























enrolling in an educational program are less satisfied. Some OTDs on the Scheme are
separated geographically from their spouse.

OTD comments about how their children feel about their present location raised many issues.
For example, lack of interesting things for their children to do in the local community, inability
for the family to be together because the children are many kilometres away attending
university or high school and the high cost of air travel to visit one another.

What are the future career plans of OTDs?

Plans to stay on or leave present location

Table 39 indicates that 52.1% of OTDs plan to stay on at their present location once their five
year contract has been completed, while 34.1% plan to move to another location, and 13.8%
did not know whether they would stay on or not.

Table 39: ‘When you have completed your 5-Year contract, do you plan to stay on at your
present location?’ 2003

Yes No Don’t know Total
Number 72 47 19 138*
Percent 52.1 341 13.8 100.0

*No response 7

Statistical associations (p<0.01) were observed between plans to stay in present location and:

= overall satisfaction with present location;

= overall satisfaction with working conditions; and

= satisfaction with features of their medical education and training program (viz., access,
quality, financial support and time-off allowance).

Reasons for moving to another location

Table B15 lists the reasons given by OTDs for planning to move to another location once they

have completed their 5-year contract. Among the most common reasons were:

o family considerations, including children’s education, spouse’s career needs, desire to be
together as a family;

e isolation and environmental factors (eg social isolation, geographic isolation, and desire for
a warmer climate);

o desire to feel free of restrictions associated with the five year contract and associated
location; and

¢ medical practice issues (eg relationship friction, poor facilities, financial considerations).

State/Territory in which OTDs plan to work when they have completed their five year contract

Table 40 shows that in the future 31.2% of OTDs plan to work in Western Australia, 16.3% in
Victoria, 14.2% in New South Wales, 9.2% in Queensland, 5.7% in South Australia and 3.5%
in Tasmania, while 7.1% were undecided and 11.3% specified some other location. Not
surprisingly, an association was observed between State/Territory of present work and
State/Territory of future work. Table 39 indicates the similarity in State/Territory distribution
between OTD future plans and present work location. Not shown in Table 39 is that 72.9% of
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OTDs indicated that they planned to work in the State/Territory in which they were presently
working. Other locations mainly included a combination of Australian States with New South
Wales a predominating (eg New South Wales and Victoria, New South Wales, Queensland or
Western Australia). A few OTDs specified an overseas location.

Reasons for wanting to work in the specified State/Territory are listed in Table B16 and

include:

o family and/or friends (eg family and friends live in the State);

o familiarity and positive feelings about the State (eg ‘It was the first state to recognise my
qualification and experience and the first state to offer me a job in my career’; “The people
are fantastic, the work is interesting and the facilities are adequate’); and

o lifestyle, including the weather.

Table 40: State/Territory in which OTDs plan to work when they have completed their five year
contract and percentage who presently work in the respective State/Territory, 2003

State/Territory Number of doctors Percent Percent- present work

location
New South Wales 20 14.2 15.2
Victoria 23 16.3 20.7
Queensland 13 9.2 9.6
South Australia 8 5.7 10.3
Western Australia 44 31.2 34.5
Tasmania 5 3.5 55
Northern Territory na 0.7 3.4
Undecided 11 71 -
Other 16 11.3 -
Total 141* 100.0 100.0

*No response 4

Preferred geographic location of future work

Table 41 shows that the largest group of OTDs (viz., 59.9%), would prefer to work in a rural or
remote location when they have completed their five year contract, and of this group 25.9%
would prefer to work in a small rural town. In total, 29.6% of OTDs would prefer to work in a
capital city or other urban centre and among this group, 59.5% would prefer to work in an
‘other urban’ centre.
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Table 41: Geographic location in which OTDs prefer to work when they have completed their five
year contract, 2003

State/Territory Number of doctors Percent
Capital city 12 8.5
Other urban centre 25 17.6
Capital city or other urban centre 5 3.5
Rural or remote regional centre 54 38.0
Small rural town 22 15.5
Rural regional centre or small town 9 6.3
Other 11 7.7
Do not know 4 2.8
Total 142* 100.0

*No response 3

Table B17 lists reasons given by OTDs for wanting to practise medicine in a preferred

geographic location. Not surprisingly, these reasons varied by type of location and included:

Preference for rural or remote location

e medical practice reasons, such as gaining professional satisfaction and enjoyment from
rural practice (eg variety of work, ability to practise a full range of procedural medicine;
ability to manage own patients and provide continuity of care);

Preference for an ‘other urban’ location

e to gain better peer support (eg availability of specialist services) and to not be constantly
on-call;

Preference for a capital city location

o for family reasons (eg proximity to children, so spouse can pursue career aspirations); and

¢ to be near family and/or friends.

Additional comments

In total 70 (48.3%) OTDs provided additional comments at the end of the questionnaire and
these are listed in Table B18, by the State/Territory in which OTDs were presently working.
These additional comments covered many issues about the Scheme, both positive and
negative.

Many OTDs commented on the disadvantages associated with, and perceived unfairness of,
being on a temporary visa. Examples cited included, no Medicare cover, problems gaining a
bank loan or credit, charged international fees for spouse or children’s education, and being
taxed as though they had permanent residence visa status. One OTD expressed it this way:
‘I'm sure you can appreciate that bringing a family here (with young children) without access
to Medicare benefits is a huge disincentive. | was perfectly happy to proceed and take the
FRACGP in the professional setting in order to achieve vocational recognition. This should
not be a prerequisite for attaining permanent residency — as the absence of the latter
penalises the family and dependents of the practitioner’. Another wrote: ‘We really need
better and more active support from the Rural Workforce Agency. Not an isolated visit to
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which | was exposed; where problems were discussed and nothing was done. No feedback
either personally or telephonically. There really is need for support while you are unable to
access the financial benefits of permanent residency (ie financial support, access to
Medicare, financial institutions, housing etc)'.

There was strong support for the 5-Year Scheme vis-a-vis the 10-Year Scheme. For
example, one OTD wrote: ‘I think the 5-Year Scheme is much more likely to attract GPs to
non-metropolitan areas than the 10-Year Scheme. For many doctors coming to Australia |
suspect the attraction is partly the climate/lifestyle/geography of the place. One can see five
years ahead, but ten years is a very long time to see ahead. The challenge is to make the
five years a positive and worthwhile experience; an experience that will sell the non-
metropolitan life to doctors rather than let it be a period in the wilderness so that they can
earn the right to a better existence in the city.’
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APPENDIX A: SURVEY QUESTIONNAIRE

Australian Medical Workforce Advisory Committee

SURVEY OF DOCTORS WORKING IN RURAL AND REMOTE LOCATIONS
UNDER AUSTRALIA’S FIVE YEAR OVERSEAS TRAINED DOCTOR
RECRUITMENT SCHEME

October 2003

This questionnaite is designed for overseas-trained medical practitioners working in rural and remote locations who
were recruited under Australia’s Five-Year Overseas Trained Doctor Recruitment Scheme.

The survey is being administered by the Australian Medical Workforce Advisory Committee (AMWAC) on behalf of
the National Review Steering Committee.

The aims of the survey are to:

= canvass the views of medical practitioners participating in the scheme;

=  improve the operation of the scheme; and

= describe factors influencing the career plans of these medical practitioners on completion of their five-year term
on the scheme.

The information will be useful to rural and remote communities that have experienced difficulties recruiting doctors,
the Australian government, State and Territory governments, Rural Workforce Agencies and to current and future
doctors participating in the scheme.

Participation in the survey is of course voluntary and confidentiality of individual responses is assured. All
information supplied will be held in strictest confidence. The information gained from the survey will be used for
workforce planning and research purposes and may be used to draw comparisons with findings arising from other
similar studies. It will not be used for any commercial purposes.

All completed questionnaires will be received and analysed by the AMWAC Secretariat. Only aggregated data will be
reported and where the number of doctors in any category is less than 3, data will be included in a more general
category. No individual will be identifiable on the basis of reported data from the study. The questionnaires and data
will be stored securely within the office of the Australian Medical Workforce Advisory Committee and de-identified
data will be made available to the Australian, State and Northern Territory Departments of Health. AMWAC is the
national health workforce planning and advisory agency for the Australian Health Ministers’ Advisory Council and is
located at Level 6, 73 Miller Street, North Sydney, New South Wales, 2060. Information about AMWAC is available
at: http://www.healthworkforce.health.nsw.gov.au.

We know your time is valuable and we thank you for taking the time to complete this survey. Would you please
return the completed questionnaire, by the due date, in the attached self-addressed envelope.

If you have any questions about the sutvey please contact the Australian Medical Workforce Advisory Committee —

Attention Dr Mary Harris or Mr Brett Dee; Telephone: (02) 9391 9933; Fax: (02) 9391 9020; Email:
amwac@doh.health.nsw.gov.au
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Please answer all questions.

Please tick the appropriate box or, circle the appropriate number or, where necessary, write clearly.

GENERAL BACKGROUND DATA

1. In which Australian State/Territory are you presently working?

NSW Vic Qid SA WA Tas NT
2. Please specify the main town in which you are presently
working:...........o
3. For how many months or years have you worked in your present position? .......... Months ......... Years

4.  Prior to working in your present location, had you worked in any other locations in Australia?

[ ] Yes. Please specify

[]No

5.  Australian visa status
[ ] Permanent resident of Australia

[ ] Temporary Resident Australian Visa

6. In what year were you born? 19, i,
7. Gender

[ ] Male

[ ] Female

8.  Marital status
[ ] Single
[ ] Mattied/Living with partnet
[ ] Divorced/sepatated/widowed

8.2 If you are married, is your spouse professionally qualified?

[ ] Yes. Please specify

GUALIICATIONS: . ... ... i

[ 1o

9. Dependents
How many children do you have under 16 years of age?

[ ] None
[ ] One to two

[ ] Three or more
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MEDICAL CAREER STATUS AND SUPERVISION

10.

11.

12.

13.

Royal Australian College of General Practice status
[ ] Have already achieved Fellowship status with the RACGP
[ ] Am still working towards Fellowship status with the RACGP

If you are still working towards your Fellowship with the RACGP, do you expect to pass your

Fellowship exams within the set period of time (ie as specified in your contract under Australia’s Five-Year OTD Recruitment
Scheme)

[ ] Yes
[ ] No
[ ] Not applicable

11.2 If ‘No’, please comment on why it is that you do not expect to pass your Fellowship exams with
the RACGP within the set period of time (We are trying o find out whether the set period of time is achievable):

If you are still working towards your Fellowship with the RACGP and do not have full registration
with the Medical Board, what arrangements are there for your supervision? Please specify:

12.2 How satisfied are you with the arrangements for your supervision? (Please circle as appropriate)

Very dissatisfied Dissatisfied Neither satisfied nor Satisfied Very satisfied
dissatisfied
1 2 3 4 5

12.3 If you wish, please comment on how arrangements for your supervision could be improved:

Do you hold any other medical qualifications? (eg Diploma Obstetrics & Gynaecology; Masters degree in Child Health)
[ ] Yes. Please specify

e
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AUSTRALIA’S FIVE-YEAR OTD RECRUITMENT SCHEME

14. How easy or difficult was it to find out about Australia’s Five-Year OTD Recruitment Scheme?

Very difficult Somewhat difficult Fairly easy Very easy

1 2 3 4

15. How did you learn about Australia’s Five-Year OTD Recruitment Scheme? (Please specify):

17.

18.

19.

20.

Was it the existence of the Five-Year OTD Recruitment Scheme that attracted you to Australia?
[ ] Yes

[ ] No
How satisfied were you with the recruitment and appointment process? (Please circle as appropriate)
Very dissatisfied Dissatisfied Neither satisfied nor Satisfied Very satisfied
dissatisfied
1 2 3 4 5

18.2 If you wish, please comment on the most satisfying and dissatisfying aspects of your recruitment
and appointment process:

Did you receive assistance with immigration matters?

[ ]Yes
[ Ino

19.2 If you wish, please comment on any problems you experienced in immigrating to Australia:

Were you given an orientation process for your current position?

[ ]Yes
[ INo

20.2 If ‘Yes’, how satisfied were you with this orientation process (please circle as appropriate):

Very dissatisfied Dissatisfied Neither satisfied nor Satisfied Very
dissatisfied satisfied
1 2 3 4 5
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21.

22.

23.

20.3 If ‘No’, do you think an orientation process would have been useful in helping you to settle in to
your present position?

[ ]Yes
[ ]No

20.4 If you wish, please comment on any problems you experienced in settling in to your present
position:

Please indicate how satisfied or dissatisfied you feel with each of the following features of your present
medical education program (Please circle as appropriate)

Very Dissatisfied Neither Satisfied Very Not
dissatisfied satisfied nor satisfied applicable
dissatisfied
Access to medical education and 1 2 3 4 5 na
training
Quality of medical education and 1 2 3 4 5 na
training
Financial support from employer or 1 2 3 4 5 na
other bodies (eg Medical Board fees, College
exam fees, travel costs)
Time-off allowance for study time 1 2 3 4 5 na
Taking everything into consideration, 1 2 3 4 5 na

how satisfied are you?

21.2 If you wish, please comment on the most satisfying and dissatisfying aspects of your present
medical education program:

During the past month, on average, how many hours have you worked per week?..................
(This includes patient care, hours on-call worked, non-patient care work activities eg administration,
training, research. This does not include personal [unpaid] study time.)

Do you think the hours you work are:

[ Jyust right
[ ]Too many

[ ]Too few
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24. Please indicate how satisfied or dissatisfied you feel with each of the following features of your present

work (Please circle as appropriate)

Very Dissatisfied Neither Satisfied Very Not
dissatisfied satisfied nor satisfied applicable
dissatisfied
Pay and entitlements 1 2 3 4 5 na
Workplace facilities and equipment 1 2 3 4 5 na
Support from general practitioners 1 2 3 4 5 na
Support from other specialist medical 1 2 3 4 5 na
staff
Support from nursing staff 1 2 3 4 5 na
Support from allied health 1 2 3 4 5 na
professionals
Recognition for the work you do 1 2 3 4 5 na
The time you have for family, social 1 2 3 4 5 na
and recreational activities
Taking everything into consideration, 1 2 3 4 5 na

how satisfied are you with your
working conditions

25. Please comment on ways that Australia’s Five-Year OTD Recruitment Scheme could be improved:

LOCATION OF PRESENT WORK

26. How was the location of your present work decided?

[ ] My stated preference
[ ] Specified under the terms of the Five-Year OTD Scheme
[ ] Other. Please
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27. How satisfied are you with features of the location of your present work?

28.

Very Unsatisfied Neither Satisfied ~ Very satisfied Not
unsatisfied satisfied nor applicable
dissatisfied
Acceptance of you and your 0 1 2 3 4 na
family by the community
Access to essential goods and 0 1 2 3 4 na
services
Work opportunities for your 0 1 2 3 4 na
spouse
Educational opportunities for 0 1 2 3 4 na
your spouse
Educational opportunities for 0 1 2 3 4 na
your children
Access to social, cultural and 0 1 2 3 4 na
recreational activities
Opportunity to engage in 0 1 2 3 4 na
spititual/religious activities
The local environment (eg 0 1 2 3 4 na
geography, weather)
Taking everything into 0 1 2 3 4 na

consideration, how satisfied are
you with this location

27.2 If you wish, please comment on how your spouse and/or children feel about the location of your
present work (e are there any special issues you wonld like to bring to our attention?):

Spouse I Children
FUTURE CAREER PLANS
In what year do you expect to complete your Five-Year contract? 20 ..

29. When you have completed your Five-Year contract, do you plan to stay on at your present location?

[ ]Yes
[ ]No

29.2 If ‘No’, please specify your reasons for wanting to move to another location:
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30. When you have completed your Five-Year contract in which State/Tetritory do you plan to work?

NSwW Vic Qid SA WA Tas NT ACT Other*
[ ] [ ] [ ] [ ] [ ] [ ] [ ] [ ]
KIf ‘Other’, please SPECy: «...ovini i

30.2 What are your main reasons for wanting to practise medicine in this State/Territory (Please specify)

31. When you have completed your Five-Year contract where would you prefer to be working?
[ ] Capital city
[ ] Other urban centre (In Australia, ‘Other urban centres’ are defined as Gosford-Wyong, Newcastl,
Wollongong, Queanbeyan, Blue Mountains, Geelong, Gold-Coast-Tweed Heads, and Townsville-Thuringowa)

[ ] Rural or remote regional centre (A rural location is any location outside of a capital city or other major
urban centre)

[ ] Small rural or remote town

[ ] Other. Please

COMMENTS

Please provide any additional information you wish to bring to the attention of the National Review Steering
Committee.

THANK YOU FOR COMPLETING THIS QUESTIONNAIRE. THE INFORMATION
THAT YOU PROVIDE IS CONFIDENTIAL AND WILL USED TO ASSIST IN IMPROVING
AUSTRALIA’S FIVE-YEAR OTD RECRUITMENT SCHEME

Please return in the pre-paid envelope to:
Australian Medical Workforce Advisory Committee
Level 6, 73 Miller Street, North Sydney, NSW 2060
Phone: (02) 9391 9933; Fax: (02) 9391 9020; Email: amwac@doh.health.nsw.gov.au

NB: A summary of the results of this survey will be mailed to participating doctors
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APPENDIX B: ADDITIONAL TABLES

Table B1: Professional qualifications held by the spouses of doctors participating in Australia’s
5-Year Overseas Trained Doctor Recruitment Scheme, 2003
Accountant (5)*

Agronomist, PGD in Genetics & Breeding

Architect

Aviation Medical Examiner

Bachelor of Arts (2)*

Bachelor of Arts and Montessori Teaching (preschool) Diploma
Bachelor of Arts Hons. plus Teaching Diploma

Bachelor of Commerce

Bachelor of Economics (3)*

Bachelor of Education (Teacher)

Bachelor of Science (2)*

Bachelor of Science (Computer Science and Mathematics)
Bachelor of Social Science

Classical Indian Ballet Dance

Dentist (2)*

Education

Electronic Engineer

Fashion Designer

Fine Arts/English Teaching Dip. in Remedial Education
Geologist

Health Services Manager

Information Technology

Jeweller and Industrial Design Degree

Journalist - Presently end of Nursing Studies

Laboratory Assistant

LLB

Master of Politics

Masters in English Literature

Masters of Education/Teaching Certificate

Master of Business Administartion

Medical doctor (16)*

MBBS, MD (Paediatrics)

MBChB

MBCLB DA FACRRM FRACGP

Mining Engineer

Minister of Religion; Registered Nurse (Master of Theology degree)
MsC (Music); BA; Now doing professional counselling courses
Nursery School Teacher

Occupational Therapist (3)*

Pharmacist (2)*

PhD in Physiology/pharmacology; practice manager
Physiotherapy (2)*

Pursuing Masters Degree in Information Technology

RCN UK; Dip. Occupational Health; Degree in Health Visiting
Registered Nurse (11)* (Some with additional qualifications/degrees — eg midwifery, public health)
Registered Nurse SM, BNSci, MA

Teacher (9)*

*The number in brackets indicates the number of similar responses.
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Table B2: Additional medical qualifications held by OTDs participating in Australia’s 5-Year
Overseas Doctor Recruitment Scheme, 2003

Anaesthetist

ELS (Emergency Life Support) and ALSO (Advanced Life Saving in Obstetrics)
ATLS

Completed Diplomas ATCS ACLS

DA

DCH (London) DRCOG (London) JCTGP (London)

DCH, DRCOG, MRCGP, BSc (Med. Sci)

DCH, DTMH (UK)

DFFP MRCGP

DGO (1974); DCH (1998); MsC (1997); DPH (1984)

Dip. Obstetrics; Dip. Anaesthesia; Dip. Primary Emergency Care (All College of Medicine of RSA)
Diploma of Anaesthesia (2)*

Diploma of Anaesthetics, Membership South African College of GPs

Diploma in Child Health

Diploma of Emergency Medicine (NZ); Masters in General Surgery

Diploma of Family Medicine

Dip. Family Medicine, Dip. Public Health

Dip. Family Planning

Dip. Occupational Medicine. DAME.

Dip. Ophthalmology

Dip. Obstetrics and Gynaecology; Dip. Family Planning; MRCGP UK

Dip. Obstetrics (RSA) DA (RSA)

Dip. Obstetrics/Family Planning

Dip. Obstetrics and Gynaecology

Dip. Obstetrics; Dip. Anaesthetics; Dip. Child Health

Dip. Occupational Health

Dip. Occupational Medicine

Dip. Primary Emergency Medicine

Dip. Public Health, Dip. Tropical Medicine and Health; Currently enrolled for Dip. Child Health
Dip. RACOG, DCH, DFFP, MRCGP, DTM & H

Dip. Tropical Medicine

Diving Medical Officer; Registered for MBS Mental Health 3 step places; UK Qualifications JCPTGP and
RCGP = acceptance as FRACGP

DRANZCOG (2)*

DRCOG (2)*

DRCOG (Dip. Obstetrics and Gynaecology - UK) Member RCGP (= FRACGP) DFFD (Dip. Family
Planning and Reproductive Health Care - UK). Currently studying Dip. Aviation Medicine. (2003-05) +
EMST/ATCS/ALS etc

DRCOG (London) DCH (Dublin) DGM (Scotland)

DRCOG (UK) DOCC Med. (UK)

DRCOG (UK) DPD (UK) MRCGP (UK)

DRCOG MRCGP

DRCOG, DCH, Anaesthetics Dip.

DRCOG, DCH, DFFP

DTMH, MMed, Certificate of Mental Health, BSc

DTNH; FACRRM

Emergency Medicine

Enhanced skills Obs/Gyne/Gen. Surgery (Canada)

FACRRM (4)*

FACRRM, Dip. Anaesthetics

FCPS (Pak) MRCP (UK)

Fellow of Canadian College of Family Physicians; Aviation Medical Examiner
FMCGP (Nig) FWACP (W/Afr) FACRRM
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FRCGP, MRCP (UK), Mast Med. Ed.

FRCS

Graduate Diploma in Sexual Health Medicine
JCPTGP (UK) Family Planning Cert.

JPTGHP UK 1991; FCC Family Planning UK 1991)
MAFP (Malaysia) FACRRM

Master of Family Medicine (7)*

Master of Family Medicine, South Africa. Diploma in Emergency Medicine, South Africa

Master of Family Medicine, Dip. Industrial HCF
Master of Public Health

Master of Medicine in Surgery

MB, BS, FWACP, M.Comm.H

MCPS (Member of College of Physicians & Surgeons, Pakistan in the subject of Family Medicine

MD (General Medicine)

MD, Diploma Cardiology

Membership of the College of GPs of South Africa
Mental Health

MMED (Family Medicine) DTMSH

MOHS- Postgraduate Diploma RRM

MRCGP (UK) DRCOG (UK) DFFP (UK) MD (Germany)
MRCGP DRCOG AMC

MRCGP; DRCOG; DFFP (all UK)

MRCP (UK)

Postgraduate Diploma Child Health

Postgraduate Diploma in Family Medicine
Postgraduate Diploma in Family Medicine FRACGP
Postgraduate Diploma in Geriatric Medicine (ECU)
Postgraduate Diploma Rural General Practice
Specialist in General Surgery

*The number in brackets indicates the number of similar responses.
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Table B3: OTD comments: why it is that OTDs do not expect to pass the RACGP Fellowship
exam within the set timeframe, 2003

Difficulty of work and study at same time. Problems of isolation with no colleagues around to
discuss.

Hope to be able to but uncertain | will find time to do required study due to work and family
commitments.

I'll pass but timeframe of 2 years is too short and gives pressure to study for exam. We are also
short staffed and work hard. Little if any support for exam preparation.

I've attempted the exam and didn't pass because I'm doing full-time hospital work with no GP
experience. There must be another method to assess OTDs on full-time hospital jobs in remote
Australia.

Insufficient time. | need 1 year of GP time in Australia before | can attempt the exams. Visa will
expire.

Lack of educational opportunity to pass the exam.

No time to attend course in Sydney. | would need to take a structured course in order to pass
FRACGP in a city setting.

Pressure of working in a solo practice town. Lack of peer group support and relief for study.

The Division of General Practice provides helpful teleconferences; not all Divisions do. Most
doctors that I've discussed this with find the multiple choice questions very equivocal in current set
up.

Time constraints; personal study group lacking.

Very hard, no locum. Long working hours -7am to 10pm and on-call all night, etc.

Visa valid till March 2005. 1st attempt at Fellowship only in September 2004. 2nd attempt - visa
would have expired (if necessary).

Wife obtained FRACGP with six months study and working part-time. | work 60-70 hours per week
doing obstetrics (60 deliveries per year and caesars -next year only two GPs doing C/sections) and
anaesthetics (440 p/a epi svc.). Study time?

According to the Medical Board | am supposed to achieve Fellowship status by September 2004
but the College won'’t allow me to sit the exam until October 2004.

Because I've attempted the exams but was not successful.
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Table B4: Supervision arrangements for OTDs who are still working towards achieving
Fellowship of the RACGP, 2003

Two hours (one on one) of teaching each Monday; 3 hours of case review on Friday; attending
conferences, meetings.

Six monthly progress report from the supervisor.

At present my employer requested to the Medical Board to continue working under conditional
registration.

Colleague - Senior GP - supervises me on site.

Currently no arrangement. RACGP is only interested in its registrars. Should organisations like
Rural and Remote Workforce Agencies be interested in OTD GPs?

Dr XXX is my supervisor.

For the past 4 years | have always been on my own. No supervision in very demanding towns.

| have already appeared in the exam this year. Results yet to be published.

I'm involved in many different educational courses and with a tutor from the Division of General
Practice.

I'm with GPEA.

I am working full time as a district medical officer in a regional hospital.

| have a Masters in Family Medicine and do not need any supervision.

I have a mentor who visits once a month and | sit in on consultations at his practice on a regular
basis.

I have obtained my Fellowship but received no assistance at all in preparing for it. This has also
been commented on by other OTDs.

In 10 doctor practices, little direct supervision and | do procedures that supervisors do not do.
Having trained in South Africa and been qualified for 30 years, | don't require it.

It was recommended that | work under supervision for 3 months only due to my GP experience.
Mentorship by another GP at the surgery.

Minimal locums come and go and help with supervision.

Need supervision.

Nil - Not required.

Nil that | am aware of.

No formal supervision was needed — this was stipulated by the Medical Board or RWAV.

On paper | have two supervisors but I'm not sure how they are supposed to supervise me.

Passed RACGP earlier in the year but qualify for Fellowship in December 2003. Colleagues in the
practice have been very supportive.

Practice principal.

Restricted registration. | don't need supervision. Have a Masters in Family Medicine.

Selected doctors have been assigned to me.

Supervised by the doctors who have been Fellows of RACGP for many years.

Supervision - local GP.

Supervision under same roof by VR GP; Supervision by Fellow of RACGP.

Supervisors within the practice for whom | am working.

Support from WACRRM.

Through GP.

Under supervision of local GP.

Under supervision of WACRRM.

WACRRM.

Work in practice with 3 partners who supervise me.

Working under supervision from another GP.

51 AMWAC 2004.1



Table B5: Reasons for applying for Australia’s 5-Year OTD Scheme, 2003

Five years to obtain an unrestricted provider number instead of ten year. (23)*

Permanent residency. (8)*

Two year timeframe in which to achieve FRACGP. Flexibility of gaining provider number after five
years.

A desire for permanent resident/citizenship status.

Able to practice as a GP in Australia; able to have previous working experience recognised; able
to sit for College examination straight away.

Accessible work opportunity. Support.

Achieve/maintain VR status.

Advised by the NTRHAWA to slot in permanent residence - increase the scope of professional
options.

Apply for different provider number.

Appropriateness.

As an avenue to immigration.

Felt conditions in South Africa became too dangerous for my family.

Because the rules regarding GPs are restrictive.

Beneficial.

Better income prospects.

Came on a two years only work permit, which changed to a 5-Year OTD Scheme thereafter.
Decided would like to live in Australia as liked the country when here on holiday. Found out about
the Scheme and felt it would be good. Didn't particularly want to live in a metropolitan area.
Dissatisfied with medical system in country of origin.

Employment.

Encouraged by friends.

Fed up with UK General Practice.

For ease of sponsorship/residency and to continue working in Australia - rural and remote with
option at later stage to go to city.

Forced to get an unlimited Provider Number.

Fulfilment of Government requirement.

Gain entry to Australia.

Gain permanent residence.

Get control of my professional life as soon as possible.

Good idea.

Great opportunity to work in Australia; good move for the children; quality of life issues.

For personal reasons considered Australia as an option and the Scheme just made it possible.

| have a daughter in university.

| intend staying for a long time.

| like to work in a rural area.

| love to work in the country.

| want to be a free doctor and choose where | want to work.

| want to become a GP and complete fellowship.

| want to live in Australia permanently.

| wanted to work in rural Victoria as a GP.

| was already working at this hospital but only on conditional registration. In order to keep working
| needed full registration.

| was already working in rural Australia

| was invited to apply and as | enjoyed the work | was doing.

For stability in my profession and continued stay in Australia.

| was wishing to complete my Fellowship in general practice.

Idea to be in a rural area.

In order to continue to live and work in Australia.

Intention to live and work permanently in Australia.

Interested in rural general practice.

Interested in rural practice.
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It was a part of the conditions attached to the area of need job that | now hold.

It was the only avenue open to me at my age. | was not prepared to start from scratch again.
Lifestyle change.

Looking for career change.

Looking towards permanent residency at a later stage if satisfied.

Making a permanent move to Australia.

My spouse is an Australian.

Needed to leave our country.

New experience in general practice.

No objection to working in a rural area as | felt | had sufficient general practice and practical
experience. | enjoy non-urban environments. It is safer to work in country Australia than rural
South Africa.

No other avenue available as far as | know to become a permanent resident. | had to leave
Zimbabwe because of the political situation. Australia most attractive country to live in and very
similar.

No reason. Why not make it a condition for Australian graduates?

Obtaining permanent resident status and settling in Australia.

Obtaining permanent resident status/citizenship; Offered yearly rural retention payments of
$15000 - $25000 per year. Nil paid thus far.

Obtaining unrestricted Provider Number.

Offered opportunities that were unavailable/deteriorating in South Africa.

Only apparent avenue available to work as GP in Australia in spite of AMC exam, JCTGP
certificate and Australian citizenship and UK qualifications.

Only way into Australia.

Opportunity to have an unrestricted Provider Number sooner (only reason).

Options open.

OTD doctor, needs a job.

Plan to be in Australia long term. Support is built into the Scheme. Recognition given working
towards a five year goal.

Secure future with a planned goal.

Security.

Settlement/permanent residency; Provider Number; work outside hospital.

Shortening the period to move to metropolitan area.

So | didn't have to keep applying for a new Provider Number every 6 months and to limit 'contract'
time to five years not ten years.

So that if | decided against staying rural long term, | had a 'way out' after a 'reasonable' time.

So that in future | can work as a medical doctor anywhere in Australia.

The financial incentive and ability to gain an unrestricted provider number.

This scheme was the only pathway to any form of permanency for an OTD who wanted to stay in
Australia.

To be able to obtain an unconditional provider number.

To be permitted to enrol for the FRACGP and obtain permanent residence/citizenship status.

To be registered with the Medical Board and work in Australia permanently and be a permanent
resident.

To enable ease in extending my stay here and to enjoy any benefits that go with the Scheme.

To experience medical practice in First World; better education for my children; to acquire good
medical practice and utilise it on returning back home.

To gain full registration.

To get full registration.

To get settled.

To get unlimited provider number soon. Rural lifestyle.

To have full provider number.

To have more flexibility in the future of where to work and live.

To help my country to fulfil gap - shortage of doctors in rural area.

To obtain FRACGP and VR; To relocate in Australia for five years while doing the program.

To obtain permanent residency/Australian citizenship, unrestricted provider number.
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To obtain unrestricted provider number access in shortest possible time and availability of
attractive positions.

To overcome the future uncertainty of temporary residence status and peace of mind.

To practice medicine freely in Australia.

To remain in Australia.

To settle in a better country; for the future of self and children.

To settle in Australia as a permanent VR GP as soon as possible.

To short-circuit the moratorium period.

To shorten my career pathway.

To stop feeling a sub-class doctor despite being at the same level of any Australian doctor.

To work and live in Australia.

To work as a GP.

Unrestricted practice in Australia.

Wanted to work, as GP in Australia, did not want to be hospital based. Wanting full registration
with Medical Board (unconditional).

Wanting to be a VR Australian doctor but not prepared to undergo ten year moratorium or AMC
pathway.

Was told | needed to, to gain provider number.

Way of getting to work in Australia. Have always loved remote medicine.

We would like to stay in Australia.

Wish to have freedom in 5 years of working anywhere in Australia.

Wish to immigrate to Australia as a lifestyle choice.

Wished to continue to work in Australia.

Wished to immigrate to Australia.

Work — residency.

Working in area of need with possibility of permanent residency and eventually working in
Australia without restriction.

*The number in brackets indicates the number of similar responses
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Table B6: ‘How did you learn about Australia’s 5-Year OTD Recruitment Scheme? 2003

Rural Workforce Agencies and Divisions of General Practice

From the Central Highlands Division

From my previous employer and Rural Division of General Practice

From Rural Doctors Network (2)*

From Rural Doctors Workforce Agency and from RACGP website

From Rural Workforce Support website (2)*

From Western Victorian Division of General Practice

| found out about it after my job was approved via rural doctors workforce agency
| heard about the Western Australian Scheme then explored the Queensland options once I'd
seen a suitable job — discovered QRMSA

Information provided by QRMSA (2)*

Informed by the Rural Doctors Workforce on recruitment

Internet — RWAV website

Internet survey- information forwarded by West Victorian Division of General Practice. Excellent
assistance with completion of paperwork.

Rural and Remote Workforce Agency NT (2)*

Rural Doctors Workforce agency (4)*

RWAV

Via WACRRM and AMA (WA) (2)*

WACRRM (7)*

Local workforce agency

NSW Rural Doctors Network — internet and booklet (7)*

The Mid North Division of General Practice

Was contacted by Division of General Practice

Through RDWA (Rural Doctors Workforce)

Through RWAYV - but after three years of enquiry and effort

Through workforce agency in South Australia

Recruitment agency

Via RDN website/RDN offices

Was contacted by the Scheme and asked to consider applying

Was informed by Division of General Practice after securing my current position

Friends/work colleagues/employing organisation

Friends who have been on the OTD Scheme in Australia (3)*

From a colleague/s (11)*

From a friend/s (9)*

Came to visit friends in WA and went to see the AMA who told me about it
Colleagues who had done locums in Australia; website of Rural Doctors’ Network
From family living in Perth as we were working in South Africa

Discussion with other OTDs; contacted WACRRM telephonically

From another OTD already in Australia; Website

From our family in Australia

Informed by employer and friends

Via my brother who emigrated five years earlier.

Through Australian doctor friends. They were in rural practice and desperate for
locums/assistance to relieve their workload

Through employing agency (3)*

Advertisements/journal articles/internet

From South African Medical Journal advertisement and from internet web sites (4)*

It was advertised in South African Medical Journal; One of my friends is already in that program
Advert in British Medical Journal

Internet; British Medical Journal

British Medical Journal advertisement then followed up by research on web and talking to NSW
Rural Doctors Network
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Advertisement in New Zealand Medical Newspaper (2)*

From a Mediventure article whilst working in Canada

From doctors advertising for someone to join their practice

Initially became aware of need for rural doctors through TV advertisement in Australia when here
on holiday visiting family. On return home (to Scotland) followed up by internet - RWAYV site.
Australian newspaper (3)*

Australian Medical Association

Informed by the Australian Medical Association about the existence of the scheme (3)*
Recruited by AMA
Through AMA and other locum doctors

Medical Board

Only on arriving in Australia and talking to the Medical Board.

Through information from the Medical Board on a social visit to Australia years ago.

| was lucky to inquire about getting a job in Queensland at right time. | got information from the
Medical Board of Queensland.

Other sources

| have learned the medical system.

| learnt about it here in Australia.

| was already working in Australia before | was aware of this scheme.

| was already working in Australia when the scheme was conceived.

| was in Australia as a locum then the scheme started and in the first group of doctors in WA to be
in the scheme.

| was one of the instigators — the Scheme was not in place when | arrived in Australia. Through
community pressures the Scheme actually came to be.

| was part of the first cohort to push for the Schemes establishment and participation.

I was working in Australia when the first group of OTDs was recruited and | was from the first
doctors selected.

| only discovered the Scheme after more than 1 year of working in Australia so | lost 15 months,
which could have been counted.

In South Australia after finishing AMC when it started in Queensland. Decided Victoria was closer
and understood that the legislation was to be signed in 6 months. Moved to Victoria expecting to
be part of the program 6 months later and it didn't happen.

On arrival in Australia | was probably told about it, but significance/relevance escaped my
attention because of all the other paperwork.

On entry to WA the Scheme had just been announced.

Was about to leave the country in July 1999 when | heard of the Scheme in WA. Had to agitate for
Queensland to implement it.

Was already in Australia in an 'area of need'.

*The number in brackets indicates the number of similar responses.
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Table B7: OTD comments: the most satisfying and dissatisfying aspects of their recruitment and
appointment process, 2003

Just after arriving in Australia (then still temporary resident) none of the temporary resident
disadvantages were mentioned (ie no Medicare entitlement, double the average hire purchase
premiums for vehicle insurances etc.) until receiving permanent residency status everything was
much more expensive although | was expected to pay full income tax. Help received from the AMA
(WA) was very good.

After recruitment, lack availability of CME leave to continue education. Too far away from major
town.

After selection process, difficult to find a position due to various reasons (eg cultural, religious,
ethnic/race differences).

All factors were considered - group practice (would have been difficult in solo practice), schools for
children, and employment for my husband.

All the steps involved in selection process.

Am UK trained GP with MRCGP. Many of the procedures were/are not relevant/useful to my
situation.

Available and ongoing support. Organised QA and CPD.

Clear guidelines from AMA and WACCRM. Dissatisfied with support to achieve permanent
residency of Australia.

Created a pathway to a future in Australia.

Dissatisfied due to no specific information existed re specific make-up of each location (eg
population index/mix, schools, support available).

Dissatisfied that it took five months to get a contact from QRMSA.

Enforced to my position, although | like it now. You could apply the same recruitment to Australian
graduates to attract them to rural areas.

Everyone was honest, down the line. Immigration process time consuming.

Excellent support by RWAV and local GP Division.

Fairly easy and with a lot of support from WACCRM and AMA.

Feel strongly that qualifications and experience make me a competent GP, having to write the
RACGP Fellowship is an insult. I'm in a solo practice with no supervision so must be deemed good
enough for citizens of local town.

Friendliness, efficacy.

From the moment | first had interest in coming to Australia it took only 4 months to actually arrive
here which | consider a short time in our bureaucratic world.

Got practice that met my 'pre-requirements' and visited practice before taking job but long interval
between recruitment and commencement.

| by-passed the Rural Doctors Network as it was slow and bureaucratic and waste of time.

| came through an excellent agency but the Australian visa was slow in being processed.

I got my permanent resident visa within 3 months of lodgement.

| had the position prior to entering the Scheme (as an area of need).

| only got most of the information after | had already started working for the AMA but with their help
| eventually received most of the information.

| was already in my job here and they kindly let me do the interview by phone.

| was fortunate to work at a practice with a colleague who was also overseas trained. He had
experienced what | initially encountered. We complemented each other.

| was misled as to when the 5-year period would begin - in my case 18 months after | had started
work. Misleading information concerning practice expenses, hours of work, etc.

| wasn't recruited. | applied on my own.

In WA: WACRRM and AMA (WA) locum service = Mediventure.com.au - well streamlined process.
Initial inquiries to Department of Health and Ageing and to RWAV were very unhelpful and off-
putting. Required persistence and assertiveness to finally access someone informative and helpful.
Irregularities on the allocation of primary assignment left to private agency to decide.

It was handled directly by employer and only later did AMA and WACRRM become involved.

Lack of coordination between various government agencies DIMIA, HIC, Medical Board.

Local Health Board changed arrangements after arrival. 5-year Scheme was introduced six months
after we arrived yet with latest Provider Number renewal again given a new 5-years, ie total of
8.5yrs.
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Met a RWA doctor on a visit to Australia and expressed a wish to migrate. Met the same doctor 1
year later who thought | may be able to come and work here and arranged my visa etc.

Most frustrating aspect was waiting for my temporary resident visa.

Most satisfying is to work in the countryside; most dissatisfying is not to have support to pass my
fellowship exam and | don't have time to study.

Most support from West Victorian Division of General Practice. RWAV assisted in initial
assessment and practice integration, little support in further attempts to pass exam. RWAV not
based rurally, better if there were two large rural centres (ie not in Melbourne).

No dissatisfaction except the visa took a long time.

Offered Permanent Resident visa by the Base Hospital for working two years (later three years) in
rural and remote settings. After 3 years this was nullified and | had to start all over again on the 5-
year Scheme (eight years total).

On arrival in Western Australia | was keen to begin work. The interview in October 1999 was no
problem but my application was slow to reach the Medical Board, hence, unable to work until May
2000.

Personal contact factor; prompt and appropriate paperwork.

Provided with a lot of detailed information - very confusing. Having to deal with 4 government
departments; HIC/DIMIA/QH/Medical Boards

RDN officers were very helpful. The number of 'hurdles' put in the way by registration authority was
very deterring. One needed real determination to get through them all.

Recruited to Victoria. Due to personal reasons | didn't find a general practice post where | wanted to
live. Took a post in the Northern Territory and they mentioned time would count from when | started
working but it didn't happen.

Recruitment and interview were thorough and well organised. Poor follow up; lost recordsf/files/lack
of formal documentation. I'm still uneasy and not in full trust of the system (ie provider number etc.)
Recruitment process (largely by practice) was good, with very helpful practice manager/support
staff.

Rural Doctors Workforce Agency in South Australia has been excellent.

Satisfied-all that was done for me; told what to send. Dissatisfied-time/cost.

Satisfied-there were underserviced areas financially viable/lucrative. Dissatisfied-different agencies
involved (ie RDN, local Division of General Practice, Immigration Department); no clear idea of
prerequisites/documentation is needed.

Satisfying-could virtually all be done via email.

Satisfying-l got recognised by the employer and Medical Board; Dissatisfying-it took 2.5 years to
get my first job in Australia.

Scheme is very unstable, continuously changing and extremely unclear. One could develop a
serious depressive-anxiety disorder.

Supervising general practitioner - helpful and keen; Process/procedure starts by assuming one is of
lesser worth not being of Australian graduation. Excellence and incompetence can be found
universally.

The AMA (WA) and WACRRM were very helpful.

The Department of Immigration visa processing is sometimes dissatisfying; RWAV procedure very
satisfying.

The ease of application and fantastic support received.

The hospital work in Queensland was constantly on-call, poor pay.

The NSW Rural Doctors Network were very helpful.

The only thing | don't like is the need for repeated applications for extension of our stay here.

The period between the Scheme's inception and its implementation was harrowing.

The rapidity and ease of induction into the Scheme.

The RDWA took all necessary steps in helping me with permanent move and red tape.

The recruitment person's work was excellent but the local hospital through which everything was
negotiated didn't keep to what they promised.

There is no financial incentive to settle in rural area. There should be a lump-sum pay out to doctors
who are on the Scheme, like in other provinces. No settlement allowance was also given.

Time not backdated to when | started in this post.

Time to be approved for Scheme position. Already working here for 6 months then advised the
Scheme place I'd anticipated in rural Victoria didn't exist. Able to rectify by direct contact with DHS.
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Took us one year to go through immigration process etc. Excellent support by Rural Workforce
Support Tasmania.

Uncertainty, insecure future, lack of peace of mind, dissatisfaction with renewing yearly visa.
Satisfaction mainly with community behaviour and colleague's cooperation.

Unhappy with the way | was treated by the Medical Service, the post at the AMS had no contract for
11.5 months and | was told if the business was not running after 2 weeks I'd have to find another
job.

Very bureaucratic - lots of repetitious paperwork. While on temporary visa - visa re-application a
nightmare. Lining up all the paperwork took 5 months.

Very chaotic in the beginning of the program.

Very complicated! A lot of red tape and difficulty getting answers and assurances.

Very satisfied with AMA help. Very disappointed with remuneration rates suggested by AMA - at
least 50% less than it should be.

WACRRM was most helpful in my case and helped a lot through supervision and location of post.
Waited more than 6 months for interview. Interview was straight forward.

Working in XXXX. Application processed quickly plus interview arranged without problems. No
funding for travel for interview.

Work prior to the interview process in rural Australia is not counted in the 5-years, which is unfair-
advantage taking.
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Table B8: OTD comments: problems experienced in immigrating to Australia, 2003

| already had Temporary Resident Visa due to employment by Queensland Health. Assistance to
get visa extended not required.

Since first application in September 2000 - about one year for assessments of my documents, my
skills and all... about 54 documents and about 100 pages of applications etc. | was enrolled in the
Scheme in May 2001. My previous contract expired in July 2001. With a lot of resubmitting of
documents my visa was ready and | arrived in Australia in August 2001.

Am on a working visa. | have not gone down the Immigration route yet.

| now have permanent residency. | work hard. My skills fill a real need in the rural town. | have no
problem with the immigration. Rather, | feel after five years, | should get full Medical Board
Registration. Just to travel to nearby towns with the local surgeon as the anaesthetist requires an
extension of my registration with the Medical Board for that day only as | am only registered to
work in one town.

Australian Embassy problems. RSA/obtaining an abridged birth certificate; Clearances RSA
side/transport on reaching Australia: Age; Long Question/Time factor.

Bureaucratic nightmare, little assistance, left to own devices, numerous problems coordinating
Provider Number renewal, Medical Board Registration and residency status.

Came before onset of 5-Year Scheme, therefore not applicable.

Current difficulties gaining permanent residency - RWA little help to date — practically.

Department of Immigration bureaucracy.

Difficult and drawn out.

Difficulty in getting a permanent visa for my de-facto spouse.

Difficulty in obtaining good information.

Dr XXX was the driving force within the RWA. After he left, everything happened much slower.
Fortunately everything went very smoothly for us as family.

Had to obtain Fellowship status/pass RACGP exam before being able to apply for Permanent
Resident status

| do not understand how | can be judged eligible to work (essentially unsupervised) in rural
Australia, yet not be able to get permanent resident visa apart from the exam route.

| got caught up in a Catch-22 fiasco when they threatened to deport me just before doing the
clinical part of the AMC exam.

| have a temporary residence permit so | have not immigrated to Australia.

| have been told that permanent residence will only be granted after obtaining the RACGP
Fellowship.

I have spoken with the Minister of Health’s office about this issue.

| was already in Australia when | joined the Scheme.

| was initially informed that there would be financial support for relocation from overseas — this was
stopped before | arrived.

| wasn't assisted to the extent | was made to believe during the interview and recruitment process.
| wonder whether different States have different rules. In Victoria | had to pay extra $2,500 for my
wife’s English proficiency assessment which in Queensland my friends did not have to.
Immigration Department is difficult. They do not seem to be facilitating but putting up a barrier for
outsiders.

Immigration refused my family visa for one whole year - very unsupportive stand and too
frustrating.

Immigration was the single most difficult issue both in initial immigration and having to be here on
a temporary resident basis until achievement of FRACGP.

It is apparent that the Immigration Department and the Medical Council of Tasmania are not
interested in recruitment of doctors and do nothing to make it easier.

Large amount of bureaucratic paperwork. Accreditation to do procedural work is subjective.

Lots of paperwork.

Lots of red tape.

Luckily I had a very supportive officer in the immigration office.

Minor delay in Medical Board submission (missed deadlines). This made things hard. | had to
organise all arrangements after this as the recruitment officer left, no replacement till | arrived in
Australia (a four month gap at a crucial time).

My male partner is still in limbo on a 'co-dependency' visa.
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No communication from Melbourne immigration. Poor advice from the people arranging it in
Australia. No time frames given. Stressful.

Not from QRMSA/5-Year Scheme. Tried but didn't get much useful information. RFDS gave most
assistance and | applied through 'Regional Sponsored Migration Scheme'. Got residency but
unknown if by official route.

Not informed about police clearance certificate and it took many weeks to obtain from South Africa
where | resided. Came with emergency temporary resident visa because of this.

Red tape, incompetence, slow process.

RWA have been excellent.

We applied under my husband's name for skilled immigration, got temporary visas and started
working in Western Australia. DIMIA lost our application (and a few months ago 'found' it again).
Then said Permanent Residence can only be granted if we are offshore. Had to leave the country
but had to cancel this application because we could not afford going offshore for an unknown
period of time as | am in solo practice and the kids are at school. Reapplied through the AMA after
my RACGP exams. Did not hear anything from them - discovered DIMA 'lost' our application
again. Had more medicals done because of long periods of time, which was wasted (own
expense); lodged application and are still waiting. Already in the country for 21 months. Husband
cannot get a job because of visas for 21 months.

Some assistance. Logistical nightmare plus visa needed renewal after 1 yr with repeat medical
exams for family with renewals every 2 years. Should be easier to renew visas.

The Australian High Commission in South Africa made life difficult despite approval being sent
over from Perth.

The only major problem was in immigration of my one and only son who was then studying in
Australia and they refused to permit him to come on my immigration visa as family.

The local Shire helped a lot.

Time for processing documents; Inflexibility of government officers; Number of different answers to
same questions; bureaucracy; lack of sympathy etc.

Time to get visa to enter Australia. Partner arrived three months before me.

Too frequent renewal yearly involving cumbersome medical tests for the whole family. Not ideal
and time wasting.

Trying to apply for permanent residency has been frustratingly slow.

Uncertainty as to 'how long' the process is going to take.

Very complicated and thorough. Department of Immigration is slow processing applications even
after passing FRACGP and working over five years in an area of need.

Very difficult to get visa, a lot of paperwork even with continuing visas.

Visas only valid one year. Need of 500km trip to Melbourne for interviews and certification,
difficult. Some administration procedures seem circuitous.

Workforce staff not completely clear with embassy requirements. Poor communication from
Embassy; Shifting goal posts.

Would have appreciated more assistance and advice.
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Table B9: OTD comments: problems experienced in settling in to their present position, 2003

e Accommodation problems.

e Adapting to cultural difference in general practice - variation from countries to countries.

e All new systems/post of SMO with no information re medical matters/no computers/no telephone
contacts/bad transport and housing.

e As alocum with no Australian base/home more difficult to settle in; life possessions packed into a
car.

e Assistance with all the applications maybe? So many forms and deadlines (Provider Number
application etc.)

e Cultural difference.

e Culture Shock. Non-medical experiences.

o Definitely, but it (orientation process) needs to be done immediately after appointment - before
starting practicing.

e Getting to grips with Medicare and authority prescribing.

¢ High workload; long hours; no family life.

e I'd have preferred someone from the practice spend one full day for orientation for explaining the
referral structure, resources and the new computer software.

e | amin solo private practice. It would be nice if more practice management information were given.

e | don't have and there was no problem with my medical skills but there are many small differences
in every medical system. Unfortunately, there is nowhere to find all the answers in one place.

e | had already worked in the location as a reliever.

e | love the work I'm doing for almost 7 years and would love to continue. | just needed full
registration to continue.

¢ | was helped by the other partners in the practice.

e | was helped greatly by the practice I'm with.

e | wasn't assisted with relocation allowance; reason given (I am not a permanent Australian
resident or citizen).

e Inadequate housing; non-existent private accommodation.

e It was a culture shock. Everything was explained very quickly and minimal information. Nursing
staff and receptionists were wonderful - helped me a lot.

e Lack of feedback from Queensland Health. All information provided in written form picked up role

of Medical Superintendent - trial and error; no face-to-face orientation.

Lack of knowledge of billing codes for practice and hospital led to under-billing, and hence pay.

Lack of local knowledge; services provided.

Lack of support in relocation from overseas.

Lack of understanding of the town/community and started work on the next day after arrival.

Learning the ropes in a new health system is hard. It could be helpful to sit in with doctors for a

day or two and visit local major hospitals.

e Length of time between finding the job and Registration procedures to be completed and the
Provider Number to be issued.

e Local situation and area health service application no problem.

¢ Main problems of personal nature with currently serving practitioner. Community keen to have 2nd
practitioner to improve service but he did not think so.

e Matters have changed. If it were not for a fantastic community, | would have left.

e Medicare and PBS are complicated; unreal expectation that GPs will train for weeks on end.

e Medicare system/billing/hospital billing systems.

e Meeting expectations and obligations; local GP network (not made aware of); appropriate local
hospital orientation.

e More training with billing codes, MD use and information on access to allied health services
available in Australia.

¢ Nil - had other GPs in similar position who assisted me.

¢ No formal orientation; one morning far from enough.

e No orientation to town facilities available. Information re position filled in Queensland Health
Workforce vague and trial/error method for first six months to find what is allowed, what is
tolerated.
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No problems but a practical introduction to Medicare, especially the MBS/PBS
Tax/Workcover/DVA/Centrelink would have been very helpful.

No problems. The community have been very friendly.

Orientation and support from RFDS was very good. There was a transition from QRMSA to
Queensland Health so may explain why they were not involved.

Orientation geared towards community work whereas | was recruited for hospital position.
Orientation helped a lot. Problems experienced and very important was with inadequate housing
and education (high school).

Orientation not the best. Only a week to familiarise with everything before being thrown into work.
Everyone helpful, but pressure!

Orientation was not adequate and proper.

OTDs are brought in to run solo general practice businesses with minimal assistance. Negativity
and bullying by some regional Australian GPs doesn't help.

Partner only partially aware of possible problems an OTD may encounter (unfamiliar with system
etc.); difficulties getting accepted (as not/oral/Australian).

Quality and relevance of process more important than existence of process itself. No unusual
problems - have experienced many different positions (UK, USA, NZ).

Quite remote location - difficulties accessing basic essential services; social isolation; lack of
anonymity.

Reversed roles - husband at home, myself full time - extremely busy practice, little time for
children.

Salary negotiation.

Spouses have not been orientated about places they may be sent to. A general lack of work for
spouses (my spouse is exceptional and understands the difficulty in getting work in rural WA).

The hospital system in our town 'stinks'. They use the doctors to do their dirty work. | absolutely
hate working in the hospital.

The obstetrics orientation for me was over Easter time, which meant no elective caesarean
sections to be assessed on re skills.

The only problem | face is currently my son's immigration. He is an only son and as | am growing
older and so is my husband, the thought of our only family member not being here is very
unsettling.

This is a position from choice.

Too much paperwork.

Too much politics between the practice and hospital.

Understanding the patient billing system, Medicare numbers (still don't understand it) was difficult.
Very good peer support.

Very isolated community.

Very poor level of housing standards.

Very remote town, limited resources.

WACRRM did let me do an induction course in Perth then | chose clinics etc. to go to.

Was promised Council support in accommodation and renting a surgery. Nothing eventuated.

Was unaware of the PBS scheme - pharmaceutical orientation would have been useful.

Worst problem was dealing with HIC, Medical Board and Immigration, these organisations would
not talk to each other.
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Table B10: OTD comments: the most satisfying and dissatisfying aspects of their present
medical education program, 2003

A lot of support from Queensland Division of General Practice and QRMSA.

Poor access to education due to distance and lack of use of video conference.

Access to quality education isn't always possible because of remoteness and difficulties in leaving
the town because of professional and other commitments.

Appointed educator enthusiastic and well informed. Actual tutorials not regular - not one-to-one.

As a mother, weekends are my only time with children. Female doctors find it harder to attend many
things presented.

Being in a rural area it is very difficult to get enough time off to devote properly to medical
education.

Being in rural area very far from Adelaide, difficult to attend any study session in teaching hospitals.
Satisfied with colleague's cooperation and help with study.

CME access in rural areas where practice is excellent.

Currently working for health department in regional hospital is satisfying. When in a rural private GP
practice, time off and financial support was non-existent and overall it was difficult to comply with
educational programs.

Difficult to access five CME credits.

Difficult to access training/education due to distance. Closest peer review 200km (400km both
ways). Relief not available if last minute opportunity arises.

Difficult to take time-off for CME - on-call needed.

Dissatisfying- CME at least one hours drive away; at odd times (mostly two to three hour drive and
at night when can't leave hospital without cover). The GP weekends/FRACGP pre-exam workshops
all well worth training.

Distance - cannot easily attend and expensive to fly to Perth and XXXX for conferences.

Distance prohibits attending most courses. No provision for study leave without question in AMS
contract so taken in own holiday.

Distance. Can't travel to Perth for interesting talks and the expense of flying.

Divisions of General Practice make the difference.

During work, difficult to find time for education but quality of medical education is excellent.
Excellent QA/CPD program.

Good educational program.

Good support.

Hours: seven sessions/week plus one on-call per week.

I'm very happy with my last year - very intensive training with tutor from Division of General
Practice. Unfortunately, no way of assessing my knowledge except in Fellowship exams.

| can access CME events organised by the Division of General Practice. That is the extent of
medical education available - | would like more.

| cannot do anaesthetics for three months because of commitments to practise - only downside.

| do quite a lot of reading to try to fine-tune my previous knowledge to the Australian situation.

| had no access to medical education or training when studying for FRACGP, subsequent course
and CME have been good. No financial support or time off.

| have good support from my employer.

| have organised my own program and mentor - RWA have been unable to help with issues I've
raised.

I haven't received any planned program of education as | already had MRCGP (UK).

In passing the FRACGP exam first time; hours after work and weekends studying.

Initial high establishment cost - could help financially or time off. Couldn't afford time off once
settled in (after 3 months) to do other accreditation courses.

Isolation is one of the worst things -moreover if expected to study for RACGP exams.

Lack of financial support from employer or other bodies is very dissatisfying and shows no incentive
at all.

Lack of support preparing for FRACGP exams. No trainers; | felt abandoned at first.

Lack of time; Inability to travel; isolation of Tasmania from mainland.

Medical education is an integral part of our profession and needs to be done in working hours and
be paid for, like in UK, not after hours at own expense.
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Most OTDs placed in high workload situation, which impacts on study time. Helpful if provided with
textbooks and guidelines that included more extensive questions.

Need more time.

No access or support and no time for study. | am the only doctor in town with no back-up.

No financial support. If you move from overseas you are most likely not in a good financial situation
and you are not entitled for any loan at a bank.

No problems — satisfied.

No study leave granted by employer.

No time off allowance as | worked with agency. Fees for service and locum allowances goes to
agency instead of doctors.

Not enough time.

Not on any study program. Member of RACGP and have Fellowship with ACRRM. Completed
CPD requirements and have JCCA accreditation for anaesthesia.

One often has to travel long distances to attend CME programs; meetings are usually on weekdays,
sometimes late in the evening.

Present program is DIY.

Refusal of supporting agencies to help. Internet based CPD Points programs.

Satisfied.

Satisfied with access to the quality of medical education and training. Dissatisfied with difficulty in
paying relevant fees coupled with unpaid time off for studying.

The most dissatisfying aspect is that it is not official.

There is no body interested in me. The system is happy for me to provide services but there is no
retraining or organised medical education for OTDs.

Time available for studies; travel allowance to attend educational events.

Time off allowance for study, that would have been helpful. Does this really exist? Financial support
for Medical Board fees would also be appreciated - am | missing out on this?

Travel costs are very onerous with too low a level of subsidy.

Very clean practice; good supervisor and good relationship with staff members. Very low income
due to there being very few patients.

WACRRM assist with CME.

WACRRM has been very supportive.

WACRRM provide excellent support as does the Division of General Practice.

| got a scholarship to study alternative pathway, then | felt it was very bad and silly, so | pulled out
and as a result | paid about $6000 for nothing.

With regard to the QA program and CME | have no complaints.
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Table B11: OTD comments: ways that Australia’s 5-Year OTD Recruitment Scheme could be
improved, by major themes, 2003

Process and support

More appropriate advertising in overseas journals. Confidential feedback mechanisms for doctors
experiencing workplace problems or psychological/stress related issues.

Advertise it to appropriate sources of relevantly qualified/experienced doctors.

Publicised better as a scheme rather than individual states publicising it separately. Extend the
geographical locations allowed within the Scheme nearer to major cities. Provide incentives to stay
rural at the end of 5 years. Contact with other doctors on the Scheme before leaving home.

| feel a doctor should be informed of the Scheme on arrival and accommodated as soon as possible
if he intends to stay and apply for residency, ie within 3 months. It took me 11 months to get an
appointment/audition for approval, which has actually made my 5-Year a six year period, not that |
ever wish to work in a city or major town area. All possible areas of placement with pros and cons
should be made available on being accepted into the Scheme. Regular updating of the WACRRM
website please.

Provision of Provider Numbers: | was asked to participate in the local After Hours Medical Service,
so | needed an appropriate Provider Number. The HIC seemed very reluctant to give me one - |
had to get a letter from my employer and the Division of General Practice explaining why | needed
it.. When | was granted it, it was only for outside of working hours even though it was in the same
town as my main employment. | do not have a Provider Number, which would allow me to do things
like home visits in my own time so if | can't fit it into my appointments schedule | can't do it. My
colleagues have a Provider Number so that they can do home visits in their own time if they want. |
do not want or expect to get a Provider Number in another area but within an accepted area of
need - why is it so difficult? When applying for specialist recognition, the HIC said one thing and
the Medical Practitioners Board said the opposite!

Recruitment service must act as mediator for the community and for OTD. Rural service should
arrange for courier services and reminder service for AR/Practice regarding registration so that
administration requirements are maintained (eg ROMPs service). Assistance with DIMIA so that
visas are facilitated, hopefully without repeated submission of similar information in preliminary
application. Rural offices ie an office in say Bendigo and Bairnsdale would be of more assistance
to rural OTDs than all having to go to Melbourne. RWAV could employ locums in order to assist
with study leave should that be required. A standardised housing/schooling/transport package to be
negotiated.

1) Make information about the scheme more widely and easily available to OTDs; 2) Organise 1-2
practical workshops on the administrative and regulatory aspects eg MBS/PBS/Centrelink/
Workcover/Tax/DVA etc. in Australian General Practice; 3) Provide more regular and relevant CME
for OTDs at reasonable cost.

1) Provide clear and simple steps in the Scheme: eg | still do not know if | don't pass the
Fellowship exam what will be my future in Australia; 2) Possibility for periodical assessment
(examinations, tests) organised by the RACGP. In this way | can see my problems and | can use
more time to improve my knowledge in these areas; 3) More practical education: | realise that a lot
of the simple procedures in the general practice are done in same way (time to time different from
the way of doing it in Africa Asia or Europe); 4) More education about - doctor/patient relationship.
This is very important and | think its different in different parts of the world.

More contact/consultations/advise to employers (for instance shires) regarding salary/benefits.
Better advertised; Routinely told/information given when doctors apply for visa and/or registration in
Australia; Perhaps a process/teaching structure available.

1) Better orientation for OTDs as Medical Superintendents; 2) More information on Medicare/PBS-
orientation; 3) Organisation to oversee that there is no administrative red tape in dealing with
HIC/DIMIA/Queensland Health/Medical Board; 4) Provider number for full five years; 5) More
feedback from employing bodies.

Coordinated induction program-suggest one day/month for two to three months.

Improved support for spouses and children, including job placement and family networking
activities.

Perhaps a six month into the job review where the business aspect of the practice could be
addressed more thoroughly. Very different from the NHS.

More pre-employment orientation would be very good (including Medicare system, local contact
resources, financial advice).
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Give more practical information; create a realistic video.

Streamlining of applications: applicants need to know who to approach for assistance in different
areas. In my personal experience although WACRRM and AMA supposedly worked together, the
left arm didn't know what the right arm was doing! This led to much time wasting and frustration.
Whole process too bureaucratic.

| am very happy with this Scheme. My only comment is that when | started working it was very
difficult to understand financial aspects of practice. Now | am able to understand better. At times it
feels that we work a lot and do not make the money that we deserve. | feel if government (or OTDs)
would set the standard of payments between doctors and employers it will avoid unnecessary
misunderstandings. We recently lost two of our doctors due to financial dispute! If there was a
system to monitor this it would be of great value for the OTDs to negotiate terms. Other than this
comment | am very satisfied.

No comment apart from family for rural practitioners living in remote areas must be given a proper
priority. After counselling and supporting several cases of depression and suicidal victims, there is
no one to turn to in our own location.

My comments are about the whole ten year moratorium. The ten year moratorium doesn't consider
the age of the doctor or his family situation or whether he is able to relocate his family with him.
Needs to be tailored to individual doctors - many of the compulsory meetings have been aimed at
non-English speaking doctors and the difficulties language and culture raise. Although this is very
appropriate to some, it has been of little or no benefit to me or other English doctors | know in
identical situations. Applying the same rules to all overseas-trained doctors seems ridiculous.

1) More educational opportunities; 2) Provide support- sometimes OTDs and their family need help-
especially for depression, loneliness.

Possibly trying to meet a doctor's need on an individual basis rather than generalised
management/allocation (ie doctors with special situations - work or family).

| came to Australia from a very successful 17 year GP partnership in UK. Given the need for GPs in
rural areas | was surprised at how difficult it was to negotiate the different hurdles. | came on a
permanent resident spouse visa (wife is Aussie) so that was supposed to make it easier but it didn't
seem that way. A knowledgeable adviser or 'one stop shop' would help prospective GPs a lot. It
would also help if there was a clear, easy and known route for GPs wishing to work for short,
sabbatical periods. They often bear fruit in longer-term employment.

Help people to sign up straight away. For example, we only got the contract 8 months after arriving
in 2000 and only got a letter in October this year that the five years started as of September 2003
and ran until September 2008. This means that we have already worked for nearly four years and
that our five years was only started as of our 4th year. This implies a nearly ten year period that we
will have worked for a supposed 5-Year Scheme.

It is now over two years since | joined the Scheme and recollections are therefore somewhat vague.
However, anything that could erode some of the bureaucratic layers required to be chiselled
through would be welcome!

How all the agencies link up (orientation). Establishing a mentor at an early stage. Assistance with
bureaucracy. Honesty about local politics at an early stage (forewarned is forearmed!)

1) There should be some allocation of support services providing locums to ensure that the GP has
enough time for the family, recreation, education; 2) Family support program; 3) Better
communication and interaction with immigration, HIC and other relevant institutions.

To provide positions for husband and wife to keep the family united.

I am in a solo practice and have very little contact with others. Recruited doctors should get all the
information when they apply for the job.

1) Study leave should be incorporated (1 week/year); 2) Websites of Rural Workforce Agencies
should be more up-to-date regarding positions being vacant; 3) Five year program should be
extended to areas that have been unable to attract a doctor for a period of time regardless whether
coastal location, inland or nearer to a city as the key issue is ‘workforce shortage and patient care’;
4) Participating surgeries should have obligation for meeting with OTD on a regular basis (eg
once/fortnight initially) to enable problem solving early. Partner could have protected time, perhaps
supported by a small grant for this purpose.

67 AMWAC 2004.1



1) Less social isolation (ie better support from one's colleagues); 2) Much better support from the
RWA for one's family (employment for spouse/son's education, etc.); 3) Better support from the
aspect of: financial advice; services available; accounting services; 4) Better support for after-hours
service (eg provide accommodation - currently using a caravan park when on call); 5) Better
communication between one's employers and self (professional and social); 6) Changing the
perception that OTDs are 'inferior' to the 'superiorly trained' Australian doctors which is a fallacy. In
many cases, it may well be the other way round; 7) Why is the time spent with the Division as a
locum not recognised for the Scheme? (after all, it was spent in the rural area and | sat for an exam
for RWAVE before joining a full time practice.

Doctors (and their families) from the same background should be placed near to each other for

Education and RACGP Fellowship and Medical Board Registration

1) More support in obtaining the fellowship in terms of cost, attendance to revision forums and
conferences; 2) Availability of mentors to guide OTDs through the process with immigration,
Medicare, etc.

1) Longer orientation - 4 weeks approximately; 2) Working with a senior colleague - 4 weeks
approximately; 3) Study leave to prepare for exam (other than annual leave); 4) Daily/regular
assignments counted towards examination marks.

Remove time period to gain FRACGP.

1) Do not only accept FRACGP as only recognition - no mention is made of FACRRM - a shame;
2) This comment only concerns South African applications as | do not have sufficient knowledge
about other countries. Doctors (majority) that have qualified in the early 1990s or earlier have more
practical knowledge than (I regret to say) Australian doctors after many years in practice. It is a fact
that RACGP hates to acknowledge this and therefore tries to boost it's 'we are the best' image. In
other words, listen to ACRRM, they have much more insight into what it takes to be a rural GP (that
is what the 5-Year Scheme is about in any case).

We need more conferences in our region. We are in a very isolated area and nobody does
conferences in our region.

1) More OTD mentors and supervisors; 2) Financial support; 3) More regular contact and support
by an OTD from affiliate with either RACGP or GP Division; 4) More hours allocated for study leave;
5) Video-conference study groups could be organised for the GP trainees of Australia.

1) More help in preparing for the Fellowship exam ie access to mentors etc.; 2) Less bureaucracy
and form filling when permanent residence is applied for - 10 forms asking the same questions in a
different order sent overall is excessive; 3) HIC recognising the VR status once FRACGP has been
obtained even if the Provider Number remains as 3J; 4) WACRRM has done a splendid job and |
have all praise for them.

1) The place is remote and bereft of recreational activities with the nearest big town, 520 km away;
it is an isolated location; we need more support to achieve FRACGP qualification and break this
isolation; 2) To potential recruits, outline the pathways available to achieving VR status before the
recruit arrives and the college assessment requirements - my experience was that | had get photos
of my practice (from my home country) to the RACGP before being assessed by the college.

Initial training program. Possibly a mentor-GP in another practice who can be called to clear doubts
re training program. Another idea as the GPs are in small rural communities - to have a mentor in
the community for easy integration into the community.

By providing more study time or structured training program for examination.

Doctors from select countries such as UK/South Africa/Canada could be exempt from obligation to
write FRACGP exams and given practise based assessments.

To be given full registration at the end of the 5 years. Full time equivalent. Some doctors work
hours equal to two full time equivalents. Some doctors worked in a remote area for a few years
before the start of the five year program, this should be taken into consideration. More support for
the doctors in the program to get the RACGP Fellowship.

| feel that my 30 years experience in general practice together with my South African degree should
be recognised for full registration with the Medical Board. It is an insult to the rural community to
provide doctors who are not considered good enough for full registration. | enjoy the work in XXXX,
if | am compelled to work towards the FRACGP with my current workload, | would have to give up
obstetrics as the most intrusive branch of General Practice. With obstetrician numbers having
decreased since June by three, this would create an intolerable situation in the town.
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¢ Reduce the bureaucracy involved. Reduce the paperwork involved. Treat all OTDs equally such
that if they have masters in family medicine they should be given RACGP Fellowship automatically.

e There should be greater flexibility in allowing OTDs to take more time to gain Australian GP
experience without the need to undertake formal training through any pathway. Once the OTD feels

_______ ready to sit the FRACGP exam, he/she could then sit the FRACGP exam.

Financial considerations

e Financial support on arrival and support for children to choices and information in schools.

e Financial and educational support to OTD. More time to finish the RACGP Fellowship.

e 1) Need 3 months to settle in and orientate. Then need to be able financially and time use to do
accreditation courses aimed at specific needs in the specific practice; 2) Initial financial support to
get accreditation/appropriate courses etc. Support an OTD Recruitment Loan plus/minus $50,000
that could be paid back over a period of time. Doctor could access it as needed like a line of credit.
3) Review rural medical retention grant - needs to increase to include time off - locums too
expensive at present and not available to take a decent break. Needs appropriate financial support
to at least take a 3-week break per year. 5) Family (time and money) to take time off.

e Funding available for travel to/from more educational facilities and to city. For OTDs another three
months off each year enabling travel to country of origin to family etc. More information with regards
continuing medical education for locums then joining scheme as if not continuing training, generally
less knowledge.

e Support for passing the FRACGP. Support for getting permanent residence. Support for relocation
expenses. Ensure adequate accommodation is provided.

e 1) An actively supporting body is needed for the services/difficulties of the primary health care
clinician. Not only for the difficulties of the doctor and his family, but the difficulties of the community
and the needs of the community. Someone that will listen, advise and help with the fight to improve
dispensation; 2) Strong financial incentives to operate in rural and remote areas. It is immoral to
lure doctors into these positions with financial promises only to dishonour them; 3) Affordable back-
up services/locums. When away on holiday or conference leave, | have zero income. My locum
barely covers my overheads (65% of takings and house and car).

» 1) Offer financial assistance for relocation, insurance and membership to RACGP and assistance
with exam costs. 2) Assess OTDs before sending them out to rural areas. If experience not
considered adequate place OTD in group practice for assessment. Offer training if necessary. If
OTD considered OK to work in rural area then should not need to write FRACGP. Having to write
the FRACGP is an extra stress and cost for the new doctor trying to settle in a new country, new life
and new job.

e 1) Financially - to pay towards exam fees, books, transport; 2) Do away with the 'two year' rule of
passing the Fellowship. Older doctors will have the medical experience but exams skills are lacking
and therefore you find that the younger doctors score over the older set, yet it is the older doctor
who is prepared to settle in a rural area because he does not have to worry about education for his
children.

e More incentives for doctors to work in rural areas ie more money for CME activities; greater
subsidies for rural doctors; rural locum program which pays locums but also leaves some monies
for rural doctor to be able to take vacation time/family time; will help with retention. Look at
programs in British Colombia and Ontario in Canada - rural locum program pays $650-750 a day to
locums and salaries for time off/CME for rural doctors.

e ltis difficult to work and study at the same time if family is taken into consideration. Financially, it is
impossible to pay to travel to gain adequate training.

e There continually seems to be no incentive to join the Scheme. The benefits are gradually

__withdrawn.

Location issues- Flexibility and differentiation

e | feel more overseas doctors would participate if they could move jobs and move states during the
five years and have these all accredited as part of the five years. le do not limit the five years to one
post or one state.

o | feel strongly that the OTD Scheme should be portable across states. More flexibility is needed
with the Scheme as the more elderly GPs retire, younger GPs want to work less hours especially in
the very remote/rural areas.
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e It should be transferable across States. Time already spent in appropriate places before formal
acceptance onto the Scheme should be counted.

e | would like to be able to travel interstate and that all the time worked in an area of need would
count towards the 5-Year Scheme.

e The rural 5-Year Scheme should be a Commonwealth agreement and the time done in one
State/Territory should be counted in other States/Territories. (eg | worked five months in the
Northern Territory and it does not count anything in another State). This prevents us from going to
different areas sometimes in more need. Other times, because the conditions at the location are so
bad, we still have to stay or start from the beginning again.

e General suggestions - but stem from my experience: 1) Making it flexible. Allow time to be accrued
eg | may work 4 years in Mt. Isa, go to Japan for a year for family reasons and then return for one
final year (or longer). | would quite possibly leave forever if not - five years is too long for most GPs
with families. | think that you are probably scaring people away from the bush forever - those that
may have 'given it a year' and decided to stay for example; 2) Improve documentation - a clear
guide on the program (a time-line). A brochure 'How to Apply for Permanent Residency under the
Scheme’ etc. would have made my first year much less of a headache; 3) A clear contract from the
HIC - all | have is a waffly QRMSA contract/letter. | need a letter stating (from Canberra) that on
14th January 2007, or whenever, | am guaranteed a provider number under the Scheme and if
conditions (which should be clearly listed) are met. Without this | feel a distrust and am more likely
to walk if other opportunities arise.

e 1) Distinction needs to be made between community GP locum placements and hospital,
placements; These are completely different; 2) Orientation program needs to reflect above; 3) More
attention needs to be paid do domestic issues, superannuation, information etc; 4) Recruitment
packages need to be in electronic format to save time; 5) Information needs to be provided about
local accreditation requirements.

¢ | think there should be a difference between rural and remote area 5 and 7 (ie if you work at area 7
then it should be four years, four to five years if RRMA 6, and then five years if rural and remote
area 5. Increase the number of years to pass FRACGP to three years or more as in first year you
relocate and start to know the place and as only two exam times per year, it becomes hard when
only few attempts are available.

e Initially posed as a challenge. As the time progressed, realised that the locality has issues
differentiating it from other localities which makes it difficult to accept that the time allocated to all
the 'remote areas' classified as suitable for the 5-Year 'doctors for the Bush program' should be the
same in quantity in all these locations. Quality of living and facilities available to families working in
rural areas are vastly different which makes the quality of time spent in these areas differ hugely. |
cannot even start to compare the five years spent in a location such as XXXX and XXXX with five
years spent in XXXX. Variation should exist as to specification of location eg three years in XXXX
(a more remote, small, isolated community)) equals five years in XXXX equals seven years in
XXXX (larger less isolated rural centre).

e The Scheme could perhaps take into account that its members usually fill specific posts and are
non-generic. For example there are some posts that are truly rural - isolated and others that are
semi-isolated (like mine). Then there are posts within metropolitan areas. It is easier to attend
helpful courses when in a metropolitan setting. For example, the Rural Support Program responded
with less than admirable alacrity when | asked them for help but | am sure that a metropolitan
doctor would have had a more ready response.

e Western Australia: Recruit where possibilities are best eg WACRRM has not recruited in South
Africa although 33% - 50% of its OTDs are South African. Recruit experienced rural procedural

_______ GPs with a family if you want to successfully relocate a GP toruralareas.

Visa/lmmigration issues

e | feel the following could be looked into: 1) No incentives from RWAV actually directly to the
doctors; 2) No Medicare cover for families; 3) Not having permanent residency limits access to
social benefits, support for those interested in purchasing homes; 4) All the above impacts on
emotional stability hence you don't feel settled; 5) Spouse has to pay international student rates for
education (postgraduate training).
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e The single biggest drawback to recruitment in my opinion is the immigration issue. Doctors thinking
about migrating here to work are faced with a great dilemma particularly if they have dependents.
Many doctors I'm sure who are thinking of migrating here do not have the specialist postgraduate
qualifications required to apply for Permanent Residence eg MRCGP. They may have MBBS or
(using the UK example) JCPTEP which is recognised as a specialist qualification in the UK not
vocational training. However in the absence of MRCGP one cannot gain Permanent Residence;
one cannot access Medicare or purchase property (unless brand new or build your own). Had |
known of some of the difficulties before coming here, | may not have proceeded. There must be
some mechanism for recruiting doctors to areas of need, which allows for rapid attainment of
permanent residency. This I'm sure would increase recruitment and retainment.

e The two-year period to obtain Fellowship is too short. Permanent Residency status should not be
based on academic achievement but on commitment and willingness to serve in the areas of unmet
need. This creates a financial problem because every year you should be prepared to spend lots of
money on immigration arrangements. Why are medical practitioners not given the same
immigration status given to nurses. The major question is what happens if you do not obtain
RACGP Fellowship within specified period. Are you deposited back to the country of origin? What
about the commitment and effort and difficulties that one went through all the time being isolated in
remote areas. These are some of the concerns that need to be addressed. It should be taken into
consideration that work and studying at the same time is not an easy thing. You still have a life to
live. Why are doctors in this country not given the opportunity to apply for landed immigrants
status?

e | strongly believe that if one commits to a contractual 5-Year plan, the Government of South
Australia can reward you by allowing you to be permanently registered thereby assuring you and
your family of permanent residency in South Australia as opposed to now where you have to pass
an exam before applying for permanent residency.

e 1) Evaluate WACRRM's performance to identify its successes in this program. 2) Evaluate the
immigration difficulties of OTDs.

e 1) Immigration process: one should be granted five years of visa as soon as in the Scheme; 2)
Once permanent residency is approved, the Scheme should give loan for deposit money to buy
houses. This will ensure permanent settlement in rural areas and doctors will be more committed;
3) In Tasmania, there is remuneration for doctors once they are accepted in the Scheme. There
should be same type of financial assistance in Victoria also.

e For those candidates who failed RWAV clinical examination - temporary/provisional visa,
registration and hospital placement for one to two years training prior to commencing the 5-Year
OTD Recruitment Scheme. Or instead of the exam - hospital training. Still can be done in the area
of need/rural hospitals.

e Granting of permanent residency could be linked to successful entry into the 5-Year Scheme rather
than to FRACGP, which is already linked to VR.

e 1) Citizenship like all other professions in 3 years; 2) More support regarding medical indemnity; 3)
Medicare benefits - only available after permanent residency (expensive private insurance).

¢ 1) More incentives like a settling in allowance would help; 2) Permanent Residence for doctors
should not be linked to attaining FRACGP.

» Better immigration process and communication from immigration (Supposed to be fast-tracked

_____through!) Financial support moving would be nice. More time allowed for orientation.

Length of contract

e 1) It is suggested that the time spent in full time rural and remote practice prior to entering the 5-
Year OTD Scheme should be included in the five year time period. 2) Rural and remote GP
positions should be made more financially lucrative.

e There needs to be complete transparency as to: 1) When the five year period begins; 2) What the
exact requirements are for the five year period to begin; 3) The costs involved should be clear eg
costs involved to write your college exams. Repetition of medical examinations and their costs, as
required by the immigration department.

e 1) Moratorium - reduced to say three years instead of five or once a person passes the
recommended Australian exam. This would improve the overall numbers of overseas doctors
retained in the rural settings; 2) Financial/immigration red tape.
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e Provision of: medical care; longer visas eg three years; formal orientation. Make the five years
program effective as soon as one starts working. | have lost more than two years as | sorted out my
assessment with the RACGP.

e The time that | had already been doing this job (one year) should form part of the five years. Five
years for a remote job as this is, is still too much. To complete the Scheme | would have to spend

_______ six years at XXXX_which | now doubt if | will be able to complete.

Issues of exploitation and discrimination

e Sense of exploitation exists with health care delivery left in the hand of private agency especially in
WA. Rural workforce needs to be actively involved in actual recruitment to reduce this problem.
The OTDs are left at the mercy of the recruitment agency who take undue advantage and treat
them as second class doctors. This is distressing!

e The contribution of OTDs to the Australian Health System should be acknowledged. | came to
Australia from South Africa to secure the future of my family. | believe that | have contributed
greatly to the well-being of the society in which | have chosen to live and work and will continue to
do so for many years. The security of knowing that one has permanent residence will go a long way
towards easing the pressure one is subjected to in this situation. The kind of 'carrot and stick'
approach under the present scheme is demeaning.

e Existing Australian practices should get advice on fair joining up arrangements. They tend to be
unrealistic.

e More financial incentive. The relocation grant was taken away from us while Australian doctors still
get such a grant on relocating to a rural and remote area. Discrimination and unfair. Same for rural
family medical network funding stopped. Very important to us. Doctors will not stay if their families
are unhappy.

¢ | help people to get the service they look for. People (specially) country people, need to understand
their OTDs are experienced doctors not second class and Australian GPs always try to play this
card even some of them still keep the title of ‘Government doctor’ to impress them that they are
Class 1.

e Discrimination should be stopped. I'm Australian and I've AMC which mean | graduated also from
here; why don't you consider me as an Australian graduate? All doctors have to be dealt with

Multiple suggestions for improving the Scheme

e 1) The Scheme provides medical services in a critical area of workforce shortage. To do this the
Scheme makes use of international qualified doctors - many with vast experience in rural medicine
and procedural work. These doctors will happily work in rural/remote areas if given the right
incentives and ongoing support; 2) Family issues: housing, education; 3) Possible information
sessions; also for spouses with discussion of rural non-work related issues; 4) Work issues: more
actively rally with health departments to minimise restrictive bureaucratic issues for rural GPs.
(Rural GP practice gets more and more unattractive due to this); 5) More support for temporary
resident doctors (financially they are penalised).

e 1) Financial incentives for rural and remote doctors; 2) Improvement in social network for doctors
and their families; 3) Improved assistance and communication from rural workforce programs; 4)
More time off for continuing medical education activities.

e Transparency; Ongoing education; Partnership; Accommodation improvement; Education grants.

e 1) Priority to immigration procedures; 2) Rural retention grant be given annually; 3) Settlement grant
on arrival; 4) Rental assistance; 5) Motor vehicle for work; 6) Financial support towards medical
board, college membership fees; 7) Exempt dependents from paying overseas fees since the
difference is just being a temporary residence; 8) Periodic visits to the practices to check on welfare
of OTDs.

e 1) To help us financially; 2) Organise workshops; 3) Extend the 2 years limit of becoming a Fellow
of RACGP.

e 1) Arranging spouse employment; 2) Helping more in study for preparation of FRACGP; 3) Doctor
entered in 5 -Years Scheme should be given a status of permanent resident or at least a visa for 5
years so that they will have peace of mind and then | think they will work more efficiently and they
will save nearly $1200 paid in fees and extras $1000 like travelling and accommodation every year.
(No tax return on visa fees and extras).
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1) To help OTD, who are on temporary resident visa status. DIMIA should be more relaxed in
sorting out their immigration status; 2) To help mentor OTD who has not yet passed FRACGP; 3)
The commitments of the job - too heavy after hours. Need to work more hours or having financial
worries if spouse is unemployed; 4) Need more time for family, social and recreational activities.
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Table B12: ‘Other’ approaches listed by OTDs as to how the location of their present work was

decided, 2003

= Advised by RDWA to look at it as a preference.

= Agency allocated the town.

= Already working in the location.

= AMA.

= AMA Rural and Remote post.

= Applied to a private advertisement.

= Area chosen by myself as an area specified under the Scheme.

*= Area of need.

= As available.

= Before the Scheme but | knew it was RRMA?7.

= Best one of various options suggested.

= Both - had a choice of three, this sounded good.

= Decided by employer.

=  Employer.

= | applied for the job first and then the 5-Year Scheme to fit.

= | found work with RFDS initially.

= | had alook at 6 locations and could choose one.

= | replaced a friend who had resigned.

= | was already here working.

= | was asked to work at the Carnarvon medical services Aboriginal corporation.

= In answer to an advertisement for this practice in the South African Medical Journal.

= [nitially came to work in a nearby town as a GP but the clinic was closed - | was referred to a
relevant location.

= Job offer in location, via website/email

» Joined the Scheme after commencing work in my present practice.

» Matching done according to skills and needs by QRMSA.

» Most considered available position that would permit me to stay in contact with my friends.

= Moved from initial place, better facilities than original place.

= My employer.

= My second preference.

= Not close to my home. | have to drive 90km each day.

= Offered to me as an area of need.

= One of four places in need of a proceduralist with obstetric qualifications/skills.

= Placement via Rural Doctors Network.

= Recruited by the practice.

= Recruited to specific post.

= Recruitment person offered the position at this location.

= Specified before the Scheme was in place.

» Through River Medical Services, WA.

= Vacancy available at that stage.

= Verification by myself that practice is going to be financially viable.

= Was recruited to this location.

=  Was specifically recruited for the position.
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Table B13: OTD comments: how their spouse feels about the location of their present work,
2003

I can live here but I've sacrificed a lot too - its a give and take situation. I'm worried about my kids
secondary schooling!

Accepted it despite not having opportunities for work.

Also happy working part-time in the practice.

As a lawyer no opportunities for her; feels | am too busy.

Can't find employment in the town/shire or nearby.

Difficult access to essential goods and services, religious and recreational activities.

Difficulty in finding position in the same area as mine (he is already in the scheme).

Does WACRRM still support spouses with study grants?

Doing same job - same location (not on OTD scheme yet) satisfied with location.

Ease of integrating into local community because of relatively small size (8000 inhabitants).
Sufficient number of doctors to share after hours relieves pressure of on call.

Enjoy the location - great community. Most difficult part, children have to leave and go to Perth for
tertiary education.

Equally satisfied. However distances and expense necessary to travel interstate to relatives
prohibitive.

Feels frustrated, bored and reduced to nothing.

Finding it hard to get work - Mudgee is quite a closed shop.

For all of us the cost of moving the family for a short break or long holiday is prohibitive ($600
each return. We enjoy the town but imprisoned by travel costs. Everyone needs a break
occasionally.

Gets on with many members in the community but finds it hard to talk to people in an open
manner.

Good/happy/satisfied (12)*

Hated every minute of having to spend time in remoteness. No support from anybody except
RFSN from time to time.

Having difficulty with my erratic routine.

Husband works fly-in/fly-out therefore access to airport (Perth) is difficult.

| do not currently live with my spouse and child. No educational opportunities for her course here.
After completion of her course work, opportunities are grossly limited.

Isolated remote area.

Lack of after school activities in a 6000+ population (no appropriate gym for wife, not enough
sports activities).

Lack of opportunities that her qualification can be recognised.

Less time for kids and herself. Less recreational activities, more boring for her.

Likes to be with me, disappointed regarding the job and education.

Limited access to improve career.

My spouse - it would help greatly if he could get a part time job.

My wife and children love living here.

No educational opportunities - also for children; inadequate housing; expense of living rural.

No further options for him to train further in surgery.

No job opportunities; severe weather especially winters/spring.

No local employment opportunity.

Not happy - too hot/cold; water shortage; no cultural contact; travel distances to do shopping.

Not satisfied.

Presently living elsewhere due to the lack of facilities in present location.

Real difficulties with weather; isolation from city amenities; distance from only child - child at
university.

She is not interested any more to be a doctors wife, spent 2 years in a worse location on her own.
She would like to be closer to bigger centre.

Small town, need more friends and helpers.

Sometimes she feels unhappy because of lack of work opportunity.

Spouse not satisfied as having no employment.

Still grappling with English tests in order to be able to do a bridging course in a University.
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This town is a dump.

Too far from children at boarding school in Perth. Support for children at boarding schools re cost
of studies/travel.

Too far from Perth and from family farm.

Too rural and remote.

Unable to come with me to Australia.

Unhappy - isolation -less job opportunity.

Unhappy - no support. Cultural differences.

Very unhappy/dissatisfied (3)*

Was dissatisfied with previous location.

Was not able to find an employment/study. Currently living apart as she is studying in Melbourne.
We have to finish this five years to be in better place.

We live nearer to the city and | commute, to live in town would be very difficult.

We love XXXX and feel really at home here.

We were fortunate that colleagues befriended my spouse and she is used to remote areas
otherwise | doubt whether | would be here.

Wife works at the surgery as practice nurse.

Work place no problem but industrial area too far from public transport. Very little work
opportunities.

Would have liked a greener environment.

Yet to arrive.

*The number in brackets indicates the number of similar responses.
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Table B14: OTD comments: how their children feel about the location of their present work,
2003

Child too small to comprehend (5)*

They're happy (beach etc.)

All at university.

Away at universities.

Children are settled and happy.

Children are at private boarding school and find the experience very worthwhile.

Children are happy most of the time because they feel safe and have opportunity for sports.
Children are satisfied with our location.

Children happy in schools, good education, but the distance and frequency of contact with them at
boarding school is a problem.

Distance from Adelaide a problem. Flights very expensive, road travel 7+ hours.

Distance -not a place for 18 year olds.

Doing well at school. Daughter hopes to study medicine next year.

Due to schooling and education for high school children one child went back to South Africa. The
other did distance education via a private school in Perth.

Fine/happy/good (10)*

Had to travel for good school.

Happy as coping with schooling. No cinemas or squash courts so nothing to do when not at school
2 *

I(n;dequate senior school education; limited extra curricular opportunities; high incidence of illicit
drug use among peers; social isolation.

Lack of activities for kids/less time for kids (2)*

Mixed response. Young children settled in well. Older children had more difficulty adapting from
city life.

Child is happy whenever dad and mum are around.

My only son is not with me and that is my greatest depression.

No interest in this town. Children students in (capital city).

No way -l will not stay there.

Not having access to subsidised public school education is a problem.

Presently living elsewhere due to the lack of facilities in present location.

Rural and remote.

School opportunities limited.

Schooling in Perth was very expensive.

Standard of education and availability of extramural activities is too limited.

No friends for my child in the high school.

They are happy but would like to go to school in Perth.

Too far from home (2 at University 1 at school 150km away). No isolated children award, in spite
of subjects not been taught locally.

Too far from University

Too rural and remote.

Not satisfied. Unhappy - reduced social contacts and recreational services. (5)*

We love XXXX and feel really at home here.

Weather - too cold; Isolation from city amenities; Son has managed to transfer to University of
Sydney so much happier.

Would like a heated swimming pool in XXXX.

Would like more options eg ballet, drama, art; better training ie tennis/swimming. No regular
occupational therapy or physiotherapy for my child with cerebral palsy.

Would like to live near public transport. Difficulty getting to part time job and university and support
to seek work.

Would like to run away.

*The number in brackets indicates the number of similar responses.
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Table B15: OTD reasons for wanting to move from their present work location once they have
completed their 5-Year contract, 2003

Obstetric services in our hospital under threat; Personal fondness to live nearer coast.

5 years spent here caused relationship friction/unhappiness. Commitment to serve the nice people
in this community was the only thing that made the 5 years worthwhile.

Adequate time.

| am a locum at present so | am undecided.

Am now living in isolated area, very expensive (housing, shops and travel) so to travel to Perth the
cost of a flight is $1,000 per person.

Better facilities.

Better lifestyle, climate. Fresh start.

| want to spend part of the year elsewhere ie doing charity work. The main problems here are; on-
call, heat and barking dogs at night.

Children's education (4)*

Children getting to high school and university age. Need to get to places with competitive and
quality schools.

The cold weather is a turn-off.

Conditions of my contract = 60% No PIP, not very busy, bulk billing.

Depends on the number of patients | see.

Depends on what the spouse and children want to do. For cultural, religious need, wife's job,
children's better schooling.

Depends totally on children’s educational needs and spouse's job satisfaction.

Difficult for my family.

Educational and social isolation. Increasing bureaucratic obstacles in rural practice. Less
procedural work, accreditation etc. Excess hours, difficulty getting locums; inadequate
remuneration.

Family reasons - children will be going to university. More contact with people of my own
religion/culture/background.

For the children to access higher education and to be able to live with them and guide them.

Going for more tropical weather.

Gone are the days of being told and forced to work in a certain place(s).

| don't know at present whether to consider staying in Australia or going elsewhere where at least
family will also be allowed. (2)*

| have been at the AMS for 3 years and had six CEOs during this time. Due to differences with
present CEQ, it isn't possible to sustain an accredited, computerised, self-dispensing practice.

| will be free.

| will want to move nearer to a centre of population.

Improved weather. Less bulk billing and therefore having to work less hours for the same income to
gain more recreation time.

Kids will be grown up and | will not let them go to boarding school.

Likely to stay in rural practice but more facilities and hope to have family etc. Not appropriate
placement in that situation.

More challenging school environment for children; access to occupational therapy and
physiotherapy for child; Different jobs without all the administration hours needed.

More facilities for my family. Better reasonable income.

Moving shortly to another location - plan to stay there for at least 5 years.

My spouse can't be employed locally and | wouldn't want to live away from the family.

Not happy with level of schooling; Need to spend a year in Japan (for kids language - bilingual)
before returning to Australia.

Not sure. Demographics may have changed due to ageing population plus rural decline. (2)*

Only if more satisfying financially.

The main reason is for the education of my children.

This model of GP practice in Australia is totally unsustainable if no support (isolated solo rural
practice).

This town is a nightmare.
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To educational facilities more suitable for children. To a more environmentally attractive location.

To improve quality of family life re job opportunities and social services.

To make children more aware of our socio-cultural aspects near or at the major cities.

Too remote; organisation poorly managed and unstable; | don't feel at all secure in the job;
pressure of work is high due to high staff turnover and shortages.

Uncertain and would like to visit other parts of Australia.

Undecided.

Unsure - dependant on husband's work location.

Unsure - might move to XXXX (a larger centre) due to spouse and education for children.

| want to move closer to Melbourne for cultural and religious purpose. Also | would like to be
involved with the University Department. of General Practice.

We've resigned and will be leaving at the end of 2003 to take up a hospital-based position in New
South Wales.

We only plan one to two years down the road.

We will move on later when the children get older.

When oldest son is 12 years old we might move for educational reasons.

Wife and family had to move to Townsville due to poor educational opportunities. Therefore, | will
be moving back to live and work with them.

Will possibly work in a group medical practice in a larger town with hospital for surgery/obstetrics.
Will think about things at the time.

Wish to be with children and wife - children at university. Wish to do part-time teaching.

Wish to move nearer to the coast.

Work opportunities for spouse.

*The number in brackets indicates the number of similar responses.
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Table B16: OTD reasons for plans to work in specified State/Territory after completion of their
5-Year contract, 2003

Aboriginal Health.

Already here - familiarity and satisfaction/no reason to change. (20)* (eg It was the first state that |
worked in and | have grown to like working in Queensland; It was the first state to recognise my
qualification and experience and the first state to offer me a job in my career; Very good
experience so far. No reason to change.)

Best position | could find with better hours.

Better salaries across the board.

Better weather; Friends/cultural people as companions; family's wish.

Climate/Find the place suitable for my climatic preferences. (7)*

Family and friends/children/proximity to family, climate. (18)*

Coincidence.

Community cooperation and respect. Colleagues' support and help.

Enjoy rural medicine. Enjoy location of current area because of interest in travel. NSW had
support plus position available. (2)*

Environmental variety in close distance (mountains, sea, rain forest).

Financially stable state; lower population and crime rate; good climate and winter rain.

Friendly, not too hectic, not too populous.

Friends, family live in same state; Standard of practice (general and specialist) is high; Good
hospital (specialist) care in the main; Relatively easy access to specialist care in Melbourne.
Good place to work (6)* (eg Gods own state! Queensland Health notwithstanding; Good balance
overall; Good income; Good opportunities; Good quality hospitals and support; Good weather;
friendly community).

Have made a big move from overseas - don't intend moving again in a hurry.

Husband's work is based in WA. No interest to live/work in Eastern States.

I am mighty happy in WA with many friends and other interests in farming and medical practice.

| am settled here as my family is very happy to be in Perth.

| arrived here because of job offer after email enquiry - could have arrived in any state (matter of
chance/opportunity). | have an interest in Aboriginal health.

| did a locum in Queensland and decided that | would like to further my career. WA is a wonderful
place to work.

| don't have a main reason.

| enjoy my current practice; have excellent colleagues and like living in WA.

| like 'the people'/ | like it/love it! (7)*

| like the place, family love the community, start to create family friends.

| liked GP practice much better than hospital practice.

| was reluctant to work in rural and remote area.

Interesting and varied medicine. Outdoor activities. Good base for travelling.

It is different, rural, simple, honesty friendly, loving community.

Lifestyle/quality of life. (4)* (eg Lifestyle, sunshine, career opportunities, Great Barrier Reef,
friends).

May move to Queensland in 3 years time. Good job satisfaction and good environment and
climate.

Maybe the other side of Australia has something to offer?

Multicultural.

Nearer to higher education and better climate. Not too isolated.

Needs to be tropical and near the ocean.

Nice climate, peaceful lifestyle; less crime than on mainland; safer for children.

No reason/no incentive to move (8)*

No reasons - depends on where my family is happiest.

Only place | had contacts to start with.

Professional opportunities; personal connections.

Proximity of various rural centres to Melbourne and opportunity to be with family and friends.
Relatively safer compared to other states. Cost of living also relatively cheaper.

Remote aboriginal health.
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Rugby/climate.

Rural setting; use of all skills; independence of practice.

Satisfactory; Not very interested in moving interstate.

Satisfied with present working arrangements and social, recreational and weather situation/
Satisfied with the system. (2)*

Still considering options.

The people are fantastic; the work is interesting and the facilities are adequate.

This is my second location and a move by own choice.

This is where a position was offered to me that | found acceptable.

Too much change would stress the family. Why change after so much adaptation.

Vacancy availability.

Very welcoming attitude of RWAV.

Victoria is stable and organised with good infrastructure. Fairly high population and cultural
activities for wife. Higher rainfall means less drought risk.

Victoria appears one of the best states but | would like to try a few others before my final decision.
We chose Australia/Victoria for lifestyle; reasons (values efc).

We would prefer to live in Perth for the rest of our lives.

Work with the RFDS for the variety of work maintaining my emergency and GP skills.

*The number in brackets indicates the number of similar responses
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Table B17: OTD reasons for preferring to work in specified geographic location after

completion of their 5-Year contract, by preferred location, 2003

Capital city

= Be near my children.

= Better resources/facilities; More professional development opportunities/easily accessible.

= Employment for my spouse. Leave to practice ones religious beliefs and meet with friends.

= Everyone wants that, more facilities and opportunities and no need to travel for study.

= Facilities for family - job/schools. Opportunities for anaesthetics.

=  Family/friends (2)*

= Good access to amenities and international airport.

= | have a special interest in practicing medicine around diverse cultural groups and metropolitan
areas might be the right place for that.

= More choices.

= More facilities for my family.

» People are more broad-minded. Medical support and facilities are better. Good for my kids.

= To have more cultural people - in touch; To have better religious facility; Better school and job
opportunity for kids.

= We need a good school for our son.

Other urban

= A bit closer to Perth (for husband) would be good, but would prefer rural GP work.

» Availability of job/school opportunity for wife and children; social/recreational services for the
family.

= Back-up specialist services; ability to charge a reasonable fee for service; availability of amenities
for myself and family.

= Because my children would like to go to study at XXXX.

= Better amenities and opportunities for school aged children.

= Better facilities for my wife and kids.

= Better futures for wife and kids.

= Better lifestyle for doctor and family.

= Better range of education/activities especially for children.

= Better schools and education.

= Big town on coast or wheatbelt.

= Children's education.

= Ease of school and education for kids.

= Educational facilities for children.

= Family and friends

= Family will be at high school and wife will want to work again and | want to pursue other business
opportunities.

= For cultural reasons.

= Lifestyle.

= Near access to where the children will be.

= Peer support, larger practice, not constantly on-call.

= Plenty of support from specialists. Not a 'city' person.

= Possibly in outer metropolitan area. Less isolation for family (closer to family, friends, public
transport and other services like university and work place for son and spouse.

= School quality; appropriate job (would like to maintain GP and Emergency skills); Travel costs (go
to Japan/UK once a year).

= To meet other people from our social/cultural background.

= When my children go to school.

=  Will be able to use GP skills without having to refer everyone due to legal implications, if someone
was managed with specialist next door, and something goes wrong.
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Rural and remote

= Able to practice full range of procedural medicine.

= Acceptance by community.

= As a GP | have built up practice from scratch - | have job satisfaction

= Availability of Emergency hospital work - varied pathology.

= Better knowledge and follow up of the patients, having more insight about their life circumstances;
more job satisfaction but unfortunately less income.

= Better quality of life, safe, quiet and people appreciate your services.

= Can maintain skills and manage own patients in hospital (more interesting medicine).

= Cheaper living. Above average remuneration.

= City is not attractive although we do appreciate access to recreational/educational/cultural
facilities.

= Close community and know all my patients, lesser crime.

= Closer to the coast, better schooling and recreational facilities.

= Community respect and cooperation; support and help from other doctors.

= Diversity/dynamics of rural medicine/lifestyle.

= Do not want to stay in solo practice.

= Don't know how I'll feel in five years. Had thought I'd move to Sydney as soon as possible but
having moved to the countryside | quite like it and may well stay! Watch this space.

= Don't like to live in big cities.

= Enjoy personal contact with the country people.

= Enjoy procedural/rural medicine.

= Enjoy rural medicine. No desire to live in metropolitan area.

= Enjoyable work with more hospital input but able to have relatively normal/social life.

= Enjoying it.

= Environment.

= Full scope available to utilise expertise.

= Great experience and responsibility compared to city. Rewarding lifestyle. Learning all the time.

= Happy to provide help in areas that my colleagues are not falling over themselves to provide a
service.

= Have had enough exposure to the big cities.

» Having the opportunity to use my skills, feeling part of the community; people are friendly.

= I'man integral part of the community. Have lovely patients; enjoy the work. | am an ‘equity
associate’ of the practice’

= I'm happy where | am.

= | am interested in remote rural health care.

= | enjoy being away from the big city but close enough to drive to it when | want to - similar to the
type of practice | was in Scotland.

= | enjoy quiet and clean environment.

= | enjoy the challenge the work offers; | have worked in rural and remote areas in other parts of the
world for most of my working life.

» | have always worked in cities and feel it is time to serve the rural communities.

= | have received procedural experience in obstetrics, surgery, anaesthesia and emergency
medicine. | enjoy personal relationships with patients. Only rural medicine provides this total

experience.
= | like it quieter and small. There is real family medicine in small areas.
= | like the people in rural towns; the work is challenging and a wide variety.

= | prefer rural life and the benefits of working in a rural community.
= | prefer the challenge of rural medicine.

= | think | work best as a rural doctor.

= | would like to stay in XXXX — | prefer the rural community.

= |ndependent — ‘Jack of all, master etc.’

= Independence, variety, quality of life.

= Interested in rural medicine.
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= It has been the basic lifestyle | have led for the past 30 years. | enjoy farming, farming
communities and rural lifestyle.

= Keep up skills and variety of work/emergency work.

= Lifestyle and satisfaction with service.

= Like the lifestyle more relaxed, beautiful area prefer this to a city.

= Like the rural community - been locum in a rural town.

= Love working in small remote areas as people are quite personal and friendly.

= Loving the challenge of rural setting and the community that care and recognise your work.

= Me and my family love country living.

= More challenging medically; interest in Aboriginal medicine.

»= More holistic approach to medicine. More rewarding professionally.

» My current location (one of only a few remaining) enables me to do procedural work. Rural GP
practice with procedural work is what | prefer and in what | have 20 years experience.

= Practice anaesthetics and obstetrics.

» Probably better continuity of care. Slower pace of life, better quality of life.

» Procedural GP (anaesthetics, obstetrics, surgery and trauma); love the rural lifestyle.

= Safe place to bring up children.

= Settled where | am.

= Small community, plenty of obstetrics, low cost of living.

= Still have the type of community support and kind spirits existing among country people.

= The city does not challenge my brain.

= The opportunity to apply broad based skills and practice real medicine.

= The smaller the town is, the bigger the challenges are. My work is very interesting and broad
spectrum and includes lots of surgery and obstetrics.

= Tired of being in a city.

= To better my general skills.

= Used to it since training.

= Variety of work and ability to develop skills already forgotten or not used.

= Variety of work interests/commitments.

=  Want to do procedural work.

»  Work satisfaction/lifestyle.

=  Would like to remain in this small rural town. The work is varied and challenging. Real GPs work in
the Bush!

Other reasons

= Depends on children’s situation and educational needs.
= Depends on circumstances.

= Haven't decided yet.

= In 1997 this was the only option.

= Some place.

*The number in brackets indicates the number of similar responses
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Table B18: Additional comments provided by 5-Year OTDs, by State/Territory, 2003

New South Wales

| think the 10-year moratorium needs to consider the age, year of graduation and the family
situation of the OTD. At my age (47) it gets a bit much to be on-call for obstetrics; on-call for
anaesthetics and on a 1:6 roster for accident and emergency — the after-hours workloads are
impacting on a diminishing number of procedural doctors in fairly busy rural towns. These
workloads take their toll.

| am keen to continue to work in Australia and | choose to work in rural, remote areas. | very much
wish to obtain permanent residency so | can choose where | want to work on a more permanent
basis and look forward to this.

The local rural practitioners (similar to other rural areas) acknowledged that they were overworked
and needed more GPs. They had exposure to GP registrars as well as non-VR registered OTDs.
These doctors usually work under supervision and are usually salaried (registrars and OTDs).
Upon my arrival, | had already acquired VR registration. | intended working as an associate in a 3
doctor practice in a town of 9 doctors (as per discussion during my exploratory visit to Australia 1
year prior and discussions prior to actually arriving to take up my position. The principal of the
practice sponsored me for my application for permanent residency as well. | then co-signed a
tentative agreement of association after a 3-month probationary period as an associate in the
practice and started my tenure as a full associate in the practice (sharing expenses etc. working
for own salary). The principal cannot get used to me not being in his employ.

1) Payment in rural areas is not attractive compared to city doctors as much of the time spent
working is not paid; 2) Responsibility is much more as you may be the only health facility in the
place; 3) In some places, doctors are pretending they are closing their books to make patients feel
threatened if they leave them; 4) Many or most positions available to overseas doctors offer 50%
and the doctor carries 100% indemnity risk; 5) Some non-medical people even run GP-businesses
and hire doctors and supervisors and make profits. Why should it not be that you should be a
doctor to run a GP business?

Who will listen?

| think that the 5-Year Scheme is much more likely to attract GPs to non-metropolitan areas than
the 10-Year Scheme. For many doctors coming to Australia | suspect the attraction is partly the
climate/lifestyle/geography of the place. One can 'see' five years ahead, but ten years is a very
long time to 'see ahead to'. The challenge is to make the five years a positive and worthwhile
experience for doctors that will 'sell' the non-metropolitan life to them rather than let it be a period
in the wilderness to earn the right to a somehow 'better' existence in the city. Another suggestion
would be to have a five year period 'tied' to a rural/remote location followed by five (or longer)
years with a less rigid location tie-down. So you could have GPs who are 'licensed' to work only
outside metropolitan areas, but their choice of area is not otherwise restricted. | think it is also
worth investing heavily in training schemes for doctors in the skills needed to work in rural/remote
locations - it's then less likely that they'll move to the cities.

I am fully recognised in the UK to practice as a GP. | feel that | should be regarded in the same
way here after perhaps a one to two year period of 'supervision'. The procedure to obtain: 1) a
work permit; and 2) a visa should be more streamlined; as should be 3) the medical board
recognition. 1, 2 and 3 are useless individually, as all three must be obtained in order to work and
provide a service as a doctor. | am aware that in saying this, | am saying nothing new about
bureaucracy.

Victoria

There is an increasing tendency to encourage dispensing and referrals by the local health service.
This is in competition and not by consultation with the local general practice and there is little
cooperation between the current public health nursing sister and this practice through her choice
(it did not used to be the case). 1) It appears as if the move to an extended role for nurses and the
recruitment of OTDs are at odds; 2) It seems strange that the Nursing Association will not allow
lower category nurses to dispense medication in hostels (although Personal Carers can) while
they allow these public nursing practitioners to do this: it seems it is fine for the Nursing
Association to discriminate against doctors because doctors are not members of their association.
These matters need to be resolved by nurse practitioners being allowed only to prescribe if a
doctor is not available and under his supervision and only being allowed to refer to the local
practitioner or in consultation with him.
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It would be helpful if the HIC could keep details so that it was not necessary to send the same
information over and over again.

It is quite a good program.

Would like the five years to be over any state so | could, if wanted, work interstate and count my
time towards the five years.

I'm sure you can appreciate that bringing a family here (with young children) without access to
Medicare benefits is a huge disincentive. | was perfectly happy to proceed and take FRACGP in
the professional setting in order to achieve vocational recognition. This should not be a pre-
requisite for attaining permanent residency - as the absence of the latter penalises the family and
dependents of the practitioner.

| wish to be better informed about practice buying/selling.

| feel overseas doctors deserve a bit more consideration. Thanks for the opportunity to say this.
The Scheme is a 'very secret puzzle'. | needed a lawyer's advice as to how to plan my finances,
my life and my future as this is not clear from the Scheme and all documents and requirements in
it. | am still unable to plan my future and if this continues and | am so restricted (for example to
buy a property or to plan my child's future) | will probably look around for other possibilities. This is
the third survey | have completed in the past two months. If my meetings with the rural workforces
or lecturers from the RACGP were as often, probably the survey's would be once a year or none.
The support from RACGP in obtaining Fellowship (educational resources etc.) was excellent.
Despite the 'bumps and slides' of getting here | have no regrets. When | applied to the Scheme |
believe it was early on in the program, and support and how to access it is much improved. The
Division of General Practice is very supportive in ongoing retention issues. We get an awful lot of
questionnaires. | have had more contact with requests for information since I've been here than |
ever received while trying to get here. You have to be very committed to stay the course and be
clear that this is what and where you want to be long term.

We really need better and more active support from the RWA. Not an isolated visit to which | was
exposed; where problems were discussed and nothing was done. No feedback either personally
or telephonically. There really is no support given as to the benefits of permanent residency (ie

Queensland

To provide education, seminar, in-service free paid exam course preparation to pass the
Fellowship exam.

They need to pay us some incentive to stay longer in this remote area. Not only financial support
but also extra leave loading. No Australian doctor even wants to apply for this rural remote
position.

Would like to see more regular reviews and contact in between the doctors and organisation.

The IBNR levy stinks. This is the final motivation for me, who may have 25 years of GP life ahead
of me, to consider other work/business opportunities and have medicine as a backstop if | need it.
The medical profession is under threat from the legal profession who is promoting litigation and |
can do without such rubbish in my life. | might even consider a career change to become a
solicitor and join in their 'feeding frenzy'. The increased litigation is causing a major disaster for
medical workforce and it will put more stress on us who are left to do the work. The National
Review Steering Committee should inform Mr Howard and his fellow Parliamentarians of the
feeling of medical practitioners and do their bit to save the delivery of primary health care to all
Australians. In all | feel the 5-Year OTD scheme is really excellent. It gave me security and it
would be nice to have more frequent communication from the people in charge of the program
both Federal and in the States.

Please make the requirements for - and facilities available clear to the applicants. Give both
positive and negative points re the make-up of the community, eg percentage of tertiary qualified
professionals, percentage of unemployment age and gender make-up of the community. Number
and size of different retail services, times open for business, banking facilities, churches and
community services available. Get feedback from doctors/families who worked in area before and
make all opinions/perceptions available. Create a support network eg website, regular contact
from a facilitator of the program to 'check in' and see how doctor and his family are coping. Assist
to establish equity of awards available to all positions re accommodation, vacation, study
opportunities and relief. No contact with other participants other than former contacts. Unable to
‘compare notes' to see how others are perceiving their position, whether positive or negative.
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My placement was very appropriate but there was no orientation, by any peer group/doctor. | was
not told about my contract and other working conditions till one to two months after starting to
work. | had no say in the formulation of the contract as it was done after | had already started
working.

| am a solo rural/remote GP - the only doctor in town with 1500 population. No state health
facilities or back-up. No special investigations (ie no X-Rays). No visiting specialists. My
overheads: $100 per hour; $20,000 per month; $250,000 per year (before tax, pension
contributions or any personal takings). My surgery is utilised by the community and airial health
services as an Emergency Department for mental illness, acute asthma, spinal injuries,
drownings, emergency deliveries, etc. | have no access to even a monitor, defibrillator or ventilator
etc. | have to pay and supply my practice nurse often for emergency evacuations, home visits, etc.
- all free of charge. | am always on call. Not even in the most remote areas of Africa had | to do so
much with so little infrastructure and so little support.

I may return to UK to practise but this scheme has increased my options of staying in Australia. |
work in the public hospital system and receive minimal support from local GPs (especially out of
hours).

Look after doctors who are willing to work in rural Australia. It is good to educate hospital staff
such as nurses and so on to get on with the doctor who may be from a different
culture/background.

I enjoy my work in XXXX and am very grateful to the welcoming open community. My male
spouse has been made especially welcome but his career takes him to XXXX and XXXX to work.
This leaves us with only the weekends and my days off to be together. Help with airfares back to
XXXX would be most valuable. | do however believe that even with the best outlook, support and
community, that a one-doctor town is a guaranteed burnout (I believe | can give eight years
service). | would like to eventually settle on the coast.

There has been problems obtaining locums for leave. It is important that doctors working in single
doctor towns have regular leave to prevent burn out. Regular turnover of staff (recruitment and
retention issues) makes the job very difficult. Indemnity crisis has affected my practice. Rural

South Australia

1) Consider an OTD loan/line of credit for the first 2-3 months from re-allocation grant; 2) Review
practical availability and financial support for locums (more subsidy and more time); 3) Equal
negotiated contracts with local health services and review facilities (at present one sided - like or
leave arguments with local health services (hospital); 4) Better after hours
remuneration/dispensation and negotiation ability (more from across region/state; 5) Subsidised
travel on a regular basis to visit city (non-work purposes - culture etc.) to better work and prevent
burnout.

FRACGP exams preparation was very stressful as | had to balance work/family/studying. Practise
based smaller modules done every six months would have been much easier to manage. | do not
know how a doctor working in a small rural town with a busy practise finds the time to do sufficient
studying unless adequate locum relief can be provided so that the doctor can take time off to do
intensive studying.

Reduce the hassle of renewing stay permits and allow one to simply be permanent. It allows for
better planning and access to benefits that | pay so much tax for. OTD pay about 45% of their
income as tax; 1.5% for Medicare. Surprisingly they are not entitled to Medicare since they are not
permanent residents.

Don't cheat people out of their 5-Year period and extend it with 'delayed paperwork'. It is essential
to have a practise manager in place if you come from an overseas place, and have to run your
own business. This is said in regard to ABN and tax number arrangements, staff contracts and
their awards.

For 23 years | worked in a capital city before moving to Australia. Thus moving to a small town
and working in a solo practice, has made great changes to my life. | have to write the FRACGP
exam, which is going to be a big strain on me and is one of the reasons my answers are on the
negative side. | have had very little support from the rural doctors workforce agency and most of
the information | got before | started was from other doctors in the area from where | originally
came.
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Western Australia

Provision of supervision or mentoring would help OTDs settle. Provision of CME, refresher
courses would help strengthen individual areas of weakness. The shires where OTDs should be
involved are more proactive in making the newcomers welcome and comfortable in their new
surroundings. This is lacking presently. All OTDs need some occasional time off to recover from
the strain of being in a new place and in a new environment as well as being away from where
they have come from/their family. Tax relief for rural doctors would be a great incentive to keep
them retained.

OTDs often experiencing, within the workplace, a degree of professional jealousy and are
perceived of as a threat. One is aware that other members of the medical community are aware
that there are certain individual(s) in particular practices who may be a problem (ie practices need
to be profiled as appropriate for the acceptance of OTDs).

My current registration status (restriction to RRMA 4-7 and conditional registration) even after
completing the Australian Medical Council examinations just doesn't make sense to me. | feel the
Medical Boards should be apolitical and should not be the 'gate keeper' to the Scheme. Dealings
with the Medical Boards should be on facts and merit.

1) Might have changed, but | and my family were not even part of Medicare; 2) | see the Scheme
as something we have to accept because we decided to leave our home country. No effort is
made to accommodate us even in such basics as Medicare (although being taxed as though we
have permanent residence status); 3) | was allowed to work as a solo GP (without supervision
etc.) but would have to leave the country as 'incompetent' if | had not passed the FRACGP! Look
at doctor's experience and accept that certain countries do educate excellent GPs.

The 5-Year Scheme is excellent but more work needs to be done to educate people that the
Scheme does not mean the doctors are less capable or less well trained than their Australian
colleagues. An OTD is not an ogre brought in to be told that normal medical practice is not what
happens in Australia. Medical colleagues have always been colleagues but hospital staff may
have to be educated about OTDs. | speak from personal experience.

Our intention (as a family) has always been to make a permanent move to Australia. We feel
prejudiced against by not being offered permanent residency when our intention is to remain here.
| think the Medical Board has an injudiciously authoritarian attitude in greedily consenting to my
labour but not sanctioning the entittements to me and my family that my patients enjoy as
residents/citizens of Australia. ‘Good enough to put into our system, but we will not sanction fair
reciprocal enjoyment of public benefits’. This is the impression | get of the Medical Boards attitude.
| would not do this to people who were willing to help my kindred. | feel that the rural workforce
agency should be more proactive in supporting the option of permanent residency to doctors
(OTDs) who intend to stay permanently, essentially this would be all doctors who are willing to
sign a five year contract. It costs so much more to live here as a temporary resident. This is unfair
and this is essentially my only gripe.

To work in Australia is totally different than in South Africa regarding indemnity, Medicare and
patients attitude towards health care - it would have been good to know about it beforehand.

Good program for rural medical coverage.

1) OTD Scheme is excellent; 2) Can't help wondering whether some of this money should not be
spent on encouraging Australian graduates to experience life in the bush.

It has been a challenge to reestablish a medical practice with 2.5 doctors/nurses health workers
and a practice administration staff and begin the first Aboriginal medical service (AMS) in WA with
AGPAC accreditation. It is a pity that a system has not been implemented to assure more stable
committee/management structures and interaction. | would suggest that if the organisation
structure was suitably altered, that a much more stable, dynamic and prosperous business
structure could be implemented. For instance, funding bodies should be involved in debate with
the top management of an AMS. A committee/management board should be engaged on a
regular basis to be the directorate of the business and for the immediate intervention of any
irregularities/differences. Independent auditing should be deployed. The business must function as
a holistic medical/health care system, not controlled by administrative bureaucracy. WA has a
great CME system. | haven't missed a rural workforce agency conference to date. | have also
attended the vast majority of the rural workforce agency CH23.
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As mentioned earlier, the allocation of the post needs to be on equal merit regardless of your
background, seniority, socially, geographically and others. The activities of the recruitment agents
need to be closely monitored. The body in charge of the Scheme should be sensitive enough to
complaints from the participating doctors and also create a forum for them to air their concerns.
The idea of a 5-Year OTD Scheme is great and all effort should be geared towards adhering to the
philosophy. The spouses should be given opportunity to have gainful employment as many of
them are expected to come with their spouse because of the perception that they can be
employed too.

There are many internationally qualified doctors with good experience that will gladly work in rural
and remote areas (specifically in WA of which | have experience). The Government unfortunately
makes it more and more unattractive and difficult. Also in WA why don’t Australian qualified
doctors want to work in rural areas? Something obviously must be wrong. Maybe it is time for
those people who make decisions to leave their snug offices in the cities and tour the rural areas
and see what's it all about in rural GP practice. Especially, international trained doctors feel
misused, and they need incentives more than additional regulations to go/stay in rural areas. That
will also attract more Australian qualified doctors. And please sort out the indemnity crisis. Politics
must get cut of health. The rural voters health is too big an issue to gamble with.

The 5-Year OTD Scheme should be made attractive to the foreign doctors - especially provision of
relocation grant/allowance, as its being given to the Permanent Australian Resident.

| had to leave XXXX; it wasn't my wish and it certainly wasn't my intention 2 years ago. However,
the situation in that country deteriorated to such an extent that it was no longer safe and there was
no future for my children apart from the fact my rural practice had almost disappeared. We chose
Australia after a visit in 2002 because of the opportunities it offered, the peace and stability, very
similar medical practice, friendly people with same interests and outlook. Similar way of life as in
XXXX and a fairly large XXXX expatriate community. | have found practising medicine very similar
and | have settled in very easily to the new job. Good rapport with doctors in neighbouring towns.
The Tax rate has been a bit of a shock and the cost of medical indemnity insurance very high.
Having to write the FRACGP and the costs involved needles me. | feel we need more assistance
in this regard and a new way to be assessed. | know rural colleagues in XXXX who would be
interested in working in Australia but these issues deter them.

Overall | think the 5-Year scheme is functioning well although | think there should be more support
in relocating doctors from overseas. More guidance should be given to Shires of rural towns
regarding salary packages and benefits. There are incentives from the Government to relocate city
doctors to peripheral areas - why not to rural areas as well?

Support in XXXX from allied medical services is very poor - especially mental health. There is a
big need for this service in XXXX . The lack of services puts a lot of demands on the GP. Support
from nursing staff can be poor at times. Otherwise | am generally very content with my working
arrangements. Rural workforce agency staff have been wonderful and very helpful in helping out
with educational activities/support/assistance with medical indemnity finances.

1) Allow doctors to apply for all the positions available and do not decide for the doctor - ie allow
more choice; 2) Assist the doctor to take over the practice in a small rural town so that they are
happy and have a sense of belonging rather than seeing it as a short term locum here and there.
1) More incentives for doctors - not only to the hospital doctors but the private GPs also; 2)
Concession-airfares to attend lectures of interest in Perth; 3) Settling-in allowances for GPs; 4)
Exam should be voluntary and permanent residence should not be based on it.

| have no desire to work in one of the big Australian cities unless persuaded to follow a partner.
City general practice does not appeal. I'd rather go back to England. It will however be nice to
have the choice. | do not think rural Australia is 'the back door"!

The hospital system stinks. Nurses call the shots. Doctors are only tolerated due to the fact that
the law requires it. If someone does not fix the system all OTDs will look for greener pastures. |
am certainly not going to put up with sitting in the dump from hell that | am in and trying to cope
with the system as it is.

This program (5-Year OTD Scheme) has worked very well for myself and my family.
Unfortunately the workload is increasing and I'm getting older. There doesn't seem to be many
young doctors willing to replace me. | will be forced to close shop when | want to slow down.
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Supply good quality modern housing. Give the doctor and his family Medicare benefits (we pay the
taxes alright). Allow our children officially in public schools, not as overseas students and because
rural headmasters turn a blind eye. Our children should qualify for boarding grants if there is no

Tasmania

| think it would be most important to have OTDs on the Steering Committee (this may already be
the case). | have found the whole process extremely stressful and difficult. | can imagine that for
non-English speaking doctors, the problems are magnified immensely.

| think that the 5-Year Scheme is fair. However | do believe that the two years one is given in
which to pass the FRACGP exam is insufficient for a full time GP, especially for someone trained
overseas.

The rural workforce is helpful, the patients are appreciative. Immigration Department couldn't care
less and the Medical Board is paranoid and obstructive. Too much emphasis is made of spouse
language abilities.

It would be nice to have some more support and assistance for people like me (single mother) with
2 children, in terms of negotiation of Immigration issues, family re-union and at least possibility of
family members visits to Australia. For example, my mother has tried to obtain a tourist visa 5
times for the past two years and five times she has been rejected. My husband does not want
even to try to obtain a visitors-visa as he believes it is impossible. | feel alone without my family
and | have to provide medical services to the people (deal with people's lives). Unfortunately,
nobody comes forward to help me with the problems that | have outlined.

Northern Territory

| would like to see the National Review Steering Committee (NRSC) looking at OTDs who are on
this 5-Year contract who are wholly employed in the public hospital systems throughout Australia.
Perhaps there is not many. In the NT there is a fair number. These OTDs provide good hospital
medicine. However, many like me are unable to pass the RACGP exams. | have made my own
arrangements to do one day/month at the local GP (without supervision) for the last year. This is
not enough experience to pass the GP College exam as | found out. | would suggest the NRSC to
perhaps look at alternate arrangements to assess OTDs like me who are full time hospital
employed doctors in remote and rural Australia.

1) We are not covered by Medicare as we are on temporary visas so we have to pay our own
private medical insurance. This is expensive but the employers do not help out; 2) In remote
locations child-care costs are prohibitive and for a growing family this is quite an expense and
there are no alternatives; 3) The quality of schools in remote locations is poor so | have to send
my children to a boarding school. The above reasons generally make life more expensive in
remote towns but the salaries are poor so I'm battling to cope here. Salaries should be better to
take into account our peculiar needs; 4) As temporary residents it's hard if not impossible to get
bank loans etc. (credit) so we are forced to do cash transactions only on tight incomes and
budgets. It makes life difficult. We can't even buy property because of lack of credit so one's life is
'frozen' till one obtains the permanent resident status but one can't get this until one gets the
FRACGP exams.

Whilst | welcome the opportunity to practice in XXXX, an opportunity | otherwise would not have
had and particularly welcome the halving of the ten year moratorium, the fact that my wife is
prevented from residing with me remains irksome. She is living close to her parents and entire
extended family in XXXX purely because of my chosen occupation (now of 11 years).
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