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Submission to the Standing Committee on Finance and Public Administration
Parliamentary inquiry into the Victorian public hospital system.

Brief: "The capacity of hospitals to meet demand, standards and quality of care,
resourcing and access levels, and the accuracy and completeness of performance data
for Victorian public hospitals."

Summary text: (section 2 contains enlarged text).

This submission is from the representative Association of community doctors providing
visiting medical officer services to Victorian rural hospitals. These services include
casualty, acute medical care, surgery, anaesthetics, obstetrics, geriatric medicine,
psychiatry and palliative care, and involvement in clinical governance. Services are
undertaken according to the experience and capability of the doctor and nursing staff. Dr
Mike Moynihan, a Swan Hill GP, rural generalist obstetrician, and current President
RDAYV, is available to the Committee for questioning.

Principal observations: For the last 20 years at least:
1. Victorian rurality has been decreasing with improved road infrastructure.
2. Rural Public hospital services have been progressively reduced in an unplanned

manner.

The State has been detached from workforce provision.

Serious decline in medical and nursing workforce has occurred.

5. Procedural, Obstetrics and high quality emergency medicine are being confined to
progressively fewer centres.

6. Federal medical workforce support will be drastically reduced from 2009, with
reclassification of most of the State as Inner Regional.

7. Onus is on the State to plan and regularise the State-wide network of Rural Public
Hospitals if cutbacks and closures are not to continue.
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There is no doubt that over the last 20 years the State has been moving in the direction of
a more homogenously urbanized society. Improved road infrastructure has encouraged a
retraction of rural hospitals. The preferred model coming into the 1980s was a wide
spread of small rural hospitals. Since the abolition of the Health Commission in favour of
the current Department, thinking has been very much in the direction of a small number
of large centralized institutions, with the public bearing most of the responsibility for
traveling to get care.

The policy of centralisation is not articulated, and even denied, but there does not appear
to be any structural action to create and maintain effective workforce, appropriate



standards, necessary liaison with, and persuasion of the quite wide range of bodies with
input into the conduct of rural hospitals, or creation of much needed interaction with the
Federal administration, all necessary to counteract the many influences that continue to

cause retraction of the rural network.

It is probably over-simplistic but worth observing that the distribution of hospitals and
services has followed the focus of politics, drifting from rural to metropolitan and
regional zones. Whereas Melbourne can tolerate rationalization of services, the rural
retraction has great impact on personal, family, business and community, finances and
economy. It detracts from the ability to continue economic activity despite the impost of
bad health. The removal of obstetrics is a disincentive for young families to settle in
rural. The reduction in geriatric capacity is causing an exodus towards larger centres.
Farming, and the business infrastructure that supports it, is best conducted by a mixture
of the generations, combining experience and wisdom with youthful energy.

The continued retraction of hospital services is part of, but contributes to, demographic
change. The population has to be younger, fitter, mobile, adaptable, more careful. It
favours corporate enterprise and shorter term farm employment rather than lifelong
family farming. This may or may not lead to greater environmental degradation. The
greater mobility required expands carbon footprint.

Enlarged Text

This submission is from the representative Association of community doctors
providing visiting medical officer services to Victorian rural hospitals. These
services include casualty, acute medical care, surgery, anaesthetics, obstetrics,
geriatric medicine, psychiatry and palliative care, and involvement in clinical
governance. Services are undertaken according to the experience and capability of
the doctor and nursing staff. Dr Mike Moynihan, a Swan Hill GP, rural generalist
obstetrician, and current President RDAYV, is available to the Committee for
questioning.

* The Association is greatly concerned for the future of rural hospitals and has
communicated this concern to Ministers and departments for some years. Documents are
available on the RDAV website home page.

¢ Submissions have been made emphasizing the decline, to the ACCC to enable more
effective representation, to the Pike inquiry into Public hospital workforce, to the
National Health and Hospitals Reform Commission and to the Roxon inquiry into
maternity services.

* A 2006 consensus statement was issued with CWA and VFF. A comprehensive statement
on Victorian rural emergency and urgent care will shortly be posted.

* Maps of maternity units are attached. Hospitals with maternity have a much higher
level of function than those without.



There is no doubt that over the last 20 years the State has been moving in the
direction of a more homogenously urbanized society. Improved road infrastructure
has encouraged a retraction of rural hospitals. The preferred model coming into the
1980s was a wide spread of small rural hospitals. Since the abolition of the Health
Commission in favour of the current Department, thinking has been very much in
the direction of a small number of large centralized institutions, with the public
bearing most of the responsibility for travelling to get care.

* Scope of Submission. The Committee is referred to the appended table for 93 involved
rural hospitals with approximately 525 resident GPs working in them. A number of these
locations are administratively amalgamated. Large Tertiary hospitals are not included.

0 The Table includes rurality indices and expected classification from 1.7.09

0 As many as % of all GPs may now be overseas derived

0 This sector does not have a large female GP component because of on-call duties.

0 The tables of GP Proceduralists by age illustrated lack of replacement, attrition,
and 50% of age over 50. The total is about 200 as many are dual proceduralists.

* Removal of Federal Rurality classification. The Australian Bureau of Statistics
classifies rural areas into inner regional (essentially not rural), outer regional and, in
Victoria, a few isolated spots as remote. The ASGC system for medical accessibility,
scheduled for use from 1.7.09 for purposes of Federal rural medical subsidy, will
reclassify large areas of Victoria as Inner Regional, making them ineligible for the wide
range of medical subsidies that are keeping the GP VMO workforce in place.

0 Because States have not concerned themselves with the exigencies of combined
Community an Hospital Generalist practice, the Federal administration has
liaised with rural doctors through the RDAA and has provided substantial
subsidy to maintain the rural workforce.

0 Under threat are rural Practice Incentive Program (PIP) loadings, Rural Retention
Grants, Rural Procedural incentive payments and training grants, OTD training
grants, higher levels of Medicare rebate, Areas of need and workforce shortage
status, various programs funded through rural GP divisions, and the State rural
workforce agency.

0 Whilst there is logic in the change, it fails to recognise the reality of rural
existence and will condemn a number of locations to loss of hospital services.

0 From the Tabulated information it appears to affect almost the whole of the
centre, north, and east of the State.

0 The sums involved are set at incentive levels and the RDAYV considers that the
loss of inducement might be enough to put a number of older GP proceduralists
into retirement from these activities, hastening the closure of obstetrics at a
number of locations.

0 The loss of subsidy for the recruitment and support of OTDs would be expected
to close down a number of small hospitals unless met in other ways.

* State responsibilities. In terms of rural acute care, the State has regarded its
responsibility as being towards inpatient services in designated public hospitals, and
towards outpatient services only in selected settings where circumstances, whether
political or other, have contrived to secure creation of funded emergency departments
(EDs). In other words, the State does not directly finance rural casualty (although many
rural hospitals put some money into it).



The Commonwealth is regarded as the designated provider of community based
medical health care including rural casualty. This is not the case in other States.
NSW provides fully funded casualty care at all its rural hospitals.

The terms of this inquiry might prevent a consideration of such matters, but it
must be stressed that there has never been a felt obligation to provide an even
spread of services over the whole of the State. Tourist traffic is regarded as a
Federal responsibility.

The network of 30 private Bush Nursing hospitals, despite their well-documented
legitimate and comprehensive service, was mostly dispensed with by removal of
the bed-day subsidy in 1986, and given nil or only token support thereafter. As a
result by far the majority closed.

Of course many hospitals and services have closed in the past as towns have
diminished and in many cases disappeared, but the recent service retraction has
been particularly savage and has forced rural residents into much more
dependence on motorized transport and together with retraction of much else, an
existence dominated by need to travel.

* Numerous closures, in contravention of Commonwealth Health-Care agreements, have
been effected despite public protest. Some of these may have had justification or were
unavoidable but others were at least premature.

(0]

(0]
(0]

The 2003-8 Healthcare agreement (HCA) commits the State (Part 2 7a) to a
‘range of services....... no less than was available on 1.7.98°

The next Health-Care Agreement is still under discussion.

The overall process has not been thought through.

Our knowledge of the status quo is not perfect, necessitating a survey, but we can
say that 35 hospitals have lost beds since 1983 and that a number are heading in
that direction. Willaura has no doctor, Port Fairy progressively loses scope,
Terang and Timboon do not look particularly viable, The Dunmunkle network
hardly functions as an inpatient network, Rural NorthWest has severely curtailed
it’s scope, and so on. Many small hospitals do not have the simple XRay
machines that GPs easily learn to handle.

Administrative amalgamation generally presages loss of scope in the smaller
hospitals.

However what is particularly worrying is the diminishing capacity of medium to
large sized hospitals to maintain the full scope of rural hospital work.

37 maternity units have been closed since 1997, 88 since 1983. Rural Victoria
has become highly unsafe for mother and newborn because of the frequency of
travel in labour. There are very strong indications that of the remaining 42 all but
the major hospitals will also close maternity, because of the impending
retirement of GP proceduralists (Age cohorts appended).

It is emphasised that loss of obstetrics usually means loss of anaesthetists, theatre
and advanced emergency capability, and with loss of experienced long-stay
doctors, reduction of capacity across the whole range of disease management.

28 locations are kept open at present through overseas recruitment. A further 11
have lost resident doctors since 2000. 30 locations are sharing various forms of
after-hours roster.

The establishment of community health services in such locations is always
pointed to but these are not hospital services.

We are talking about the local management of acute disease, the presentations of
breathlessness, chest and abdominal pain, headache, nausea, altered



consciousness, psychiatric illness, the plethora of orthopaedic conditions, illness
in the nursing home requiring acute care.

* Overseas Recruitment. The mainstay of policy continues to be overseas recruitment of
doctors, including proceduralists trained in South Africa. This has enabled continuance of
theatre, obstetrics, and advanced emergency care in a number of medium and large
hospitals, prevented closure of small locations, and boosted community general practice
in all allowed towns of RRMA 4+ status and fringe metropolitan areas.

0 There are worrying signs that this source is drying up, especially because very

strict requirements have been placed on entry of doctors to Australia from 1.7.08

causing a virtual halt in recruitment.

Very few applicants from overseas are currently presenting.

A significant number of experienced anaesthetists and obstetricians have found

their way into non-procedural locations.

0 All recruited OTD/IMGs are required to pass the FRACGP, a community
medical practice Fellowship without a substantial acute care component

0 This uses up energy at a time when the focus should be on honing, revising and
acquiring acute medicine skills, the time honoured activity of rural doctors.

0 Most OTD/IMGs therefore to do not acquire sufficient expertise and motivation
and move on to fringe metropolitan and regional community practice.

0 Federal subsidies for recruitment support and education of OTD/IMGs may be
substantially lost or reduced from 2009, as discussed above, as part of the ABS
reclassification.

0 The State has voiced an intention to recruit in the UK. There is no guarantee that
these doctors will be any more experienced or capable than other OTDs or any
more likely to stay in rural. Such doctors would be advised to seek such
employment in other States offering much better conditions and/or training.

0 A further vexing and at times damaging aspect is the power of the
Commonwealth to veto overseas recruitment by declaring the location not to be a
‘district of workforce shortage’. (Current status listed in the table of locations).
Extraneous factors like retired doctors still registered, doctors with addresses for
taxation purposes, and practices with no interest in the hospital all conspire to
prevent recruitment to maintain VMO numbers.

o O

* Shake-out. It will be interesting to see how many hospitals survive. Although some like
Jeparit have been allowed to stay open for long periods without doctors for historical
reasons, it is difficult to see this happening if the number is 10, 20 or 30.

0 The Medical Board is unlikely to reduce standards to accommodate need.
0 The situation will test the vocational disposition of GPs to stay and acquire real
skill in an under-remunerated situation.
= Any change in parameters takes up to 5 years to work through.
= It will take time for GPs to reassess and find places to move on
= Retirement from hospital work will certainly increase significantly, once
inducements are removed, given the preponderance of older doctors.
0 A denudation of hospitals is likely over the next 5-10 years
=  Wonthaggi will need further upgrading as local hospitals close
= Bairnsdale will need development on the lines of Wonthaggi
=  Mountain and ski-field regions will be seriously affected
= In the north, Kyabram, Yarrawonga and Benalla will definitely be
threatened.



= The West of the State will progressively depend on main centres, which
is happening already but may well involve some quite large towns.
0 Lack of forward planning means that the State will be disadvantaged in any
response to what amounts to a growing crisis.

* The situation in nursing is equally desperate and equally threatening to rural hospitals.
A new development is allowing overseas nurses to come to Victoria and work for a year
while completing 3™ year training requirements, after which they can bring their family.
They have to save about $20,000 to do this. A number of Indians have been arriving but
they are already showing a tendency to move on to large centres absolutely as soon as
possible. How planned was this development?

The policy of centralisation is not articulated, and even denied, but there does not
appear to be any structural action to create and maintain effective workforce,
appropriate standards, necessary liaison with, and persuasion of the quite wide
range of bodies with input into the conduct of rural hospitals, or creation of much
needed interaction with the Federal administration, all necessary to counteract the
many influences that continue to cause retraction of the rural network.

¢ State actions have been geared towards maintenance of metropolitan standards and
processes to ensure this maintenance in rural.

0 Since the scope of workforce skill has decreased, services have been curtailed.

0 Definition of desired services and necessary workforce has not occurred.

0 Locations are left to battle to find clinicians of sufficient skill to maintain
services or to close services.

0 The frequent replacement of doctors by new recruits from overseas has meant
that the hospital has been limited to the initial and developed skills of the latest
incumbent.

= In solo locations these do not have the benefit of on the spot mentoring.

= The cohort of individuals with substantial community and hospital
experience in South Africa and other countries has all but dried up.

= The cohort currently going rural is one of OTDs who have passed their
Australian Medical Council examination while working in Australian
Hospital Casualty Departments, thus having emergency but not
community medical skills.

= A fresh wave of medical immigration is also occurring through family
ties, these doctors needing to pass examinations in English and basic
medicine before they can seek employment..

0 The State has expressed reliance upon and has contributed to the development of
rural medical schools. The program will be producing full output of graduates in
about 5 years time. They will then have to obtain compulsory postgraduate
experience.

= There is no guarantee that such graduates will want to go rural.

= Many will want to specialise.

= The shortage of doctors will beckon from many directions.

= [t the State wants to target these graduates it should start to do so now.

= There are no signs that it wishes to do so, for example in the manner of
Queensland, with a program some years old now.

= It is possibly prevented from doing so because it does not have definite
views about the future of rural hospitals and their scope of services.



0 Larger locations can recruit one or two, usually overseas trained specialists, but
not in quantity sufficient to create a roster.

0 For surviving larger hospitals the State needs ongoing production of Generalist
proceduralists to work in teams with or without specialists (mixed teams were
advocated by the Pike inquiry into workforce).

= There are 16 training positions but uptake has been sluggish
=  Uncertainty of a future in the rural workforce is holding people back.

* State Support for the workforce. The RDAYV lobbied for and obtained, with assistance
from the AMA in 1999, a State funded on-call allowance for rural doctors in most of the
listed locations, which was increased to reasonable levels in 2006, (Rural Enhancement
Package).

0 The RDAV has also argued to no avail that the State needs a training policy and
an industrial package for rural VMOs

0 Further to COAG recognition of rural generalist medicine as a specialty,
Queensland has created a training pathway with appropriate industrial
conditions

0 NSW (since 1987) and SA (2006) have industrial packages

0 WA is moving in the same direction

¢ Planning workforce for the desired function. The State operates rural hospital work
separately from federally funded community practice:
0 The two are in competition, though the providing GPs are the same
= Community practice is more attractively funded.
=  GPs above the age of 40 decreasingly desire onerous on-call duties.
0 It must be emphasised that Basic medical education at the level required for
registered medical practice is not adequate for unsupervised rural practice.
0 Moreover, COAG recognition of rural medicine acknowledged the necessity of
training additional to Vocational General Practice training.
0 The State, according to a recent letter from the Minister, is basing its rural
workforce calculations on total number of GPs available to it in the State.
0 It would appear that State policy does not include dedicated training of a
Generalist workforce.
0 Small hospitals with a few acute meds do not have the economic basis to survive
because of the cost of nursing rosters.
0 The sector needs much more support but the issues have to be more closely
examined and conclusions reached before the nature of that support is elucidated.

It is probably over-simplistic but worth observing that the distribution of hospitals
and services has followed the focus of politics, drifting from rural to metropolitan
and regional zones. Whereas Melbourne can tolerate rationalization of services, the
rural retraction has great impact on personal, family, business and community,
finances and economy. It detracts from the ability to continue economic activity
despite the impost of bad health. The removal of obstetrics is a disincentive for
young families to settle in rural. The reduction in geriatric capacity is causing an
exodus towards larger centres. Farming, and the business infrastructure that
supports it, is best conducted by a mixture of the generations, combining experience
and wisdom with youthful energy.

* Farming will presumably remain a significant contributor to the State economy



* However there is substantial growth of service industries State-wide, which not only are a
major contributor of personal and family well-being but no doubt a major part of State
income and economy.

0 There is huge tourist influx to the mountains, the ski-fields, the coast, and the far
East

0 Tourist zones are invariably under-doctored unless there are local hospitals or
major population foci to sustain off-peak employment.

0 Hospitals in all the tourist zones except Orbost are set to lose Federal support for
GP VMOs

* Possibly at some stage, protest might force action by Victoria but political traction is
difficult to obtain.

0 The Queensland ‘Bundaberg crisis’ was about standards throughout the whole
rural sector not just the initial location.

0 The process of decline in Victoria has been too gradual.

0 Locations that have lost obstetrics have also lost anaesthetics, theatre, and major
emergency response

The continued retraction of hospital services is part of, but contributes to,
demographic change. The population has to be younger, fitter, mobile, adaptable,
more careful. It favours corporate enterprise and shorter term farm employment
rather than lifelong family farming. This may or may not lead to greater
environmental degradation. The greater mobility adds to carbon footprint.

*  Prospective mothers tend not to think ahead when settling in to rural but vast areas now
face great risk in the process of childhood as fewer and fewer locations offer maternity
services

¢ First or golden hour treatment in serious illness and injury increasingly is confined to
ambulance response, with less and less opportunity to have medical review, management
and stabilisation, and a tendency to ‘scoop and run’

¢ It took a century to build up the comprehensive hospital network of the 1970s. It is often
forgotten what actually happens when you don’t have good emergency response and
good maternity facilities close at hand.

* No system is perfect but criticisms of rural hospitals generally proved unsustainable when
closely examined, as was amply demonstrated in the matter of safety of rural maternity
services.

¢ It may be that an intelligent mobile population will be able to survive without hospital
services.

* There are casualties of the system, which occasionally get press coverage, but it will take
time for the extent of to be established through academic analysis. Regrettably
prospective evaluation of the effect of loss of rural obstetrics has not occurred.

* The State should be thinking ahead.

* Even if Queensland-style measures are adopted they would take 5-10 years to take effect,
during which time there will be considerably more retraction.

* Adoption of the generalist model does however have great potential to enhance large
hospital function, as well as to extend out to medium sized hospitals and some of the
small hospitals that may survive.

* The problems extend further to nurse workforce supply and hospital management.



Towns, GPs and Federal Rurality Classifications
ASGC - Australian standard geographical classicifation, ARIA - Accessibility remoteness

index Australia, RRMA Remote, rural metropolitan area (phasing out 1.7.09), ASGC

Zones — IR Inner Regional Score <2.4, OR Outer Regional <5.92 and Remote. DWS =

District of workforce shortage calculated on total GPs. Most of State becomes Inner

Regional.
Pro- | ASGC | ARIA | RR GP | ZzO | DWS
VMO hospital Total So- Com- ced- + MA | ARIA | NE | 29/1/
towns GP lo Grp ment | ural ARIA 09
Alexandra 3 2 2.32 3.85 3 B IR Y
Apollo Bay 4 2 2.13 2.29 5 B IR Y
Ararat 9 1 Obs 1.47 1.51 5 B IR Y
Bacchus M 13 2 Obs 0.27 0.49 5 N/E IR N
Bairnsdale 22 1 2 Obs | 2.43 2.46 4 B IR N
Super 0.73 0.84 5 A IR Y
Ballan 2 1 Cl!
Beaufort 1 1 1.28 1.41 5 B IR Y
Beechworth 6 1 1.37 1.47 5 A IR Y
Benalla 16 2 Obs |1.31 1.33 5 A IR N
Birchip 1 1 4.87 3.86 5 C OR | N
Boort 1 1 3.72 2.87 5 C OR | Y
Bright 3 1 Obs 2.45 2.54 5 B IR N
Camperdown 8 2 Obs | 1.85 1.86 5 A IR N
Casterton 5 1 3.09 3.04 5 B OR | Y
. 0.6 0.71 5 N/E IR N
Castlemaine 15 4 Obs
2.87 2.98 5 C OR | N
Charlton 1 1
Cobram 10 2 1.93 2.25 5 B IR N
Cohuna 4 1 Obs 2.6 2.62 5 B OR | Y
Colac 13 2 Obs 1.11 1.2 4 Cc? IR Y
Coleraine 5 1 2.76 2.73 5 C OR | Y
Corryong 3 1 The 3.05 3.16 5 C OR |Y
Creswick 4 1 0.54 0.89 5 C IR Y
Daylesford 8 2 Obs | 1.04 1.15 5 C IR | N
Dimboola 2 1 3.74 3.69 5 C OR | N
Donald 1 1 3.19 3.19 5 C OR | N
Echuca 19 2 Obs 1.27 1.34 4 A IR Y
Edenhope 3 1 5.28 3.97 5 A OR |Y
Euroa 5 1 1.7 1.75 5 A IR Y
Foster 6 1 2 Obs 1.98 2.28 5 C IR N
Hamilton 11 1 Obs | 2.59 2.32 5 C OR |Y
Healesville 4 1 Obs | 0.25 0.83 5 A IR Y
Heathcote 2 1 1.1 1.28 5 A IR Y
Heyfield 2 1 1.62 1.93 5 A IR Y
Heywood 2 2 2.73 2.68 5 A OR |Y
Hopetoun 1 1 6.06 4.57 5 C R Y
Horsham 11 3 Obs 2.88 2.83 4 C OR | N
Inglewood 1 1 4.69 3.46 5 B OR |Y




Jeparit 1 1 5.28 4.43 5 C OR | N
Kaniva 1 1 5.69 4.57 7 C R Y
Kerang 7 2 Obs | 2.74 2.75 5 C OR | Y
Kilmore 8 2 Obs 0.87 1.21 5 N/E IR N
Korrumburra 8 1 The |1.27 1.61 5 A IR N
Kyabram 10 1 Obs 1.02 1.11 5 Cc? IR Y
Kyneton 4 1 Obs 1.13 1.22 5 N/E IR N
Leongatha 11+ 1 Obs | 1.48 1.78 5 A IR Y
Lorne 1 1.35 1.62 5 A IR Y
Maffra 7 2 1.72 2.01 5 A IR N
Manangatang 1 5.21 3.97 5 C OR | Y
Mansfield 9 2 Obs | 2.45 2.55 5 A ? N
Maryborough 6 2 Obs | 1.01 1.66 4 A IR N
Mt Beauty 5 1 Obs 2.44 2.53 5 A ? N
Myrtleford 6 1 Obs | 1.74 1.88 5 B IR | N
Nagamke 1 13 1.38 5 A IR Y
Nathalia 3 1 1.78 1.81 5 B IR N
Neerim 2 1 1.53 1.51 5 A IR N
Nhill 3 1 4.45 4.25 5 C OR | N
Numurkah 7 2 1.67 1.71 5 A IR N
Omeo 4 1 5.15 3.76 5 C OR | Y
Orbost 2 1 Obs 4.13 4.17 7 C OR | Y
Ouyen 1 4.06 4.03 4 C OR | Y
Penshurst 1 2.73 2.14 5 B OR | Y
Phillip Island 5 1 1.75 2.02 5 A IR N
Port Fairy 5 1 1.93 2.03 5 A IR N
Portland 13 3 Obs | 2.62 2.61 4 B OR |Y
Rainbow visit 6.37 4.88 5 C R N?
Robinvale 3 4.07 3.96 5 C OR | N
Rochester 2 1.33 1.41 5 A IR Y
Rupanyup 1 3.99 3.06 5 B OR |Y
Rushworth 1 1.89 1.36 5 B IR Y
Sale 25 4 Obs 1.53 1.76 4 A IR Y
Sea Lake 2 1 5.42 3.9 5 C OR | N
Seymour 11 2 Obs | 1.02 1.2 5 A IR N
Skipton 1 ? new 2.09 1.52 5 B IR ?
St Arnaud 2 1 Obs 2.51 2.52 5 B OR | Y
Stawell 9 2 Obs 1.92 1.94 5 B IR Y
Swan Hill 10 1 Obs | 2.95 291 5 B OR |Y
Tallangatta 2 1 2.18 1.55 5 B OR |Y
Terang 4 1 Obs 1.82 1.83 5 A IR N
Timboon 2 1 241 1.96 5 A IR Y
Traralgon 17 2 Obs | 0.81 1.07 4 N/E IR N
Walwa 1 1 3.72 NaN 5 C OR |Y
Warburton 5 2 ? 0.54 1.25 5 N/E IR TBA
Warracknabeal 1 2 3.7 3.67 5 C OR |Y
Warragul 28 3 Obs 0.81 1.12 5 N/E IR N
Willaura Visit 2.96 2.19 5 B OR | Y




Winchelsea 1 1 0.91 1.11 5 N/E IR Y
Inadeq 12 GP 0.66 0.72 3 N/E IR Y
uate Obstet
Wodonga Info >2 ricians| Tert
Wonthaggi 17 2 Obs |11 1.43 5 A IR | N
Wycheproof 1 1 3.79 3.25 5 C OR | N
Yarram 2 2 2.04 2.29 5 B IR Y
Yarrawonga 11 2 Obs | 1.49 2.04 5 B IR N
Yea 4 2 2.03 1.75 5 B IR Y
Obst
etrics
locations = 93 525 37 103 37

Inner and Outer Regional Obstetric locations still open: (42)

* Small 5: Bright, Castlemaine, Daylesford, Healesville, Mt Beauty, St Arnaud

* Medium: 22: Ararat, Benalla, Camperdown, Castlemaine, Cohuna, Colac, Foster,
Kerang, Kilmore, Kyabram, Kyneton, Leongatha, Mansfield, Seymour (just reopened),
Maryborough, Myrtleford, Orbost (intermittently operational), Portland, Stawell,
Wonthaggi, Yarrawonga.

* Larger Centre: 9: Bacchus Marsh, Bairnsdale, Echuca, Hamilton, Horsham, Kilmore,
Sale, Swan Hill, Warragul.

* Regional/Subregional: 8: Ballarat, Bendigo, Mildura, Shepparton, Traralgon,
Wangaratta, Warrnambool, Wodonga.

2004 - 2006 RDAY Procedural GP and Specialist Obstetrician Age Statistics (Collated 2006 from
register compiled from all locations. Further attrition can be exrapolated from 04 and 06 figures.) 50% are
now aged over 50

GP proceduralists in Rural Victoria 2006 (Obstetrics, Anaesthesia or dual) by age and sex.
Age 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 Total
M/F 02 5/4 11/3 29/5 40/8 44/4 24/1 11/0 163/27

GP Obstetricians in Rural Victoria 2006 by Age and Sex
Age 25-29  30-34 35-39 40-44 45-49 50-54 55-59 60-64 Total Grand Total
M/F 0/2 3/3 7/3 20/3 36/6 37/3 17/1 11/0 131/21 152

GP Obstetricians in Rural Victoria 2004 and 2006 Compared to show attrition
Age 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 Total
04/06  2/2 8/6 15/10  39/27 42/42  35/40 17/17  9/11 167/155

GP Anaesthetists in Rural Victoria 2006 by Age and Sex
Age 25-29  30-34 35-39 40-44 45-49 50-54 55-59 60-64 Total Grand Total
M/F 0/0 2/0 8/1 16/1 22/4 30/1 12/1 8/0 98/8 106

GP Anaesthetists in Rural Victoria 2004 and 2006 Compared to show attrition
Age 25-29  30-34 35-39 40-44 45-49 50-54 55-59 60-64 Total
04/06  0/0 472 19/9 22/17  25/26  25/31 17/13  6/8 118/106

Specialist Obstetricians in Rural Victoria 2004 and 2006 Compared for age progression
Age 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 Total
04/06 1/1 3/1 5/6 2/3 12/7 3/8 6/7 32/32




