APPLICATION FOR REVOCATION OF A NON-MERGER

1.
(a)

(b)

(c)

AUTHORISATION AND SUBSTITUTION OF A NEW
AUTHORISATION

Applicant

Name of applicant:
Rural Doctors Association of Australia Limited (ABN 57 062 176 863).

Description of business carried on by applicant:

The Rural Doctors Association of Australia (RDAA) is the peak organisation
representing the interests of doctors working in rural medical practice
throughout Australia. RDAA represents the full range of rural doctors,
including specialists, rural generalists, general practitioners, and doctors
working in both the public and private sectors.

The objects of RDAA focus on acquiring the highest standard of medical care
for people living in rural and remote Australia. This includes advocating for a
highly skilled and motivated rural medical workforce, which is appropriately
trained, remunerated and supported.

Address in Australia for service of documents on the applicant:
Postal address: PO Box 3636, Manuka, ACT 2603

Suite 5 Level 2 Endeavour House

2-10 Captain Cook Cres

MANUKA ACT 2603

Email Contact: ceo@rdaa.com.au
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(a)

(b)

3.
(a)

Revocation of authorisation

Description of the authorisation, for which revocation is sought, including but
not limited to the registration number assigned to that authorisation:

Authorisation no: A91376 to the Rural Doctors Association of Australia
(RDAA) and its constituent State associations to collectively negotiate with
state/territory health departments, Country Health South Australia Local
Hospital Network, and Western Australia Country Health Service Local
Hospital Network regarding the terms of contracts for general practitioner or
rural generalist visiting medical officers (VMOSs) in rural areas.

This authorisation was granted for a period of five years and will expire on 21
November 2018.

Provide details of the basis upon which revocation is sought:

The existing authorisation (A913786) is still relevant and necessary with respect
to collective negotiations between RDAA and its constituent state associations
and State and Territory Health Departments, Western Australia Country Health
Service Local Hospital Network.

However the cessation of Medicare Locals, which have been superseded, by
Primary Health Networks and Country Health South Australia Local Hospital
Network, at a date to be advised, will transition to six new Local Hospital
Networks has resulted in the need to extend the scope of the new
authorisation to include those organisations.

In addition, due to the feedback of members and increasing challenges with
rural medical workforce in Victoria, RDAA is requesting that this authorisation
extend to cover the individual Local Health Networks within Victoria, as listed
in this application.

With the emergence of the Hospital and Health Services in Queensland,
RDAA also requests the authorisation extends to the HHS’ listed as part of this
application, as currently there is no current statewide VMO contract, and
individual doctors have bee required to negotiate with the HHS' and been
provided with only the former statewide contract as the standard. If the
statewide VMO contract arrangement recommences, the negotiations with
Queensland Health will be reinstated.

Substitution of authorisation

Provide a description of the contract, arrangement, understanding or conduct
whether proposed or actual, for which substitution of authorisation is sought:

The Rural Doctors Association of Australia (RDAA) seeks a substitution of

authorisation for the Association and its constituent members (being the Rural
Doctors Associations in each State) to enter into agreements with State Health
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Departments; Local Hospital Networks (or by known other name) and Primary
Health Networks where applicable, regarding the contracting of rural doctors,
otherwise in local or other practice, as Visiting Medical Officers (VMOs) or for
the provision of primary health care services, including after-hours services, by
these Departments and Authorities.

RDAA is seeking this authorisation, for coverage of our members under the
following provisions:

= Section 45 Competition and Consumer Act non-price — enable
negotiations on the terms and conditions of employment, not relevant
to a specific dollar value.

* Division 1 of Part 4 regarding price fixing — to have the approval for
RDAA or its constituent state associations to negotiate pay rates
and/or fees with employers regarding VMO medical practitioner
services.

These agreements could include payments for services provided to public
patients or services provided within the hospital/facility, including payments for
on-call and arrangements for rosters and on-call and other broader aspects of
support and remuneration. They could also include payments for the provision
of primary care services, including after-hours services in the general practice
or other primary care setting. They may also include broader terms and
conditions such as, but not limited to, fatigue management, clinical
governance processes and professional development support.

Industry Description:

Rural health services provide essential and critical access to over 4 million
people living in rural and remote Australia (excludes major cities and regional
centres)." The state health system through the hospital is often one of the
major employers of people living in these communities, and therefore critical to
the economy of the community. Other than in the Northern Territory or
Queensland, the majority of the medical workforce employed at the hospital is
employed through Visiting Medical Officer (VMO) contract arrangements. A
smaller percentage of the workforce in rural Queensland and Northern
Territory are also engaged under VMO employment arrangements.

The doctors who work across both private general practice and the hospital
are essential to ensure the sustainability of both services in these
communities, as there is often not sufficient work to have two separate medical
workforces employed in each location without impacting on the provision of
services or significant cost implications.

An integrated model of the rural medical workforce across hospital and general
practice is one that has been in operation for many generations. The hospital
work provides additional revenue to the individual and the practice and forms a
large portion of the remuneration package, which is critical for the successful
recruitment and retention of rural doctors.
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The state health department, or the Local Health District has the monopoly as
the “owner” of rural hospitals and therefore is the employer of rural doctors
who provide hospital services. There are only a small number of private
hospitals in rural and remote Australia, and they are not included in scope of
this authorisation application.

General Practice bulk billing rates, where the medical practitioner accepts the
Medicare rebate as the payment in full for the services provided is only higher
in very remote locations at 87.2% than the national average of 84.3%. Outer
regional and remote have bulk billing rates of 82.6% and remote 82.1%, this is
reflective of the impact of the Medicare freeze on rebates of the past five
years, and is an indication of the delicate viability and escalating costs for rural
general practice." Some states such as Victoria, in its rural hospitals have
implemented outpatient models of service, which access Medicare rebates for
the remuneration of the medical workforce, in particular GP VMOs.

VMO Services: VMO agreements are expected to be made on a state-by-
state basis, or with individual Local Hospital Networks in some circumstances.
They would continue or develop arrangements already in place in those States
where the State Health Department unilaterally elects to determine the
arrangements for the contracting of doctors to state hospitals and facilities.

The nature of negotiations, which take place at the State level, and the extent
of RDA involvement in these negotiations, varies widely between States.

National agreements concerning pay and conditions of rural VMOs are not
expected at this time but remain a possibility for the future. With work
currently being progressed on the development of a National Rural Generalist
Pathway, this may have implications for parts of the rural medical workforce
either in training years (Post Graduate Years 1-7), or once Fellowed with one
of the general practice specialty colleges.

It may also be that responsibility for more of these agreements be devolved to
Local Hospital Networks (LHNs) in the future. Circumstances may arise in
which all parties, including health consumers, would benefit if RDAA and its
constituent state associations were able to provide advice, or become involved
in these negotiations. Once again, it is not expected that national agreements
could or would be put in place.
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Under current arrangements, VMO fees for rural doctors in all States except
Victoria are set on a state-wide basis by State Departments of Health. In
Queensland, HHS currently use the previous statewide contract as the guide
for employment arrangements of current rural GP VMOs. Under authorisation
A91376, the Rural Doctors Association of Australia and its State constituent
associations have been authorised by the ACCC to participate in the
negotiation of these agreements with State Departments of Health on behalf of
rural doctors.

In Victoria, General Practitioner VMO arrangements are negotiated directly
between medical practitioners and practices and Local Hospital Networks
Boards in rural areas. The Rural Doctors Association of Victoria (RDAV) had
continued to encourage the State Government under authorisation A91376 to
implement a State-wide arrangement, which it believes to be allowed under
the 1987 Health Services Act, as being in the best interests for the rural public.

Negotiations with Primary Health Networks: With respect to Primary
Health Networks, the proposed substitution of authorisation would allow RDAA
and its constituent State Associations to become involved in negotiations
between rural doctors and practice entities for the provision of a range of
primary health care services, including after-hours services and mental health
services, with their respective Primary Health Networks, where RDAA
involvement is appropriate. These arrangements would largely take place at
the local level and it is not envisaged that any state or national agreements
could or would be put in place.
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(b)

(¢)

This application does not extend to rural specialists working in specialist areas
other than general practice (the Australian Health Practitioner Regulation
Agency recognises general practice as a specialist discipline).

The proposed arrangements would be entirely voluntary. Parties to the
application would not be bound to participate in the proposed arrangements
and there is no provision or intention for any boycott arrangements as part of
this application.

On 28 February 2018, the ACCC granted authorisation (No: A91599) to
general practitioners who operate within certain team-based practice
structures to engage in collective bargaining with purchasers of VMO and
primary care services. This authorisation is necessary and relevant; however
it refers to single practice entities and therefore does not cover broader
negotiations between purchasers of VMO or primary health care services on
the one hand and organisations such as the RDAA on the other.

Under the proposed arrangements for this application for revocation and
substitution, and further to any arrangements under ACCC authorisation
A913786, rural doctors and practices will be able to have contracts with
purchasers of VMO and other hospital services, and/or their respective
Primary Health Networks, where the content may be determined with input
from RDAA or State RDAs.

Description of the goods or services to which the contract, arrangement,
understanding or conduct (whether proposed or actual) relate:

Provision of medical services including surgery, obstetrics, anaesthetics,
emergency services and broad inpatient care and medical consultations by
rural generalists and rural general practitioners in rural public hospitals and
health facilities.

Primary medical care and related services, including after-hours services, and
mental health, which may be provided under agreement to Primary Health
Networks.

The term for which substitute authorisation of the contract, arrangement or
understanding (whether proposed or actual), or conduct, is being sought and
grounds supporting this period of authorisation:

The substitute authorisation is requested for a period 5 years. The negotiation
of the arrangements relating to the provision of services in rural hospitals and
health services is an ongoing process with fees and arrangements being
reviewed/indexed usually on a yearly basis.
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RDAA anticipates that there will be a continuing need for this authorisation, as
the nature and demands of rural medical practice are unlikely to change in the
short to medium term.

The current authorisation (no A91376) for which revocation and substitution is
applied, was granted for a period of 5 years. Given that this authorisation has
worked effectively, a similar time frame would be appropriate for this
application.

On 28 February 2018, the ACCC granted authorisation (No: A91599) through
the Australian Medical Association to general practitioners who operate within
certain team-based practice structures to engage in collective bargaining with
VMO service purchasers. This authorisation has duration of 10 years, expires
22 March 2028.

4, Parties to the contract, arrangement or understanding (whether
proposed or actual), or relevant conduct, for which substitution of
authorisation is sought

(a)  Names, addresses and description of business carried on by those other parties
to the contract, arrangement or understanding (whether proposed or actual), or
the relevant conduct:

Members of RDAA and its Constituent State Associations: The
individual doctors who would be a party to contracts with the State Health
Authorities would be current and future members of the RDAA and its
constituent State Associations. These doctors are rural general practitioners
(including GP Registrars and locums) and rural generalists who provide
services in public hospitals and health facilities as Visiting Medical Officers,
and primary care services, including after-hours services, which may be
contracted by Medicare Locals.

It is not intended for the RDAA or its constituent State Associations to
negotiate on behalf of rural medical specialists who are not engaged in the
specialty of general practice as a part of this authorisation.
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State Health Departments/Authorities in each State, as listed below:

Party

Postal Address

Department of Health - New South Wales

Locked Mail Bag 961
NORTH SYDNEY NSW 2059

Department of Health and Community
Services — Northern Territory

PO Box 40596
CASUARINA NT 0811

Department of Health — South Australia PO Box 287

Rundell Mall

ADELAIDE SA 5000
Department of Health and Human Services | GPO Box 125
—Fasmans HOBART TAS 7001
Department of Health and Human Services | GPO Box 4057
= ieiria MELBOURNE VIC 3001
Department of Health — Western Australia | PO Box 8172

Perth Business Centre

PERTH WA 6849

The nature of negotiations for VMO and other hospital-based services varies
from State to State, as does the level of RDA involvement in these
negotiations. More information on these negotiations is included in Section

(5).

Local Hospital Networks (LHNs): LHNs are separate statutory

authorities, which are responsible for the management of public hospitals.
The boundaries for the 137 LHNs include 124 geographically-based networks,
together with 13 state-wide networks which will deliver some specialised
services across some jurisdictions.

LHNs are made up of small groups of local hospitals that collaborate to deliver
patient care and manage their own budget. LHNs will be held directly
accountable for their performance. The size and scope of responsibility for
LHNs varies from State to State.

Although it is likely that current arrangements for the negotiation of VMO fees
and conditions will continue at the State level for all States except Victoria, this
may change in the future, and the role of LHNs may possibly evolve to include
direct negotiations with organisations such as RDAA and its constituent state
associations, as well as with individual doctors, regarding the provision of
these and other services.
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In Victoria, the Local Health Networks are the employer of the medical
workforce at the local rural hospital. In hospitals located in Modified Monash
Model" 3 - 7 areas, doctors are generally employed under VMO
arrangements. At this point in time, the governance and catchments of health
services in Victoria are not expected to change, and hospital boards (which
will be referred to as LHNs) will continue to individually negotiate VMO fees
and conditions directly with doctors. The Rural Doctors Association of Victoria
(RDAV) wishes to continue advocate for State-wide arrangements in Victoria,
believing these to be beneficial in other States. However, due to limited
reception on state-wide arrangements to date, RDAV is also seeking to
negotiate on behalf of GP VMOs with each LHN, if they elect to engage in a
more centralised LHN wide approach, while maintaining their independence
from a state wide system.

In Queensland, where previously VMOs had been able to negotiate contracts
at a state level, with the establishment of Hospital and Health Services(HHS),
VMO arrangements no longer continue to be negotiated statewide. RDAQ is
seeking to be able to negotiate with individual HHS’, if the HHS agrees.

Primary Health Networks: Primary Health Networks (PHNs) have been
established with the key objectives of increasing the efficiency and
effectiveness of medical services for patients, particularly those at risk of
poor health outcomes, and improving coordination of care to ensure patients
receive the right care in the right place at the right time."

The Australian Government established the 31 Primary Health Networks
across Australia in 2015. Each PHN is overseen by a board of directors, and
is advised by a clinical council and a community advisory committee."

The PHNs are expected to commission external health care providers to meet
regional needs. For example PHNs fund:

* After hours services

* Mental health services

¢ Health promotion programs

* Primary care support
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(b)  Names, addresses and descriptions of business carried on by parties and other
persons on whose behalf this application is made:

Members of RDAA and its Constituent State Associations: The individual
doctors, who would be a party to contracts with the State Health Authorities,
would be current and future members of the RDAA and its constituent State
Associations. These doctors are rural general practitioners and/or rural
generalists (including GP Registrars and locums) who provide services in
public hospitals and health facilities as Visiting Medical Officers, and primary
care medical services, including after-hours services and mental health, which
may be contracted by Primary Health Networks.

(c)  Where those parties on whose behalf the application is made are not known -
description of the class of business carried on by those possible parties to the
contract or proposed contract, arrangement or understanding:

n/a

5. Public benefit claims

(a)  Arguments in support of application for substitution of authorisation:
(See Direction 6 of this Form)

RDAA is applying for this substitution of authorisation on the grounds that, if
granted, it will support rural doctors and facilitate their participation in the
provision of VMO and other services. This in turn will promote more efficient
delivery of health care services, better workforce recruitment and retention,
and improved health outcomes for rural and regional communities in the
longer term.

The inclusion of Victorian LHNs and Queensland HHSs recognises the
associated costs to the health system in contract negotiation, contract
management and sustaining expertise in medical workforce management, and
aims to provide a more cost efficient process for the engagement of VMO GPs
in rural and remote hospitals across all of Australia.

Continuity of Existing Negotiations and Arrangements.: The granting
of this application for revocation and substitution of A91376 would enable the
RDAA and its State members to continue to effectively negotiate with the State
health authorities regarding VMO services provided by rural doctors. This is
especially necessary in States such as South Australia, where these
negotiations are ongoing.

It would also enable RDAA and the State RDAs to support their rural doctor

members in any negotiations with LHNs and Primary Health Networks, which
are carried out at the regional or local level.
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The existing authorisation (A91376) has facilitated effective negotiations and
agreements in a number of States and it is anticipated that these
arrangements would continue under this application.

New South Wales - A series of state-wide agreements has been made
between the NSW Department of Health (NSWDOH) and the Rural Doctors
Association of New South Wales (RDANSW) and/or the Australian Medical
Association (NSW) and that define the terms and conditions of individual VMO
service contracts.

South Australia — the South Australian Department of Health (SADOH),
through Country Health SA Local Hospital Network (CHSA LHN), until recently
operated as a single agency covering all health units in country SA. The South
Australian government, through CHSA LHN, has adopted a collaborative
model in negotiating the South Australian Rural Medical Engagement
Schedule and the South Australian Medical Schedule of Fees. This involves
consultation with Rural Doctors Association of South Australia (RDA SA) to
work through the industrial process in a collaborative manner. In the last
round of negotiations in 2017 for the Rural General Practitioner Fee for
Service Agreement, the AMA South Australia lead the negotiations for 16 case
mix funded hospitals, with RDASA providing critical support. RDASA lead the
negotiations in relation to the provisions for the 48 smaller grant funded
hospitals.

Queensland - In Queensland, ‘VMO’ refers to Visiting Senior Specialists,
Visiting Specialists and Visiting Medical Officers (GPs including Rural
GPs/Rural Generalists). While not directly represented, the Rural Doctors
Association of Queensland (RDAQ) has been involved in these

negotiations. Rural Doctors Association of Queensland seeks to negotiate on
behalf of Visiting Medical Officers (including rural GPs and Rural

Generalists) contracting to rural and remote services with the State
Government (acting through Queensland Health, the Department of Corrective
Services and the Department of Communities) and each of the Health and
Hospital Services (LHNs) as listed.

Prior to devolvement to individual Health and Hospital Services the State
government (acting through Queensland Health, the Department of Corrective
Services and the Department of Communities) negotiates an agreement with
the Queensland Branch of the Australian Medical Association concerning the
supply of VMO services. In Queensland, ‘'VMO'’ refers to Visiting Senior
Specialists, Visiting Specialists and Visiting Medical Officers (GPs including
Rural GPs/Rural Generalists). While not directly represented, the Rural
Doctors Association of Queensland (RDAQ) has been involved in these
negotiations.

Western Australia - most country doctors in the southern half of the state
provide services to their local hospitals under contract. Visiting medical
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practitioners are engaged on the basis of a medical service agreement (MSA).
The terms and conditions component of the MSA is largely non-negotiable.
The content of the schedules is negotiated individually (with doctors or their
agents), taking into account the skills of the doctor concerned, the service
requirements of the hospital(s), the volume of service anticipated to be
purchased and the payment models preferred by both parties. The Rural
Doctors Association of Western Australia (RDAWA) supports individual
members in these negotiations.

Tasmania - VMOs operate predominantly under arrangements set by the
State government, with some consultations regarding these arrangements
taking place with rural doctors and the Australian Medical Association
(Victorian Branch).

As a result of RDAA and its constituent State Association Rural Doctors
Association of Tasmania (RDAT) being able to be involved in these
negotiations, there has been more certainty for rural doctors. This in turn
increases the possibility of doctors participating in VMO rosters in rural areas.
In 2016/17, RDAT supported AMA Victoria in the negotiations for the new
Rural Medical Practitioners (Public Sector) Agreement, which included a range
of improvements for the employment conditions of the doctors working under
this agreement.

Negotiations with Local Hospital Networks and Primary Health
Networks: As previously outlined, there is the possibility that some VMO or
other agreements could be negotiated directly with LHNs in the future. If this
is the case, the proposed authorisation would provide support for doctors and
practices in those negotiations.

Any initiative that facilitates rural workforce recruitment and retention, including
the granting of this substitution of authorisation, will in turn improve health
outcomes and result in considerable economic and social benefits for rural
communities.

Health Outcomes in Rural Communities:
Rural Australians have poorer health outcomes than their urban counterparts.

Australia’s Health 2016, the biennial report from the Australian Institute of
Health and Welfare (AIHW), was released in June 2016. The report shows
that:

* people who live in outer regional, rural and remote areas are in the disease
prevalence reporting rate higher than major cities in nine of the ten
diseases listed, the tenth disease the prevalence is equal.

* The report states, “For nearly all causes of death, rates were higher for
people living outside of Major cities, with people in Remote and Very
remote areas faring the worst™"

Additionally:
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* life expectancy in rural and remote areas is up to 7 years less than the city,
* rural mortality rates are up to 3 times higher than city rates
* There is a higher prevalence of mental health problems in
rural and remote areas, and
* Suicide rates in rural and remote areas are up to 30% higher than in cities.

With approximately 30% of people living outside the major cities, tthese poor
health outcomes have a significant range of economic and social impacts,
including lost productivity and increased health care costs, at both the local,
regional and national level.

The Rural Medical Workforce:

The shortage of rural doctors appropriately skilled in advanced community and
hospital medical care is a significant contributing factor to poor health
outcomes in rural communities.

Australia’s Health 2016 notes that there are 441.6 medical practitioners per
100,000 head of population in major cities and this decreases the more rural
and remote you go. In remote and very remote communities this number
drops to 262.8 medical practitioners per 100,000 head of population.

For General Practitioners the numbers do improve the more remote you go
111.6 GPs per 100,000 population in major cities to 135.5 per 100,000
population in remote and very remote.” This however does not describe the
complexity of medicine due to lack of specialists in the area, the impact on
tyranny of distance to access the GP service, as the 100,000 population are
spread over a much larger geographical area than people living in major cities.
There is also evidence that people living in these locations access their
General Practitioner less than half than people living in major cities."

The General Practice workforce is an ageing workforce. In 2012 the average
age was 50.8 years, and in 2015, the average age was 51.4 years. In 2015
40.5% of the workforce of 27,754 are over the age of 55 years, up from 37.9%
of 25,958 GP work force in 2012. A real increase of 1,402 GPs in the over 55
years age bracket. This is also impacting on the interest and willingness of
this workforce to provide services, particularly the after hours services at the
hospitals.

Currently, Overseas Trained Doctors (OTDs) make up approximately 40% of
the medical workforce in regional, rural and remote locations.™" In many
cases, those doctors only partially fill the rural general practice service gap
because, starting often with training inadequate to the Australian rural context,
they are compelled to work in rural and remote areas, due to Federal
Government policy, where they face cultural and geographic isolation, with
often limited opportunities for ongoing mentoring and training.

The upshot of this situation is that there has been and continues to be
pressure on medical services in rural hospitals especially in terms of acute
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medical, emergency, obstetric, after hours, and advanced community medical
care. The Commonwealth Government’s commitment to establish a National
Rural Generalist Pathway is a key strategy to encourage and incentivise more
Australian Trained Medical Graduates to work in rural and remote Australia.

Australian universities are now graduating over 3,000 medical students each
year who have been supported by the Commonwealth Government. There are
full fee paying students in addition. There is now an opportunity to build up the
rural workforce, but this will only be achieved if there are support networks in
place as well as mature industrial arrangements comparable to those available
in major cities and large regional centres hospital systems. There are also
trends of the emerging workforce working fewer hours, to do limited oncall after
hours, and this is a risk to the future sustainability of services, if sufficient
workforce numbers are not achieved.

(b)  Facts and evidence relied upon in support of these claims:

Statistics relevant to the rural medical workforce and to the health of rural
Australians are provided in the previous section.

Market definition

Provide a description of the market(s) in which the goods or services described
at 3 (b) are supplied or acquired and other affected markets including:
significant suppliers and acquirers; substitutes available for the relevant goods
or services; any restriction on the supply or acquisition of the relevant goods or
services (for example geographic or legal restrictions):

(See Direction 7 of this Form)

The provision of VMO services to rural hospitals and health
facilities: These services are provided by rural general practitioners to rural
medical facilities within a defined geographic area, and usually in the
community in which the practitioner is located in the vast majority of cases.
There may be some instances where VMO services are provided to hospitals
and facilities in other towns in the vicinity. These would usually relate to
procedural services such as obstetrics or anaesthetics, or to services provided
to facilities in nearby locations where there is no available medical practitioner.
In a large number of rural and remote hospitals across Australia, the VMO GP
workforce makes up the full complement of medical practitioner workforce.

Given the distances and associated travel time involved, it is not usual for a
rural medical general practitioner to provide VMO or other services to multiple
hospitals or facilities. Where this does happen, it is usual for individual
negotiations to occur.
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The provision of services to Primary Health Networks: These
services would be provided by rural doctors within a defined geographic area
and usually restricted to the community in which the doctor is located.

s Public detriments

(a)  Detriments to the public resulting or likely to result from the substitute
authorisation, in particular the likely effect of the conduct on the prices of the
goods or services described at 3 (b) above and the prices of goods or services in
other affected markets:

(See Direction 8 of this Form)

The existing arrangements for the state-wide negotiation of VMO agreements
have worked well to date with no evidence of public detriment. This
application for revocation and substitution would see a continuation of these
arrangements but with an extension to include Local Hospital Networks
(LHNs) and Primary Health Networks.

(b) Facts and evidence relevant to these detriments:

With the exception of Victoria, the vast majority of rural doctors will have no
choice but to accept the VMO fees and conditions, which have been
negotiated on a state-wide basis, under existing arrangements and with RDA
input.

In Victoria, the proposed arrangements are a continuation of those, which
have been in place since the previous authorisation, which have not resulted in
any known public detriment to date. However, a recent survey of RDAV
members and other Victorian rural doctors, the issue of independent contract
negotiations has been identified as a critical issue for the rural medical
workforce, and RDAV has been requested to address.

In Queensland, with the success of the Rural Generalist Pathway, rural
procedural hospital salaried medical workforce have benefited from improved
provisions under the Award. However, the same outcomes for general
practice have not been achieved. It is critical that GPs working in private
practice and providing services to rural hospitals under VMO arrangements
have the support and recognition to ensure private general practice is
sustainable in Queensland rural and remote communities.

It should also be noted that there has not been and would be no compulsion
associated with the proposed arrangements and that all parties can avail
themselves of other arrangements.
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8. Contracts, arrangements or understandings in similar terms

This application for substitute authorisation may also be expressed to be made in relation
to other contracts, arrangements or understandings (whether proposed or actual) that are,
or will be, in similar terms to the abovementioned contract, arrangement or understanding

(a)ls this application to be so expressed?
No
(b)  If so, the following information is to be furnished:

(i) description of any variations between the contract, arrangement or
understanding for which substitute authorisation has been sought and those
contracts, arrangements or understandings that are stated to be in similar terms:
(See Direction 9 of this Form)

(i) Where the parties to the similar term contract, arrangement or understanding(s)
are known - names, addresses and description of business carried on by those

other parties:
(See Direction 5 of this Form)

(ili)  Where the parties to the similar term contract, arrangement or understanding(s)
are not known — description of the class of business carried on by those
possible parties:

9. Joint Ventures

(a)  Does this application deal with a matter relating to a joint venture (See section
4] of the Competition and Consumer Act 2010)?

No

(b) If so, are any other applications being made simultaneously with this
application in relation to that joint venture?

(c)  If so, by whom or on whose behalf are those other applications being made?

10. Further information

(a)  Name, postal address and telephone contact details of the person authorised by
the parties seeking revocation of authorisation and substitution of a
replacement authorisation to provide additional information in relation to this
application:

Peta Rutherford

Chief Executive Officer

Rural Doctors Association of Australia Limited
PO Box 3636
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MANUKA ACT 2603

Email: ceo @rdaa.com.au
Telephone: 02 6239 7730

Dated 27 July 2018

To the best of my knowledge and belief, the information provided in this application in
response to the questions in this form is true, accurate and complete.

Signed by/on behalf of the applicant

A

Peta Leahan Rutherford

Rural Doctors Association of Australia

Chief Executive Officer
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DIRECTIONS

1. Where there is insufficient space on this form to furnish the required information, the
information is to be shown on separate sheets, numbered consecutively and signed by
or on behalf of the applicant.

2. Where the application is made by or on behalf of a corporation, the name of the
corporation is to be inserted in item 1 (a), not the name of the person signing the
application and the application is to be signed by a person authorised by the
corporation to do so.

3. In item 1 (b), describe that part of the applicant’s business relating to the subject
matter of the contract, arrangement or understanding, or the relevant conduct, in
respect of which substitute authorisation is sought.

4. In completing this form, provide details of the contract, arrangement or understanding
(whether proposed or actual), or the relevant conduct, in respect of which substitute
authorisation is sought.

(a) to the extent that the contract, arrangement or understanding, or the relevant
conduct, has been reduced to writing — provide a true copy of the writing; and

(b) to the extent that the contract, arrangement or understanding, or the relevant
conduct, has not been reduced to writing — provide a full and correct
description of the particulars that have not been reduced to writing; and

(¢) If substitute authorisation is sought for a contract, arrangement or
understanding (whether proposed or actual) which may contain an exclusionary
provision — provide details of that provision.

5. Where substitute authorisation is sought on behalf of other parties provide details of
each of those parties including names, addresses, descriptions of the business
activities engaged in relating to the subject matter of the authorisation, and evidence
of the party’s consent to authorisation being sought on their behalf.

6. Provide details of those public benefits claimed to result or to be likely to result from
the contract, arrangement or understanding (whether proposed or actual), or the
relevant conduct, including quantification of those benefits where possible.

7. Provide details of the market(s) likely to be affected by the contract, arrangement or
understanding (whether proposed or actual), in particular having regard to goods or
services that may be substitutes for the good or service that is the subject matter of the
application for substitute authorisation.

8. Provide details of the detriments to the public, including those resulting from the
lessening of competition, which may result from the contract, arrangement or
understanding (whether proposed or actual). Provide quantification of those
detriments where possible.

9. Where the application is made also in respect of other contracts, arrangements or
understandings, which are or will be in similar terms to the contract, arrangement or
understanding referred to in item 2, furnish with the application details of the manner
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in which those contracts, arrangements or understandings vary in their terms from the
contract, arrangements or understanding referred to in item 2.

L]

" hitps://sarrah.org.au/demongraphy-and- -population 2016 Census 24.13 million Aust pop.
i htLp /www, hv.alth:m du/mluml/mam/puhlnhmo nsI/( onlcnt/Annua Medmu: Statistics

* http://www.health.gov.au/internet/main/publishing nst/content/primary _health_networks

Y hitps://www.healthdirect.gov.au/primary-health- -networks-phns

vl https://www.aihw.gov.au/reports/rural-health/rural-remote-health/contents/rural-health

¥ Australian Institute of Health and Welfare : Medical Practitioners workforce 2015 report

¥ https://www.myhealthycommunities.gov.au/our- -reports/gp-and-speicalists-attendances-and-expenditure/june-201 8

™ Australian Government Department of Health, NWHDS Medical Practitioner 2013 and 2016
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Primary Health Networks — rural service provision

PHN

Chief Executive Officer

Email

Aust. Capital Territory

Gaylene Coulton

reception@capitalhn.com.au

Nepean Blue Mountains

Lizz Reay

admin@nbmphn.com.au

Western NSW

Andrew Harvey

admin@wnswphn.com.au

Hunter New England and
Central Coast

Richard Nankervis

info@hneccphn.com.au

South Eastern NSW

Dianne Kitcher

info@coordinare.org.au

North Coast Sharyn White enquiries@ncphn.org.au
Murrumbidgee Melissa Neal ceo@mphn.org.au
Northern Territory Nicki Herriot ntphn@ntphn.org.au

Central Queensland and
Wide Bay, Sunshine Coast

Pattie Hudson

info@ourphn.org.au

Western Queensland

Stuart Gordon

admin@wagphn.com.au

Brisbane South

Sue Scheinpflug

info@bsphn.org.au

Darling Downs and West
Moreton

Merrilyn Strohfeldt

info@ddwmphn.com.au

Northern Queensland

John Gregg

hello@primaryhealth.com.au

Country SA Mr Kim Hosking enquiry@countrysaphn.com.a
u

Tasmania Phil Edmondson info@primaryhealthtas.com.au

Gippsland Marianne Shearer info@qgphn.org.au

Murray Matt Jones info@emphn.org.au

Western Victoria

Leanne Beagley

info@westvicphn.org.au

Country WA

Leanne Durrington

info@wapha.org.au




Queensland Hospital and Health Service (HHS) List

Cairns and Hinterland

Health Service Chief Executive

Ms Clare Douglas

Contact the executive team:
Jessica Bishop, Executive Support Officer

Phone: +61 7 4226 3205
Fax: +61 7 4226 3245
Email: CE Office CHHHS@health.gld.gov.au

Contact the board:

Fiona Justin, Director of Governance & Strategy (Board Secretary)
Phone: +61 7 4226 3266

Email: CHHHS Board@health.gld.gov.au

Address: PO Box 902 Cairns QLD 4870 Australia

Central Queensland

Health Service Chief Executive

Mr Steve Williamson

Contact the executive team:

Larin Bligh, Executive Services Officer

Phone: +61 7 4920 6282

Fax: +61 7 4920 6335

Email: MD13-CentralQLD-HSD@health.qgld.gov.au
Address: PO Box 871 Rockhampton QLD 4700 Australia

Read more about Central Queensland Board Members.

Contact the board:

Kristy Richardson, Secretariat

Phone: +61 7 4920 5759

Email: COQHSCE@health.gld.gov.au

(For chair correspondence mark as for chair)
Address: PO Box 871 Rockhampton QLD 4700

Central West

Health Service Chief Executive (Interim)

Ms Jane Hancock



Contact the executive team:

Kylie Dalzell, Executive Services Officer

Phone: +61 7 4652 8000

Fax: +61 7 4652 8099

Email: MD14-CentralWest-HSD@health.gld.gov.au
Address: PO Box 510 Longreach QLD 4730 Australia

Contact the board:

Debbie Searles, Secretariat

Phone: +61 7 4652 8031

Email: MD14-CentralWest-HSD@health.gld.gov.au
Address: PO Box 510 Longreach QLD 4730 Australia

Contact the board:

Emma Cuell, Secretariat

Phone: +61 7 3068 5577

Fax: +61 7 3068 4579

Email: CHQ Board@health.qgld.gov.au

Address: PO Box 3474 South Brisbane QLD 4101 Australia

Darling Downs

Health Service Chief Executive
Dr Peter Gillies

Contact the executive team:

Kathryn Clifford, Executive Services Officer

Phone: +61 7 4699 8412

Fax: +61 7 4699 8400

Email: DDHHS@health.gld.gov.au

Address: PO Box 405 Toowoomba QLD 4350 Australia

Contact the board:

Amy Keys, Secretariat

Phone: +61 7 4699 8402

Fax: +61 7 4699 8400

Email: DDHHS Board@health.gld.gov.au

Address: PO Box 405 Toowoomba QLD 4350 Australia

Mackay

Health Service Chief Executive
Ms Jo Whitehead

Contact the executive team:

Dawn Mansfield, Executive Services Officer
Phone: +61 7 4885 6202



Fax: +61 7 4885 6769
Email: MD23-Mackay-HSD@health.gld.gov.au
Address: PO Box 5580 Mackay Mail Centre QLD 4741 Australia

Metro South

Health Service Chief Executive
Dr Stephen Ayre

Contact the executive team:

Annette Crawford, Executive Services Officer

Phone: +61 7 3156 4949

Email: MD05-MetroSouthHSD@health.qgld.gov.au

Address: PO Box 4043, Eight Mile Plains QLD 4113 Australia

North West

Health Service Chief Executive

Ms Lisa Davies Jones

Contact the executive team:

Tammy Parry, Manager, Office of the Chief Executive
Phone: +61 7 4744 4450

Fax: +61 7 4764 0217

Email: MD22-MtlIsa-HSD@health.gld.gov.au
Address: PO Box 27 Mt Isa QLD 4825 Australia

South West

Health Service Chief Executive
Ms Linda Patat

Contact the executive team:
Nardia Burey, Acting Executive Support Officer to Chief Executive

Phone: +61 7 4505 1568

Fax: +61 7 4505 1550

Email: MD07-SouthWest-HHS@health.gld.gov.au
Address: PO Box 1006 Roma QLD 4455 Australia

Sunshine Coast

Health Service Chief Executive

Adj Professor Naomi Dwyer



Contact the executive team:

Executive Support Officer

Phone: +61 7 5202 0035

Fax: +61 7 5202 0522

Email: SCHHS Chief Executive@health.gld.gov.au

Address: Sunshine Coast University Hospital, PO Box 5340, Sunshine Coast MC, QLD 4560
Australia

Torres and Cape

Health Service Chief Executive

Beverley Hamerton, Acting Health Service Chief Executive

Contact the executive team:

Kayleen Khan, Executive Services Officer

Phone: +61 7 4082 3600

Fax: +61 7 4082 3799

Email: MD21-TorresCape-HHS@health.gld.gov.au
Address: PO Box 341 Weipa QLD 4874 Australia

Townsville

Acting Health Service Chief Executive

Mr Kieran Keyes

Contact the executive team:

Narelle Baker, Executive Services Officer

Phone: +61 7 4433 0072

Fax: +61 7 4433 0097

Email: MD25-Townsville-HSD@health.gld.gov.au
Address: PO Box 670 Townsville QLD 4810 Australia

West Moreton

Health Service Chief Executive

Dr Kerrie Freeman

Contact the executive team:

Leeanne Di Bella, Senior Executive Support Officer

Phone: +61 7 3810 1126

Fax: +61 7 3810 1769

Email:

for all correspondence: MD09-WestMoreton-HSD@health.gld.gov.au for Chief
Executive: WM HSCE@health.qgld.gov.au

Address: PO Box 73 Ipswich QLD 4305 Australia



Wide Bay

Health Service Chief Executive
Mr Adrian Pennington

Read more about the Wide Bay Executive Team.

Contact the executive team:

Donna Dowdle, Executive Secretary

Phone: +61 7 4150 2020

Email: MD18-WideBay-HSD-HOME@health.gld.gov.au
Address: PO Box 34 Bundaberg QLD 4670 Australia




Victorian Local Hospital Networks

. Albury Wodonga Health

0 Leigh.McJames@awh.org.au

. Alexandra District Hospital
. Alpine Health

0 info@alpinehealth.org.au

Bairnsdale Regional Health Service

0 email@brhs.com.au

Ballarat Health Services

0 dale.fraser@bhs.org.au

Barwon Health

0 PO Box 281, GEELONG, VIC, 3220
Bass Coast Regional Health

0 PO Box 120, WONTHAGGI, VIC, 3995
Beaufort & Skipton Health Service

0 28 Havelock Street, BEAUFORT, VIC, 3373
Beechworth Health Service

0 beechworth.health.service@hume.org.au

Benalla Health
0 PO Box 406, BENALLA, VIC, 3672
Bendigo Health Care Group

0 Attention Peter Faulkner CEO, info@bendigohealth.org.au

Boort District Health

0 Attention Darren Clarke CEO, admin@bdh.vic.gov.au
Casterton Memorial Hospital

0 mail@cmh.org.au
Castlemaine Health & Maldon Hospital

0 Attention lan Fisher



Central Gippsland Health Service

0 Attention Frank Evans enguiries@cghs.com.au

Cobram District Health
0 Attention Jacque Phillips
Cohuna District Hospital

0 Attention Ben Maw info@cdh.vic.gov.au

Colac Area Health

0 Attention Geoff lles 03 5232 5100
Djerriwarrh Health Services

0 Attention Belinda Scott info@djhs.org.au
Dunmunkle Health Services

0 Rupanyup@dunmunkle.com.au

East Grampians Health Service
0 Attention Andrew Freeman info@gshs.com.au
East Wimmera Health Service

0 Attention Trevor Adem starnaud@ewhs.org.au

Echuca Regional Health
0 Attention Nick Bush nbush@erh.org.au
Edenhope and District Memorial Hospital
0 Attention Kevin Mills info@edmbh.org.au
Gippsland Southern Health Service
0 Attention Mark Johnson info@gshs.com.au
Goulburn Valley Health and Yea & District Memorial Hospital
0 Attention Matt Sharp
Heathcote Health

0 Attention Dan Douglas admin@heathcotehealth.org

Hepburn Health Service

0 info@hhs.vic.gov.au




Hesse Rural Health Service

0 reception@hesse.vic.gov.au

Heywood Rural Health

0 Attention Ros Jones rfijones.hrh@swarh.vic.gov.au

Inglewood & Districts Health Service

0 Attention Tracey Wilson admin@idhs.vic.gov.au

Kerang District Health

0 Attention Robert Jarman contact@kerhosp.vic.gov.au

Kilmore & District Hospital

0 kilmoreweb@humehealth.org.au

Kooweerup Regional Health Services

0 Attention Frank Megens gregorys@krhs.net.au

Kyabram & District Health Services

0 Attention Peter Abraham info@kyhealth.org.au

Kyneton District Health Service

0 Attention Maree Cuddihy info@kynetonhealth.org.au

Latrobe Regional Hospital

0 Attention Peter Craighead enquiries@Irh.com.au

Lorne Community Hospital

0 Attention Kate Gillan enquiries@lIch.org.au

Mansfield District Hospital

0 Attention Cameron Butler reception.main@mdh.org.au

Maryborough District Health Service

0 Attention Terry Welch mdhs@mdhs.vic.gov.au

Moyne Health Services

0 Attention Jackie Kelly reception@moynehealth.vic.gov.au

Nathalia District Hospital

0 nathalia@humehealth.org.au




Northeast Health Wangaratta

0 Attention Margaret Bennett enguiries@nhw.org.au

Numurkah District Health Service

0 Attention Jacque Phillips Numurka.hospital@ndhs.org.au

Omeo District Health

0 reception@omeohs.com.au

Orbost Regional Health

0 Attention Meryn Pease meryn.pease@orh.com.au

Otway Health & Community Services

0 Attention Kate Gillan otwayhealth@swarh.vic.gov.au

Portland District Health

0 Attention Christine Giles pdh@swarh.vic.gov.au

Ramsay Health Care Limited (Mildura Base Hospital)

0 Attention Julia Morgan morganj@ramsayhealth.com.au

Robinvale District Health Services

0 Attention Mara Richards mrichards@rdhs.com.au

Rochester & EImore District Health Service

0 Attention Anne McEvoy rochhosp@redhs.com.au

Rural Northwest Health

0 hadmin@rnh.net.au

Seymour District Memorial Hospital

0 Attention Chris O’Donnell info@seymourhealth.gov.au

South Gippsland Hospital

0 Attention Chris Trotman chris.trotman@sghs.com.au

South West Healthcare

0 ceo-office@swh.net.au

Stawell Regional Health

0 Attention Libby Fifis libby.fifis@srh.org.au




Swan Hill District Health

0 Attention Ted Rayment ceo.office@shdh.org.au

Tallangatta Health Service

0 Attention Denise Parry THS@ths.vic.gov.au

Terang & Mortlake Health Service

0 Attention Julia Ogdin info@tmhs.vic.gov.au

Timboon & District Healthcare Service

0 Attention Garry Sheehan timboon@swarh.vic.gov.au

Upper Murray Health & Community Services

0 enquiry@corryonghealth.org.au

West Gippsland Healthcare Group

0 Attention Dan Weeks info@wghg.com.au

West Wimmera Health Service

0 Attention Ritchie Dodds corporate @wwhs.net.au

Western District Health Service
0 Attention Rohan Fitzgerald ceo@wdhs.net
Wimmera Health Care Group

0 Catherine.morley@whcg.org.au

Yarram & District Health Service

0 Attention Colleen Boag ydhs@ydhs.com.au

Yarrawonga Health

0 Attention Elanine Mallows Elaine.mallows@yh.org.au
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Name:
Spouse Name:
Address — Business:
Postcode: Phone: Mobile:
Email:
Address — Private:
Postcode: Phone: Mobile:

Students only University:

Anticipated year of graduation:

Work description: Please tick the appropriate box(es)
Rural GP O
Proceduralist - Obstetrics 0 Surgery O  Anaesthetics O

Rural SpecialistO Speciality

Please indicate membership category — see reverse side for

State Category Fee

To pay by EFT: BSB: 032727 Acct No: 174788 description: surname and first initial

Or complete your credit card details here: Card type [0 Mastercard O Visa
cadnumber [ 111 OOO0O0O OOOO OOOO
Expiry date CVC number

OO/00 HEn

To pay by cheque please post form with payment to Memberships, PO Box 3636, Manuka ACT 2603






