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ABSTRACT

Introduction: Private practitioners play a vital role in meeting the health needs of rural communities. However, the prospect of
operating a private practice business in rural Australia seems to be increasingly unattractive, because many communities are forced
to recruit salaried or overseas-trained doctors. This study focuses on rural practices as businesses whose viability influences their
attractiveness for the recruitment and retention of practitioners. The specific objectives are to ascertain which factors contribute to
or threaten practice viability in rural areas, and whether they vary according to the degree of rurality or geographical remoteness.
Methods: This study is based on data collected from a national study into the viability of rural general practice undertaken jointly
by the Rural Doctors Association of Australia and Monash University School of Rural Health Bendigo. The Rural Remote and
Metropolitan Area (RRMA) classification was used as the indicator of rurality. The study surveyed all general practitioners
practising in rural or remote regions of Australia (RRMAs 3 to 7). Only practitioners with some financial interest in the practice
were selected for this analysis. Free-text responses to the two questions “What are the key factors contributing to the viability of
your practice?” and ‘What factors would put the viability of your practice at risk?” were analysed using qualitative content analysis.
Factors were derived iteratively through higher-level aggregation of responses. Chi-square tests were used to make comparisons
across the RRMA categories.

Results: The national survey achieved a response rate of 35% of the entire population of GPs practising in RRMA 3 to 7 regions.
Of these, 1050 respondents were relevant to this analysis. Seven major factors were identified by practitioners as the main
contributors to practice viability. ‘Practice characteristics’ was nominated by 59% of respondents, followed by ‘Income’ (31%),

‘Personal circumstances’, ‘Workforce’ and ‘Community characteristics’ (all approximately 23%), ‘GP activities and workload’
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(16%) and ‘Professional support’ (12%). Eight main factors were identified by practitioners as threats to viability. ‘Workforce’ was
nominated by 57% of respondents, followed by ‘Financial’ (44%), ‘Medico-legal’ (33%), ‘Administration-political’ (16%),
‘Community characteristics’ (15%), ‘GP-practice characteristics’ and ‘Personal circumstances’ (10%) and ‘Family circumstances’
(3%). Across RRMA 3 to 5 the order of the percentage of respondents identifying each factor was generally consistent, with
significant differences in the magnitude of the percentages for three contributing factors and four risk factors. While respondent
numbers in RRMA 6 and 7 communities were low, significance testing did reveal differences between them and the rural
communities on two contributing and one risk factor.

Conclusions: Practice viability is a major factor affecting the attractiveness of rural and remote practice for intending and existing
GPs. Initiatives designed to contribute to viability will not be successful unless measures are also adopted to address perceived
threats. This study highlights the systemic nature of the factors which contribute to and threaten practice viability. Although a
primary component of practice viability is economic, with income from consultations being critical, the importance of the
interrelationships between the main viability factors should not be underestimated. Clearly a multifaceted systemic response is

required to overcome problems associated with rural workforce recruitment of future and burnout of current rural GPs.

Keywords: Australia, general practice, viability, workforce.

Introduction

Rural Australians continue to regard the GP as the preferred
provider of medical care and the gateway to many additional
health and medical services'. In carrying out their
professional duties, GPs have traditionally maintained and
operated their general practice essentially as a small
business. Currently in rural and remote areas of Australia
84% of all practising GPs depend on fee-for-service or

. . . . . 2
private practice salary for their primary source of income”.

Australia’s free-market economy relies on the adequate
distribution of private practitioner services across
geographical regions to provide choice and ensure equity in
provision of health services to small and isolated
communities. Today, however, private practices in rural and
remote communities seem to be increasingly unattractive to
existing and prospective GPs. Despite a raft of recruitment
and retention initiatives, medical workforce shortages
continue in rural areas, exacerbated by an ageing
workforce®®. Due to the shortage of doctors willing to take

up rural practice many of these communities now depend on

salaried practice arrangements, or overseas-trained doctors
practising on restricted provider numbers, to meet their
primary care needs’®. (Several sources detailing
Commonwealth government arrangements determining rural

. . . . .36
general practice in Australia are available on-line™”.)

The loss of GPs as private practitioners in rural areas may
exacerbate the already generally poorer health outcomes of
rural residents. It can mean loss of choice and procedural
skills in the local community, and reduce the availability of
after-hours activity and flexibility in the way services are
delivered. Much rural health services research has focussed
on education, recruitment and retention issues, with
workforce initiatives emerging to address these areas’"'. To
date, the workforce implications of the operation of rural
practices as small businesses have received relatively little
attention in large scale studies. One way to enhance both
rural workforce recruitment and retention initiatives is
through systemic measures which support and sustain
practice viability. Implementation of such measures
necessitates an understanding of what factors GPs, as

business operators, see as contributing to and threatening
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practice viability, and whether the importance of these
factors varies significantly according to geographical

context.

The present study addresses three questions from the
perspectives of private GPs currently practising in non-

metropolitan communities:

1. What are the key factors that contribute to practice
viability in rural areas?

2. What factors threaten practice viability in rural
areas?

3. Do viability factors vary according to the degree of

rurality or geographical remoteness?

Rural general practice can be considered a business
opportunity, the viability of which may depend on prevailing
conditions affecting market demand, workforce supply,
potential income and other returns and legislative and
compliance requirements. The focus of this article is on the
systemic problems that may impact on rural and remote
practice, rather than on issues that may be relevant only to

particular doctors or communities.
Methods

Based on an extensive review of the literature and a Delphi-
type exercise, the following definition of a viable rural
general practice was adopted:

A viable rural general practice is defined as one
which meets the particular medical needs of the
community by providing appropriate services in a
way that takes account of the financial and personal
costs to both the practitioner and the community at
large™.

Data

The data were collected as part of a national study into the
viability of rural general practice undertaken jointly by the

Rural Doctors Association of Australia and Monash
University School of Rural Health Bendigo'?. Using an
address list provided by the Health Insurance Commission
all general practitioners providing non-referred services on
average one day per week or more in RRMA3-7
communities (Table 1) were surveyed. Two open-ended
questions relating specifically to practice viability were

included in the national questionnaire, namely:

1. What are the key factors contributing to the
viability of your practice?
2. What factors would put the viability of your

practice at risk?

Because this analysis focuses specifically on issues relating
to practice viability, only the responses of practitioners with
some financial interest in the practice, beyond that from a
salary or contract earnings, are included — specifically

practice principals, partners or associates.
Rurality indicator

The Rural Remote and Metropolitan Area (RRMA)
classification was used as the indicator of rurality"’
(Table 1). This taxonomy is the basis for considerable
government funding to general practice, differentiated by
level of rurality or remoteness, as for example with the

Practice Incentives Program'®.
Analysis

Survey responses were analysed using qualitative content
analysis. Coding categories generated from the data were
continuously modified during the coding cycle, as required
to accommodate new responses’’. These categories of
similar and related responses formed the basis for
aggregation into broader viability factors or dimensions.
This data reduction step maintained the integrity of the
original responses while allowing them to be analysed under
headings generated from the original data and consistent

with the practice viability factors discussed in the literature.
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Table 1: Rural, Remote and Metropolitan Areas classification for communities: population sizes for rural and remote

categories

Rural, Remote and Metropolitan Areas | Population size
(RRMA) classification

RRMA 3, large rural centres 25000 -99 999
RRMA 4, small rural centres 10 000 — 24 999
RRMA 5, other rural centres <10 000
RRMA 6, remote centres >5 000

RRMA 7, other remote centres <5000

Source: Department of Primary Industries and Energy and Department of Human Services and Health, Rural, Remote and
Metropolitan Areas Classification 1991 Census Edition. 1994

Table 2: Characteristics of respondents with a financial interest in their practices

Characteristic n (%)
Gender

Male 852 (81.8)
Female 189 (18.2)
Not stated 9

Rurality

RRMA 3 176 (16.8)
RRMA 4 263 (25.0)
RRMA 5 549 (52.3)
RRMA 6 27 (2.6)
RRMA 7 35(3.3)
Practice type

Solo 245 (23.4)
Group 781 (74.5)
Other 22 (2.1)
Not stated 2
Practising 10+ years in current practice 571 (54.8)
Intention to stay less than 10+ years in current practice 573 (55.0)
Age in years (Mean 48, SD 9)

Source: Survey data, Viable Models of Rural and Remote Practice. Stage 1 and Stage 2 Reports. Rural
Doctors Association of Australia and Monash University School of Rural Health, 2003
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Table 3: ‘What are the key factors contributing to the viability of your practice?’, by RRMA. Percentage of responding
doctors mentioning each factor. Factors aggregated from free text responses

Viability factor Percent of respondents by RRMA category
(multiple responses recorded)
3 4 5 6 7 Total
% % % % % %
(n)
Practice characteristics** 60 62 59 44 31 59
Incl. organisational — practice staff, (555)

services, patient needs, GP-practice relationship,
management, ownership/subsidies, practice type,
size.

Infrastructure — premises, location, IT,
equipment.

Income™,** - _ 35 34 27 26 |56 31
Incl. private billings, remuneration
(293)

adequacy, subsidies, incentives & grants, Medicare
rebates, bulk-billing vs private, hospital income,
other sources.

Personal circumstances 27 23 22 30 16 23
Incl. GP skills, preferences, health.

(220)
Workforce . 24 |24 |24 |26 |6 23
Incl. supply, retention, gender,
OTDs/TRDs. (219)
Community characteristics* 12 18 26 26 31 22
Incl. population characteristics, community (208)

services, geographical location.

GP activities & workload 12 15 18 13 16 16
Incl. after-hours on-call, leave,
professional satisfaction, paperwork. (153)

Professional support* 4 10 16 13 13 12
Incl. other health professionals, hospital,
other agencies. (113)

All other issues 3 4 4 4 0 4
Incl. family circumstances, indemnity

issues. (36)
Number responding to Question 161 236 492 23 32 944
Number making no response to Question 15 27 57 4 3 106

* Trend across RRMAs 3 to 5 significant at p<0.05, 1 df.

**Difference between rural (RRMA 3 to 5) and remote (RRMA 6 and 7) significant at p<0.05, 1 df, 2-tailed Fisher exact test.
OTD, Oversea trained doctor; TRD, temporary resident doctor.

Source: Survey data, Viable Models of Rural and Remote Practice. Stage 1 and Stage 2 Reports. Rural Doctors Association of
Australia and Monash University School of Rural Health, 2003.
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Table 4: ‘What factors would put the viability of your practice at risk?’, by RRMA. Percentage of responding doctors
mentioning each factor. Factors aggregated from free text responses

Viability factor Percent of respondents by RRMA category
(multiple responses recorded)
3 4 5 6 7 Total
% % % % % %
(n)
Workforce™ _ |5t |se el |46 |50 |57
Incl. workload —unpaid work, excessive
workload, after hours on-call, reduced hospital (538)
practice, patient throughput.
Supply — retention, recruitment,
OTDs/TRDs.
Other health workforce — shortage of
other health professionals, practice staff.
Financial* _ 49 |48 |41 |38 |34 |44
Incl. income — low income, loss of
income, changes to income arrangements, (413)
patients’ capacity to pay.
Expenses/costs — infrastructure, IT, cash
flow, operating costs, business operations.
Medico-legal o . 36 |36 |30 |38 |31 |33
Incl. cost of indemnity, uncertainties of
cover, indemnity for procedural, fear of litigation, (311)
loss of indemnity subsidy.
Administration-political 16 15 16 25 19 16
Incl. policy, accreditation/credentialing,
external support agencies (151)
Community characteristics*,** 10 10 16 33 41 15
Incl. — facilities, economic wellbeing,
local competition, isolation, population decline, (142)
demographic composition, community
expectations of GP.
GP/Practice characteristics 10 10 10 8 16 10
Incl. — professional satisfaction, practice
facilities ©3)
Personal circumstances 13 7 11 13 0 10
93)
Family circumstances* 0 3 4 4 3 3
(€1
Number responding to Question 158 232 493 24 32 939
Number making no response to Question 18 31 56 3 3 111

* Trend across RRMAs 3 to 5 significant at p<0.05, 1 df.

** Difference between rural (RRMA 3 to 5) and remote (RRMA 6 and 7) significant at p<0.05, 1 df, 2-tailed Fisher exact test.
OTD, Oversea trained doctor; TRD, temporary resident doctor.
Source: Survey data, Viable Models of Rural and Remote Practice. Stage 1 and Stage 2 Reports. Rural Doctors Association of
Australia and Monash University School of Rural Health, 2003.
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Statistical analysis included comparisons across rural
categories (RRMA 3 to 5), across the two remote categories
(RRMA 6 & 7), and between all combined rural categories
and the combined remote categories. The y tests for linear
association across the RRMA categories and the Fisher exact
tests were conducted using SPSS vers. 11 software (SPSS
Inc; Chicago, IL, USA).

Results

A response rate of 35% of practitioners, representing 53% of
practices, was obtained from the national survey. In general,
the responses were broadly representative of the distribution
of doctors across RRMA categories'”. A total of
1050 respondents from the national survey of rural and
remote GPs nominated themselves as a principal, partner or
associate in their practice. The characteristics of these
respondents who formed the basis for this study are shown
(Table 2).

What were the key factors contributing to practice viability

in rural areas?

The 944 respondents to this question generated
2325 responses  which were coded into 78 separate
categories. These categories in turn were aggregated into
seven major factors contributing to practice viability
(Table 3).

More than half of all GPs (59%) who responded to this
question regarded at least one aspect of practice
characteristics as important in contributing to the viability of
the practice. This factor includes items relating to practice
premises, facilities and infrastructure, organisation and
management and patient services. The most common items
included reference to the characteristics of practice staff
(14% of respondents), having a sufficient number of patients
(11% of respondents), good practice management and
efficiencies (9% of respondents) and good working
relationships between partners (7% of respondents).

Income (including Medicare rebates, hospital income, bulk-
billing and private billing practices and incentive payments)
was nominated as a key factor of practice viability by
31% of respondents. The most frequent items here referred
to private billings or realistic fees (11% of respondents),

with 10% referring to adequate remuneration.

Personal circumstances, workforce issues and community
characteristics were each nominated by about 23% of
respondents, with GP activities and workload, and issues of
professional support, identified by fewer GPs as contributing

to practice viability.

What factors threaten practice viability in rural areas?

The 939 respondents provided a total of 2242 responses
which were initially coded into 87 categories. These were
aggregated to eight factors which GPs identified as putting
the viability of their practice at risk (Table 4).

Workforce was clearly the most important factor considered
to threaten practice viability, nominated by 57% of
practitioners. Workforce supply items of doctor retention
(21%) and recruitment difficulties (9%) were the most
frequently mentioned. Workload issues included unpaid
paperwork (8%) and loss of hospital work due to
downgrades or closure (5%).

Many respondents (44%) identified financial issues that
threaten practice viability, with both income and expenses or
costs mentioned. Inadequate Medicare rebate was cited by
16% of respondents, inadequate remuneration by 11%, and
increases in practice costs by 14%.

Medico-legal issues were raised by one-third of respondents.
These issues concerned the cost of indemnity cover (18%)
and concerns over the uncertainty of cover and collapse of

insurers (13%).
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Fewer respondents nominated administration-political issues,
community characteristics, GP/practice characteristics and

personal and family circumstances.

Do viability factors vary according to the degree of rurality

or geographical remoteness?

Rural community comparisons, RRMA 3 - 5: Regardless
of the size of the population centre within rural areas (as
measured by RRMA 3 -5), there was a high degree of
agreement in the order of the percentages of respondents
nominating each of the factors identified as contributing to
the ongoing viability of the practice. The magnitude of the
percentages differed significantly by the size of the
population centre for the following factors: income (which
was lower in smaller communities), community
characteristics (which was higher in smaller communities),
and professional support (which was higher in smaller

communities).

In relation to threats to viability, GPs in rural (RRMA 3 - 5)
areas agreed that workforce issues presented the greatest
risks, with many identifying financial and medico-legal
issues regardless of community size. The magnitude of the
percentages was statistically significantly higher for the
smaller population centres for community characteristics,
workforce and family circumstances. The percentages
nominating financial issues were statistically significantly

higher in the larger population centres.

Remote community comparisons, RRMA 6& 7:
Unfortunately, the low number of respondents from remote
(RRMA 6 & 7) areas precludes even moderate differences
being statistically significant.

Although there were relatively few respondents from remote
(RRMA 6 & 7) areas, doctors in these communities appear
to share similar perceptions to doctors in rural areas about
which factors contribute to or threaten the viability of their
practices. Compared with rural GPs, a smaller percentage of
doctors in remote areas identify practice characteristics as

contributing to practice viability and a higher percentage

identify community characteristics as threatening practice
viability. Compared with rural GPs, those in remote areas
were more likely to identify income as a key factor
contributing to practice viability. As Table 3 shows, this
difference is accounted for by RRMA 7 doctors alone. The
difference between RRMA 6 and 7 in the proportion of
doctors nominating workforce as a contributing factor, while

large, is not statistically significant.
Discussion

The results of this study provide valuable insight into the
importance of distinguishing between factors that contribute
to and threaten practice viability. Doctors clearly identify
appropriate organisation and management of their practices
as the major factor influencing their ongoing practice
viability, particularly given their need to maintain income
levels and ensure personal wellbeing in the presence of
workforce supply difficulties that often lead to onerous and

unreasonable workloads.

The greatest threat to practice viability perceived by doctors
across all degrees of rurality relates to workforce and
workload issues, including the need for recruitment and
retention of appropriately trained medical staff in adequate
numbers to allow reasonable workloads, time off and
professional support. It is important to note that rural
workforce undersupply not only affects communities without
the services of a GP, but also threatens the viability of
existing rural practices, especially those where GPs work

unsustainable hours due to a lack of professional relief.

Following workforce and workload issues, financial factors
emerge as the biggest threat to rural practice viability. This
finding indicates that economic considerations are critical
components of the quest to ensure the viability of rural
practices. Merely obtaining more doctors to practise in
communities whose population cannot afford to make
substantial co-payments may help to reduce working hours
per doctor to manageable levels but may simultaneously
result in insufficient income to support existing doctors, in

turn threatening practice viability. Aside from the argument
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that non-metropolitan GPs undertake more complex
activities and thus warrant differential remuneration16’17, the
issue of the adequacy of existing rebate levels against
constantly rising practice costs in rural areas clearly requires

further investigation.

The findings suggest a broad consensus across rural and
remote communities in the relative importance of factors
perceived by doctors to affect the viability of their practices.
Some differences in the magnitude of the percentage of
respondents nominating the various viability factors were
observed across communities of differing degrees of rurality

or remoteness.

The greater relevance of professional support to doctors in
smaller rather than larger rural communities may be a
response to recent trends to downgrade or close small rural
hospitals. The lesser significance to doctors of income as a
contributor and financial issues as threats to practice
viability, as rural town size decreases, may indicate the
presence of greater competitive pressures in larger towns. It
may also indicate the need for and importance of current
financial support initiatives, differentiated by a rurality and
remoteness loading, which shift the focus from financial to
other factors. In small isolated RRMA 7 communities, where
GP services are often heavily subsidised, income is seen as
of major significance as a contributor to viability and may in
fact be the only incentive which attracts doctors to the
location. In this case, as was observed, financial issues such
as the net return from GP services and the patients’ capacity

to pay are less likely to be identified as threats to viability.

The increased percentages nominating community
characteristics as both contributing to and threatening
viability as community size decreases is unsurprising, given
that smaller communities are likely to have fewer
community services and facilities, fewer doctors and an
ageing population with greater healthcare needs. Populations
may also be in danger of declining below the critical

minimum for supporting a single doctor.

The increasing percentage of GPs across RRMA 3 to
5 nominating workforce as a risk factor, confirms the
difficulties with workforce recruitment faced by small
communities and the consequent increased workload for

existing practitioners.
Limitations

The response rate for the national survey was 35% of
individual GPs, but respondents represented 53% of all
Australian rural and remote general practices. While GPs
within a practice may differ in their opinions as to the factors
relevant to viability, all respondents had some proprietorial
interest in the practice. The results reported here, therefore,
represent the GP perspective on a majority of Australia’s

rural and remote practices.

The results reflect the views of GPs in rural and remote
communities as to the factors affecting the viability of their
practices. Other experts might identify different priorities.
The findings are relevant because these are the factors which
GPs will consider when assessing the current or future
viability of a practice, whether their own or one they may

consider joining.
Conclusion

Practice viability in rural and remote communities is a
critical aspect of ensuring the access of residents to primary
medical and health care. Given the importance of equitable
access to health care as the basis for improving health
outcomes, the need to implement measures to improve and
maintain the viability of rural practices is paramount. While
a primary component of practice viability is clearly
economic, specifically income from consultations, the strong
inter-relationships between viability factors should not be

overlooked.

Only through the adoption of a systems solution, in which
the drivers of change and the inter-relationships between
factors are clearly recognised, will the provision of adequate

and effective primary medical care provided through viable
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practices to rural and remote communities be assured.
Systemically based initiatives which take account of
differences in the nature and complexity of activities
according to degree of remoteness or rurality will improve
the net return from rural practices, something which in turn
will increase the attractiveness of rural practice and make it
feasible for extra doctors to share the workload without
significantly reducing the net income of existing doctors. In
conjunction with other initiatives which will ensure a
sufficient workforce supply, benefits will flow in the form of
increased retention and reduced burnout of existing and
future rural GPs. Other related initiatives which address
practice organisation and management issues will also
contribute to continuing practice viability, but only once the
threats to practice viability have been addressed.
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