (AMWAC) give consideration to the special 
circumstances in Western Australia when forecasting medical labour force 
requirements.   
The State Government should insist that there be a representative from 
Western Australia on the AMWAC board. 
Comment 
AMWAC's role is to support the Australian Health Ministers Advisory Council 
(AHMAC) and as such its membership is decided at that level.   Not all States 
are represented on AMWAC at any particular time.  There is currently Western 
Australian representation on a number of associated sub committees and 
working parties.  The Department considers this is the most effective and 
appropriate avenue to ensure Western Australia's views are presented in the 
national forum and actively contributes data and makes submissions to those 
bodies.   
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In terms of the choice and weightings of indicators and benchmarks applied by 
AMWAC in data analysis a recent review suggested that further work needed to 
be done in this regard, particularly in relation to applying the benchmarks at 
State/Territory and regional levels (AMWAC Annual Report 01-02).   Within this 
context the current implementation of workforce planning systems within the 
Department will be more effective as they will allow more accurate 
National/State comparisons than currently possible. 
 
 
Recommendation 26  
The VMP fee schedule should continue to attract a premium in areas where 
medical practitioners do not have back up, such as in rural areas. 
Comment  
The Department currently provides additional support for rural and remote 
VMPs through a Rural Practice Incentive which is made in addition to fees 
payable through the Western Australian Government Medical Services 
Schedule (WAGMSS). 
 
 
Recommendation 27  
The Department of Health should establish a locum pool of practitioners to 
relieve doctors in rural areas. This should be done in conjunction with the 
teaching hospitals, the Federal Government and the Australian Medical 
Association. 
Comment 
A locum service is currently provided by the Australian Medical Association (WA) 
(AMA) and other private organisations.  These services are provided in country 
and metropolitan areas. 
The Department is of the view that rather than participate directly in such 
arrangements, it would be better to focus on the overall doctor supply issues 
leaving provision of locum services to private providers, as they are essentially 
covering private doctors.   Difficulties foreseen include: 

• training of doctors working in public teaching and non-teaching hospitals is 
not necessarily appropriate for rural general practice; 

• the Department is not responsible for the full range of general practice in 
many rural areas - only that based in public hospitals;  

• practice outside of public hospitals is Medicare funded and many training 
doctors in public hospitals are ineligible for a provider number;and 

• the Metropolitan area suffers shortages as well.   
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Recommendation 28  
The Department of Health should further examine the current fly in – fly out 
surgical specialist service based at the University of Western Australia and 
Sir Charles Gairdner Hospital with a view to expanding the service to areas 
of unmet need. 
Comment 
The provision of such services were also considered in the Office of the Auditor 
General (OAG) report of surgical services in Western Australia, A Stitch in Time.  
This report noted the benefits of the service, but also noted comments from 
country hospitals including: 
• cancellations of visits are too frequent and the visiting surgeons are not 

around to deal with any complications; 
• some visits are wasteful as only a handful of minor cases are seen; and 
• some of the work could easily be handled at larger country hospitals no more 

than an hour’s drive away. 
The Stitch in Time report recommended that ‘health services should develop 
visiting services where appropriate and practical’. 
The WA Country Health Service has sought input from health regions on the 
need for a visiting surgical service and is renegotiating with the WA Surgical 
Research, Training and Development Foundation to provide a service in the 
following circumstances: 
• the location has no resident surgeon or ready access to such services; 
• the hospital has the appropriate theatre facilities and nursing capacity; 
• the local General Practitioner is keen to support the service and has the 

expertise to provide anaesthetic assistance and post procedural care; 
• the demand for the service in the local community is sufficient to sustain a 

minimum frequency of 6-weekly visits.  A visit will be cancelled if there are 
fewer than 6-10 appointments (depending upon the type of procedure); and 

• where possible, diagnostic and operative procedures will be undertaken at the 
local hospital.  No more than 10% of procedures will be referred outside of the 
area. 

At present the demand for the service is in the Wheatbelt Health Region and the 
south coastal parts of the Goldfields and South Coastal Health Region.  The 
contract will be flexible so that the locations serviced can change to meet the 
need. 
 
 
 
Recommendation 29  
The State Government should negotiate with the Federal Government to 
ensure that area specific provider numbers, which are currently in 
operation for a period of five years before portability, be further restricted 
to their current locations, or at least restrict portability to other areas of 
unmet need. 
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Comment 
The scheme supporting the recruitment of overseas-trained doctors into unmet 
areas of need has been designed to provide incentive for qualified doctors to 
move from their country of origin to work in Australia.   The costs to doctors 
participating in this scheme can be quite high (eg relocation costs).   At present it 
would seem the benefits (ie access to an unrestricted provider number at the end 
of 5 years) are such that these costs are considered worth while.   However, 
there are designated unmet areas of need which are difficult to fill. 
There is a risk that the placing of further restrictions on provider numbers would 
make coming to Australia less attractive and therefore add to the difficulty of 
recruiting medical officers in rural areas.  
 
 
Recommendation 30  
The State Government should consider funding extra undergraduate 
medical positions, which would be in addition to Commonwealth funded 
positions, and use the commitment of funds to bond students to practicing 
in areas of unmet need. 
Comment 
Training quotas are set by the Commonwealth as a means of controlling the 
number of doctors within Australia.   Extra funding from the State government will 
not necessarily result in extra places for Australian residents.   As a result the 
State is lobbying the Commonwealth to increase the number of funded training 
places within WA. 
A Medical Rural Bonded Scholarship Scheme is administered through the 
Commonwealth.  Under this scheme, medical students enter into a contract to 
practice upon graduation in country areas, many of which are designated areas 
of unmet need.   
In addition there are:  

• 4 Country Medical Foundation scholarships offered each year to health 
students who commit to practice in the country; and 

• 150 John Flynn scholarships offered each year which provide $2,500 to cover 
costs of travel to rural areas. 

The proposed Notre Dame course for medical officers may also be of advantage 
in regard to the provision of health services in country towns.  The fee paying 
aspect of the course provides potential for communities that wish to attract and 
bond a doctor to do so through the offering of a medical scholarship.   However, 
the Commonwealth must agree to increase the number of training places in WA 
in order for Notre Dame University to be able to offer the medical undergraduate 
course. 
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Recommendation 31  
The State Government should negotiate with the Federal Government to 
increase training places to the University of Western Australia’s stated 
capacity of 180 entry-level medical students. 
Comment 
The State is lobbying the Commonwealth for an increase in the number of 
Commonwealth funded medical training places within WA.   
Issues surrounding the shortage of supply of medical practitioners have been 
communicated to Senator The Hon. Kay Patterson, Commonwealth Minister for 
Health and Ageing on the basis of achieving an increase in the number of 
Commonwealth funded training places within WA.  
These efforts have been underpinned by two of Western Australia’s Universities 
(ie The University of Western Australia (UWA) and Notre Dame University).  
UWA has asked for an increase in funding to cover the costs of additional 
medical training places.  The Notre Dame University is seeking the endorsement 
of the Commonwealth to establish a medical training school.  
 
 
Recommendation 32  
The State Government should support Notre Dame University’s application 
to the Federal Government to establish a medical school for 
undergraduates, in addition to expanding the number of places at the 
University of Western Australia. 
Comment 
The Notre Dame University submission to establish a medical training school is 
supported on the basis of its potential to improve medical workforce supply in 
WA.   However, the Australian Medical Council (AMC) has not approved the 
Notre Dame submission.   As a result any commencement of the medical school 
has been delayed until 2005. 
 
 
Recommendation 33  
The State Government should provide scholarships to eligible medical 
school entrants on the proviso that, upon graduation, a certain period be 
served in areas of unmet need, as defined by the State. 
Comment 
A Medical Rural Bonded Scholarship Scheme administered through the 
Commonwealth was established in 2001.  As at October 2002 within WA there 
were 9 students in their first year of this program and 7 in their second year.  A 
further 10 scholarships have been offered for 2003. 
As the Commonwealth is responsible for the allocation of provider numbers, such 
services may be confined to hospitals.  However, the Department will give 
consideration to this issue as part of its development of overall workforce 
strategies including medical and nursing professionals.  
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Recommendation 34  
The State Government should approach private industry and give local 
government the opportunity to provide scholarships to eligible medical 
school entrants on the proviso that, upon graduation, a certain period be 
served in specified locations. 
Comment 
The concepts as recommended have been considered within the context of the 
Notre Dame University medical school proposal.  The fee paying aspect of the 
course is such that there is potential for communities that wish to attract and 
bond a doctor to do so through the offering of medical scholarships. 
The State endorses this approach. 
 
 
Recommendation 35  
The State Government should consider providing financial incentives to 
encourage doctors to train as specialists in exchange for a period of 
service in the State public health system after qualification. 
Comment 
It is possible that financial incentives to encourage doctors to train as specialists 
could be provided through the implementation of employment contracts. 
However, achieving this objective is not without challenge due to the following:  

• the limited supply of accredited training posts; 

• specialist training being managed by medical colleges with each College 
being responsible for accrediting the institutions that can provide training;  

• the training in some sub-specialisations only being available in the eastern 
states and overseas; and  

• risk of industrial issues due to change in reward structures or inconsistency in 
reward structures across medical training specialisations. 

There are also cost factors to consider although these could be managed to 
some degree by the targeting of only those specialities which are in short supply. 
 
 
Recommendation 36  
The State Government should immediately call on the Federal Government 
to hold a national summit on medical training and workforce requirements. 
Comment 
The Australian Medical Workforce Advisory Committee (AMWAC), appointed by 
the Australian Health Ministers' Advisory Council (AHMAC), and the Australian 
Health Workforce Officials Committee (AHWOC) are national bodies  which  
provide advice on medical training and workforce requirements.  Western 
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Australia is either represented on these bodies or provides advice to these 
committees. 
 
 
Recommendation 37  
The Department of Health, in conjunction with the colleges, should devise 
strategies to provide all graduates, regardless of gender, with opportunities 
to specialise. 
Comment 
Anti-discrimination legislation (eg the Equal Opportunity Act) requires that all 
people irrespective of gender, race or religion be treated equally.   These 
principles are applied in all workforce planning and skill development initiatives. 
 
 
Recommendation 38  
The State Government should encourage the Federal Government to 
recognise the reduced number of doctors’ working hours due to both 
lifestyle and gender trends, and to factor this into medical student entry-
level intake numbers. 
Comment 
Gender trends (eg preference for part time work) and lifestyle choice are factors 
that have been drawn to the attention of the Commonwealth in efforts to have the 
number of accredited medical student numbers increased in Western Australia.   
It is intended that the Commonwealth be approached to recognise these trends 
within the allocation of accredited medical training posts. 
Gender trends and lifestyle choice are also factored into AMWAC labour market 
research and included within the advice provided to AHMAC. 
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6. The VMP System: Commonwealth State Relations in Funding 
Health  
 
 
Introduction 
There are a number of indicators that show disturbing trends for the short, 
medium, and longer term provision of medical services in Western Australia.  Of 
particular concern are the current level of specialist training opportunities and the 
reliance on significant numbers of overseas trained doctors.  The Commonwealth 
has significant responsibilities in this area and the Minister for Health continues 
to taken the initiative with it on a number of these issues, particularly the 
provision of further university training places for medical students and the impact 
on State resources of the declining use of bulk billing.   The Department 
continues to explore options to address these concerns. 
 
 
Finding 20  
Medicare rebates have failed to increase in line with the Consumer Price 
Index (CPI). There has been a corresponding increase in the number of 
attendances at emergency departments. 
Comment 
Refer to Recommendation 40. 
 
 
Recommendation 39  
The State Government should urge the Federal Government to increase 
university places to train Australian medical students in order to reduce the 
dependence on overseas-trained doctors. 
Comment 
The Minister for Health has been urging the Commonwealth to increase the 
number of university training places for medical students in WA.  
The Minister has also acted with other State/Territory Health Ministers in 
pursuing this matter jointly at a national level at the most recent Australian 
Health Ministers' Conference in November 2002.   At that meeting, it was 
agreed measures needed to be taken to increase the medical workforce supply, 
and that at least 234 additional medical school graduates would be required 
nationally to guarantee an appropriate supply, with action to commence in 2004. 
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Recommendation 40  
The State Government should negotiate with the Federal Government to 
increase the Medicare rebates to a level that will encourage doctors to 
return to bulk billing. 
Comment 
The progressive decline in the proportion of bulk billed services is a concern to 
WA and other States.   As well as increasing patient out-of-pocket expenses for 
medical services, the reduction in bulk billing results in more demand being 
shifted onto public hospital emergency departments (patients attend emergency 
departments as an alternative to paying to receive the services from private 
doctors). 
A reason for the decline in bulk billing is that Commonwealth rebates under the 
Medicare Benefits Schedule have not kept pace with growth in the cost to 
doctors of delivering medical services.   There is also an issue that shortages of 
doctors in country and outer metropolitan areas means there is a lack of price 
competition, resulting in fewer bulk billed services. 
The Minister for Health recently wrote to the Commonwealth Minister proposing 
strategies to increase the proportion of bulk billed services.  The matter has also 
been the subject of discussion by Health Ministers.   Unfortunately, it still 
requires  resolution, which will depend on the Commonwealth's preparedness to 
take action.    
 
 
Recommendation 41  
The State Government should investigate the establishment of co-located 
GP clinics at appropriate public hospital sites, including the teaching 
hospitals. 
Comment 
Refer to Recommendation 19. 
 
 
Recommendation 42  
The State Government should investigate the Victorian pilot program with a 
view to implementing ‘pharmaceutical benefits scheme’ prescribing by 
doctors working in Western Australian public hospitals. 
Comment 
The possibility of States billing against the Pharmaceutical Benefits Scheme 
(PBS) arose out of provisions contained in the current AHCA.   Two States - 
Victoria and Queensland - have reached agreement with the Commonwealth to 
pilot the arrangements.   WA is presently close to agreement with the 
Commonwealth on a pilot of the arrangements, which will occur at five sites.  
This would make WA the third State to commence piloting the arrangements.  
WA is presently corresponding with the Commonwealth about amendments to 
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the AHCA required to initiate the pilot.  The Department of Health intends that 
this will become operational in 2003. 
 
 
Recommendation 43  
The State Government should negotiate with the Federal Government to 
provide sufficient aged care beds to overcome the current shortage. 
Comment 
The demand for aged care services is increasing relative to the proportion of 
older people in the population. In Western Australia there is a shortfall in 
residential aged care places outside the metropolitan area.  Since the 
introduction of the Aged Care Act 1997, the Commonwealth has reduced its 
involvement in funding for aged care infrastructure.  Service providers are 
required to derive capital for renovation and expansion through accommodation 
bonds and fees paid by residents.  However, in many rural areas in WA 
residential aged care services are provided in Multi Purpose Services where 
such funds cannot be accumulated.  
WA is working with the Commonwealth to develop positive and cooperative 
strategies to address: 
 the adequacy and accessibility of capital funding necessary to assist in the 

cost of upgrading and replacing residential aged care facilities in rural and 
remote regions; 

 the adequacy and flexibility of current subsidy arrangements to cover the 
actual cost of delivering high quality residential aged care outcomes; and 

 increasing investment in step-down and rehabilitation services and 
infrastructure.  

 
 
Recommendation 44  
The State Government should make provision for alternative services to 
aged care patients who are currently occupying public hospital beds. 
Comment 
The Western Australian Care Awaiting Placement (CAP) Program aims to 
facilitate the transfer of care for patients in the acute care sector to appropriate 
aged care services.  Current Program initiatives were brought about in 2001 in 
response to the number of patients in the acute sector with increasing lengths of 
stay who no longer required acute care.  
 
The Western Australian Government has responded to this need by providing a 
combination of therapy-based services, home care services and interim 
residential services.  The interim residential services (CAP units) are seen as a 
short-term strategy and the Department of Health is committed to developing 
more sustainable, longer-term solutions to this difficult problem.  The CAP 
Program includes other flexible care options such as Transitional Care Service, 
Elderly Post Acute Services and Home Care Packages.  Under the HACC 
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Program in WA, Enablement Packages are available for HACC-eligible people 
who require a short, intensive period of home based support to regain a higher 
level of functioning. 
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7. The VMP System: Fee Schedules 
 
 
Introduction 
The structure of services and associated fees paid to VMPs contracted on a fee 
for service basis, is largely based on the Medicare Benefits Schedule (MBS).   
Total VMP remuneration arrangements recognise additional costs incurred by 
VMPs in providing their services.  The setting of fees is undertaken by the 
Department and takes into account factors such as after hours availability and 
the adequacy of current MBS rates.     
 
 
Finding 21  
With the exception of New South Wales, other States predominantly 
employ salaried doctors in the metropolitan region and restrict their 
reliance on VMPs to the rural areas. Even in New South Wales the reliance 
on VMPs in the metropolitan area is minimal. 
Comment 
The Department has examined and assessed the use, distribution and 
remuneration  of VMPs in other jurisdictions. 
 
 
Finding 22  
The Schedule of Fees contained in the July 2002 Medical Services 
Agreement provides for payments for most items at 9% premium above the 
Commonwealth Medicare Benefits Schedule. At 9% above the CMBS, this 
premium is higher than what is being paid for VMPs in other States. 
Comment 
The existing 9% premium over the schedule fee for MBS items (which constitute 
the majority of items in the 2001 Western Australian Government Medical 
Services Schedule (WAGMSS)) continued to broadly reflect the relativity that 
existed in the VMP fees applying from 1 November 1996.   This quantum is 
aimed at taking into account additional costs for the VMP in providing services at 
a site other than their private surgery eg costs in maintaining a private practice 
while attending the hospital, additional cost for Medical Indemnity for hospital 
procedures etc. 
In terms of that relativity, it may be relevant to note: 
• in South Australia, fee for service arrangements apply where doctors provide 

services to patients in country hospitals.   In November 2001 the basic fee 
level was set at a premium of 5.7% to the MBS schedule fee.   In addition a 
Rural Health Enhancement Package (which applies to doctors who live and 
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practice in country areas) provides for further loadings of either 20% or 50% 
on procedural services depending on the type of services provided; 

• in NSW two main fee for service arrangements apply to visiting medical 
officers: 
• under one arrangement the fee is set at 95% of the relevant CMBS 

schedule fee.  Where there is neither a RMO, Registrar or Career Medical 
Officer available at the hospital 24 hours a day as doctor of first contact, 
the fee rate is 110% of the CMBS;  

• under the other arrangement as part of the Settlement Package arising 
from the 1987 NSW Country Doctors' Dispute, fees are based on the 1987 
CMBS and factored up.  This applies  at  nominated hospitals (smaller 
local hospitals and not larger regional hospitals).  As the factoring is based 
on 1987 MBS fee relativities, the NSW fees vary above and below the 
current WAGMSS fee levels on individual items; and 

• additionally, Medical Indemnity cover applying to employed medical 
practitioners treating public patients has been extended to all visiting 
medical officers in NSW.    

 
 
Recommendation 45  
The 109% fee should be further negotiated in the next round of 
negotiations with the Australian Medical Association. 
Comment 
The Department is of the view that to negotiate contracted Visiting Medical 
Practitioner fee levels with the Australian Medical Association (AMA) may 
constitute a breach of the Trade Practices Act 1974.  The Department is 
therefore unable to negotiate with representative bodies in the setting of fees for 
independent contractors.  
As mentioned in the Comments on Finding 22, the 9% premium over the 
schedule fee for MBS items (which constitute the majority of items in the 2001 
Western Australian Government Medical Services Schedule (WAGMSS)) 
continued to broadly reflect the relativity that existed in the VMP fees applying 
from 1 November 1996.  
As part of new contract arrangements recently introduced, the Department   
sought independent advice on an most appropriate measure of indexation to be 
applied to fees on an annual basis.  It was decided that the Medical Fees Index 
developed by the AMA should currently apply and fees will be adjusted 
accordingly.     
The Department has, and will, seek to consider the views of a number of 
interested parties when reviewing fee levels.  However, the quantum of fees 
remains a decision for the Department alone.  
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8. Glossary of Terms 
 
Account Assessment & See Medical Account Assessment System.  
Information System (AA&IS) 

AHMAC Australian Health Ministers' Advisory Council. 

AHWOC Australian Health Workforce Officials' Committee. 

AMC Australian Medical Council. 

AMWAC Australian Medical Workforce Advisory Committee. 

Area Health Services North Metropolitan Health Service, East Metropolitan Health 
Service, South Metropolitan Health Service, and Women's and 
Children's Health Service. 

Australian Health Care  Agreement between the State and Commonwealth to provide 
Agreement    and  jointly  fund health care  for eligible  persons  who choose to 
    use State funded health services 

Contract   See Medical Services Agreement. 

COAG    Council Of Australian Governments.  

Country Health Services  The WA Country Health Services which provides all public health 
services in non metropolitan Western Australia, excluding the 
South West region of the State. 

Department of Health   Western Australian Department of Health. 
(Department) 

Doctors Accounting System An account processing system for VMP accounts previously 
utilised by some health services. 

Fee for Service Payment for the provision of medical services where each 
procedure is assigned a fee and the medical practitioner submits 
an account for services provided to each patient. 

General Practitioner (GP)  A  medical  practitioner  whose practice is predominantly general 
practice, that is the provision of primary, continuing whole-patient 
care to individuals, families and the community, and who has 
appropriate training and experience in general practice. 

HACC Program The Home and Community Care Program. 

HCARe Health Care and Related Information System - the Department's 
computerised patient management system largely in rural 
hospitals. 

Health Insurance   The Commonwealth agency which administers the Medicare 
Commission (HIC)  scheme. 

Locum  A medical practitioner who acts as a substitute for another 
medical practitioner while that practitioner is temporarily absent 
from their practice. 

MBS The Medicare Benefits Schedule. 

Medical Account Assessment The State-wide processing system for VMP fee for service 
System (MAAS) payments, previously known as AA&IS. 
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Medical Advisory Committees Committees established at hospital/health service level to inform 

and advise hospitals on medical policy,  matters affecting patient 
care, medical workforce issues, etc. 

Medical Rural Bonded A Commonwealth initiative under its Regional Health Strategy. 
Scholarship Scheme 

Medical Services Agreement The contract between a medical practitioner and a hospital for 
the provision of Visiting Medical Practitioner services. 

Medicare  A national, government-funded scheme that subsidises the cost 
of personal medical services, and that covers all Australians to 
help them afford medical care. 

Medicare Number An identifier for all Australians eligible for services provided 
under the Medicare scheme. 

Memorandum of   The Memorandum of Understanding between the Minister for 
Understanding (MOU)  Health and the Australian Medical Association (WA) in respect of  

clinical privileges, conduct and governance in Western Australian 
government hospitals and health services- other than the 
Tertiary Hospitals, Graylands Selby-Lemnos Health Campus and 
Dental Health Services. 

Multiple Purpose Services Multipurpose Services are integrated health and aged care 
services.  

Non-inpatient    Persons  not  requiring  admission  to  hospital,  but  who receive 
admission in accident and emergency (casualty) departments or 
undergo short-term specialist treatment (such as minor surgery, 
radiotherapy or chemotherapy), or receive care from a non-
admitted patient service/ clinic of a hospital. 

Oracle The main Department of Health financial administration system. 

Overseas-Trained Doctor  A  person  who  obtained  an  initial  medical  qualification  in  a  
(OTD) country other than Australia. The qualification must be 

recognised as equivalent to an Australian medical qualification 
for the person to obtain registration as a medical practitioner in 
Australia. 

Pharmaceutical Benefits  The  Commonwealth  Government  scheme  which  provides  a  
Scheme (PBS)  comprehensive range of pharmaceuticals at a subsidised cost.                                     

Private Patient  A person who elects to be responsible for fees charged by the 
hospital and medical professionals. 

Public Patient   A person who elects to receive care as defined by  the Medicare  
Agreements or a patient in respect of whom a hospital or health 
service provides comprehensive care, including all necessary 
medical, nursing and diagnostic service by means of its own staff 
or by other agreed arrangements. 

Registrar  A registered medical practitioner employed as a Registrar.  A 
Registrar may be employed with or without the Part 1 
Examination of an appropriate specialist qualification recognised 
by AMC. 

Resident Medical Officer     A  medical  practitioner  undergoing  further  training in a hospital  
(RMO) after completing an internship but who has not commenced a 

recognised general practice or specialist practice training 
program. 
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Rural Practice Incentive An additional payment separate from fee for service payments – 
available to VMPs resident in a rural or remote locality upon  
signing a Medical Services Contract. 

Salaried Medical Officer  A full time or part time medical doctor who is an employee of the  
hospital, receiving all employee-related entitlements. 

Secondary Hospital   In   Western  Australia   means,   Armadale-Kelmscott   Hospital,  
Bentley Hospital, Kalamunda Hospital, Osborne Park Hospital, 
Swan District Hospital. 

Session  Refers to unit of time performed by a sessional doctor, nominally  
3.5 hours. 

Sessional  Doctors employed on a part-time basis who are paid per session 
worked. 

Specialist    A  medical  practitioner  with  an  appropriate qualification from a 
university or college, recognised by the Australian Medical 
Council. 

State Health Management The senior management consultative body in the Department of 
Team (SHMT)   Health. 

Teaching Hospital  In Western Australia, a hospital declared to be a teaching 
hospital pursuant to the provisions of the University Medical 
School, Teaching Hospitals Act 1955 as amended. 

Tertiary Hospital   In Western  Australia  means  Royal  Perth Hospital,  Sir Charles  
Gairdner Hospital, Fremantle Hospital or King Edward Memorial 
Hospital/Princess Margaret Hospital for Children. 

TOPAS Total Patient Admission System- the Department's computerised 
patient management system in metropolitan hospitals. 

Visiting Medical Officer    Term  used,  predominantly  in  the  Eastern  States, to refer to a  
(VMO)    medical  practitioner  appointed  to  provide  medical services for 

hospital (public) patients on a fee-for-service basis. A VMO is an 
independent contractor regardless of whether payment made on 
a sessional or fee-for-service basis. 

Visiting Medical Practitioner  Term used, predominantly in Western Australia, to refer to a  
(VMP)    medical practitioner (general practitioner or specialist) appointed  

to provide medical services for hospital (public) patients on a fee-
for-service basis.  A VMP is an independent contractor. 

VMP Fees & Conditions of The Departmental committee created to oversight all aspects of 
Service Review Committee the arrangements relating to the provision of VMP services. 

Western Australian   The Departmental fee schedule used by VMPs contracted to 
Government Medical Services  supply medical services on a fee for service basis.  
Schedule(WAGMSS) 

'Wilding' programme  An account processing system for VMP accounts previously 
utilised by some health services. 

 
 


