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OFFICIAL RESPONSE TO THE FEDERAL GOVERNMENT’S PROPOSAL TO INTRODUCE 234 BONDED MEDICAL SCHOOL PLACES IN AUSTRALIA.

Preamble

The Australian Medical Students’ Association (AMSA) represents every medical student in Australia.  AMSA opposes any move by the Federal Government to introduce 234 new, bonded Medical School places into Australian Universities as part of a solution to medical workforce shortages in this country.  AMSA believes that this scheme does nothing to address the real problems behind doctor shortages – especially in rural and outer metropolitan areas - and will have a damaging effect on medical students, medical graduates and the communities that they serve.  The scheme will be completely ineffective and unworkable in the long term; will prove inequitable and restrictive for graduates; and will be unfair to those forced into it at such an early age. Graduates will be left disillusioned with the medical profession; resentful of the restrictions placed on them and discontent with their work environments.  AMSA believes that positive alternatives do exist to encourage doctors and medical students into areas of need, and that it is critical these be implemented in order to rescue rural areas from a situation of declining healthcare services.
AMSA supports the augmentation of the medical workforce by increasing the number of HECS funded Medical School places.  AMSA encourages rural service among its members, but totally rejects the Government’s argument that bonding doctors will prove effective as a solution to the workforce crisis on the following basis:

· The lengthy bonding period of 6 years and the onerous nature of these places will deter students from the scheme and from rural service.

· Asking students to enter into such a contract before they have even begun their studies, and before they have gained any insight into their chosen career, is unfair and irresponsible.  

· Many of the students who will be tempted into this arrangement could be as young as 17 years old and may not fully comprehend the ramifications of entering into this contract.  This cohort of students has a high risk of becoming disillusioned and resentful of the unique restrictions placed upon them after graduation.  It also fails to acknowledge that flexibility is required for students whose situations change before the bonds take effect.

· We believe that this scheme is coercive, in that the government is taking advantage of students who have repeatedly failed to gain a “normal” place in medical school.  The Government is drafting these students into restrictive careers by exploiting their desire become a doctor.

· By targeting vulnerable students who have failed to meet the entrance requirements of a “normal” medical school position, the Government is shifting the criteria away from merit and towards one’s level of desperation.  This will mean that the best students and doctors are lost from this scheme.

· Due to the onerous contract obligations and the necessity to trade freedom of choice for a place in medicine, students who take up these places will be set apart from other students.  This will create not only a sub-class of students, but also a sub-class of graduates.  Thus will begin a “two-tiered” system of medicine.

· The option to “buy-out” of the scheme and cast off the strict conditions it carries with it may attract students who possess the resources to do so but who have no intention of working in areas of shortage, thus making the scheme ineffective.

· This scheme provides a long-term solution to a problem that requires immediate solutions.  It will take 12-15 years before students complete their vocational training, and before any effects of this scheme will be felt.

· There are no incentives for students to enter into this scheme, or offset the sacrifices that they will need to make.

This scheme will fail to provide any solution to the medical workforce crisis, because it fails to address the real reasons behind the workforce shortage.  It fails to make rural work more attractive, and relies on the conscription of students who will become disillusioned and unhappy doctors. 

Every medical society in Australia is united in opposing these changes.  We see this as the government bribing prospective students with a restricted and limited place in medicine.  AMSA also has strong moral objections to the government exploiting students in this way.  This scheme is a form of geographically restricting provider numbers and remains a completely unacceptable solution.  The focus of the Federal Government in addressing workforce shortages should be on schemes that increase the attractiveness of service in areas of shortage.  

AMSA requests that the following amendments be made to the current proposal:

· Reduction in the length of the bonds;

· Attachment of incentives or scholarships to the bonds;

· Ensuring that students are fully informed when they make their decisions;

· That the scheme be targeted towards students at the end of their degree;

· That the period of bonding be brought forward, to begin before completion of vocational training;

· That more flexibility be incorporated into the bonds to accommodate students whose situations and circumstances change;

· That the bonded places be accompanied by an equal number of non-bonded places;

· And that funding for the rural clinical divisions be increased to enhance medical student exposure to these areas.

AMSA would like to see alternative proposals implemented as a way of overcoming workforce shortages.  These include:

· Increasing the number of unbonded HECS places for medicine;

· Increasing funding for existing and new rural clinical divisions of existing medical schools;

· Increasing the funding for successful schemes such as the Rural Australian Medical Undergraduate Scheme (RAMUS) Scholarships, the John Flynn Scholarships and the Commonwealth HECS reimbursement scheme;

· And providing more flexibility and incentives for medical practitioners to work in rural areas on a part-time or full-time basis.

AMSA hopes to play a positive role in modifying the existing proposal in order to make it more effective and workable.
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1.0
Introduction

AMSA is deeply committed to addressing issues that effect medical students and the wider medical workforce.  We agree that workforce shortages are impacting negatively on the provision of healthcare in Australia and that these issues need to be urgently addressed.  We are pleased that the Government has now acknowledged the existence of a widespread medical workforce shortage.  Immediate, short term and long term plans need to be implemented concurrently to ensure that healthcare can be accessed by all Australians.  Augmentation of the medical workforce is only one of the long-term solutions to this problem, and increasing Medical School numbers is a necessary part of this.  But bonding medical students to rural service should not form any part of such a solution and AMSA categorically opposes this part of the Government’s new initiative.

AMSA has a strong history of support for rural medical students.  Doctors and students serving in non-metropolitan areas are a valuable commodity and play a vital role in the Australian healthcare system and should be supported at all costs.  Rural service provides a positive and exciting opportunity for medical students.  Applying bonds and restrictions to this experience will destroy this situation.

Despite the Government’s best intentions, AMSA believes that the strict nature of this scheme, the timing of the placements and the length of the bonds all detract from making this a workable and effective initiative.  We believe that these bonds will be unfair, inequitable, will dilute the selection criteria for medicine and have long term negative effects on medical education and medical graduates.  AMSA believes that students conscripted into this scheme will become disillusioned upon graduation and resentful about their lack of independent decision making.  They will become further discontented about the restrictive conditions placed on them during and after their vocational training.  This will ultimately yield a poor outcome for students, doctors and the communities they serve.  The option for students to “buy out” of this scheme also compromises its effectiveness and undermines its whole purpose.  Such a draconian plan will be totally ineffective and should be abolished in favour of a more beneficial, positive and incentive-based approach to this serious problem.

2.0
The Proposed Scheme

Starting in 2004, 234 new HECS funded Medical School places will be made available to students who are willing to be bonded to areas of need (designated by the Government) for a period of six years upon completion of post-vocational training.  These newly proposed places will not attract a scholarship and will be subject to the normal HECS arrangements.  They will be indistinguishable from existing places, except for the restrictive and onerous contract obligations attached to them.  No additional incentives will be available to encourage students into the scheme.  Students who do not fulfil the contract, for whatever reason, will be forced to repay the full cost of their tuition to the Government.

3.0
Problems with the Proposed Scheme

3.1
This scheme will deter students from rural service

This initiative fails to make the prospect of working in areas of need attractive – areas most likely to be rural.  The lengthy bonding period of 6 years, the onerous nature of these places and the absence of any incentives will deter students from the scheme and from rural service.  A “stick” approach of this kind, without any accompanying “carrot”, projects onto the minds of students a negative image of work in areas that should have positive connotations.  Research and experience has proven that previous exposure to a rural setting plays a large part in doctors’ decisions to practise in the bush.  But this experience must be positive.  A loss of independent decision making, inflexibility and lengthy bonds do not form positive experiences and will deter students from careers in rural areas.  Concerns also exist that decisions made by the Government about where doctors can practise will limit a student’s ability to pursue their chosen specialist area.  If the Government cannot attract students into this proposal voluntarily, then the scheme will fail in its primary objective.

3.2 The option to “buy out” of the scheme renders this scheme ineffective

AMSA believes that by providing the option to “buy-out” of their scheme and cast off the strict conditions, the Government is further damaging the effectiveness of their initiatives.  Yet without it, the scheme becomes even more inflexible and draconian.  Government estimates put the amount to be repaid at approximately $15,000 per year of the contract.  Thus doctors who possess the resources to pay back the full cost of their tuition, or who are willing to incur a large debt to do so, can relinquish their obligation to work in areas of need.  These students could then repay their tuition fees, be freed from their bonds while robbing the bush of the opportunity to access much needed health resources. This situation is entirely realistic, and totally defeats the intended purpose of the scheme.  This could also be interpreted as implementing full fee paying places for medicine courses by stealth.

3.3 
Asking students to make decisions about their long term future at such an early age will result in negative outcomes for them and the areas they work in
This initiative is inherently unfair for students and will create further difficulties for the Government in the long term.  Asking students to enter into such strict contracts before they have even begun their studies, and before they have gained some insight into their chosen career is detestable and completely irresponsible.  Forcing students to make major judgements about their future in an unknown career is unfair.  No student has a complete understanding of what a career in medicine entails before they begin their training.  Many of the students who will be tempted into this arrangement could be as young as 17 years old and may not fully comprehend the ramifications of signing the contract.  Their situations and plans will change dramatically as they progress through the life and their studies.  Students who enter into such demanding arrangements before experiencing life as doctors cannot make a fully informed and balanced judgement. This cohort of students has a high risk of becoming disillusioned and resentful upon graduation.  The possible detrimental effects of such a scheme on the people it exploits and the rural areas they serve are unacceptable. As such, AMSA believes that the Government should shift its focus away from potential medical students and instead develop schemes that target junior doctors or senior medical students – groups who have a better comprehension of what a career in medicine has to offer. 

3.4 
This scheme involves “bribing” students into medical school and will discriminate against some groups of students by altering the selection criteria
In addition to the prospect of alluring uninformed students into this program, AMSA believes that this scheme is coercive and inequitable.  Because the scheme is one that lacks incentive and appeal, the Government will be forced to draw its participants from those who have failed to secure a non-bonded position in Medical School.  Such is the burden connected to these bonded positions that it will only be the students who have repeatedly failed to gain a “normal” place in Medical School, but who are still desperate to study medicine, who will be drawn into this scheme.  In effect, the Government will be taking advantage of these students by exploiting their desperation to study medicine in order to fill the 234 new Medical School places.  By targeting vulnerable students who have failed to meet the entrance requirements of a “normal” position, the Government is shifting the criteria for becoming a doctor away from merit and towards one’s level of desperation.  This will not result in the best doctors being attracted into this scheme, and will further remove rural patients’ ability to access the highest quality healthcare.  While the Government may argue that students who enter into this arrangement will be subject to the same entry criteria “on merit” as others, the reality is quite different.  The Government will be forcing students who fail to gain a non-bonded place in Medical School on merit to choose between a conscripted position that carries with it harsh and restrictive conditions, or another profession.  Any Government proposal that exploits a student’s desperation to become a doctor and then asks them to make critical, long-term decisions about their future without any insight, is irresponsible and unacceptable.  The pursuit of such policies will ultimately prove ineffective and unfortunate for the future prospects of that Government.

3.5 This scheme will result in a sub-class of medical students and doctors which will necessarily impact on healthcare 

Due to the onerous contractual obligations and the necessity to trade freedom of choice for a place in medicine, students who take up these places will be set apart from other students.  This will create not only a sub-class of students, but also a sub-class of graduates.  Thus will begin the era of a two-tiered medical system.  One group of students will be free to make their own choices for their career and life, while another group will be granted a place in medicine only if they trade their freedom and adhere to unrealistic conditions.  This will not only fragment the medical student body, but will disillusion graduates who find that upon graduation, their circumstances have changed.  Resentment among these students about the restrictive conditions placed on them and their lack of independent decision making will detract from what should be a positive and benevolent career in medicine. It is widely accepted that negativity and bitterness within a work environment leads to reduced productivity and poor job prospects for workers.  This could mean that the communities these disgruntled and disillusioned doctors serve might not receive the best healthcare possible.

3.6 Long term solutions are not the answer to problems that require short term solutions

A major flaw in the Government’s proposed bonding scheme is that it offers a long-term solution to a problem that requires immediate answers.  The period of bonding for doctors involved in the scheme will not begin until students have graduated and complete all post-graduate and vocational training – approximately 12-15 years after the introduction of the scheme.  Despite other measures included in the Medicare package, communities worst affected by the doctor shortage have little chance that they will experience an improvement in the provision of medical services any time soon.  AMSA believes that other initiatives exist that can bring such relief to areas most in need of extra doctors.

4.0
Reasons for Rural Doctor Shortages

4.1 The difficulties of rural service

There are many reasons why doctors find rural service unattractive.  Professional isolation, poorer job prospects for spouses and families, an inability to practise some specialities in rural areas due to lack of demand or lack of technology, overall fewer resources and services available (not just in medicine), fewer support networks and limited career prospects are just some of the factors identified by doctors that detract from working in the bush. These issues need to be adequately addressed if any long-term solution is to be found for the shortage of doctors in rural communities.

4.2 Reasons why rural doctors should be supported

Rural doctors ought to be applauded for the service they provide to their communities.  Long hours, remote locations, time spent on call and the complete commitment they show to their patients is well recognised.  These doctors, who sometimes provide the only healthcare available to their patients, deserve more support from the Government.  Their patients should be confident that their doctors are totally committed to them and are content in their profession.  The choice for students to pursue this worthy vocation should remain a positive, viable and independent one.

5.0
Alternative Solutions to Rural Doctor Shortages

Finding workable solutions to the problems facing medical students and the medical workforce are critical if the future of the healthcare system is to be ensured.  AMSA supports positive and incentive-based solutions to this issue, which do not rely on coercion, bonding or any form of geographic restrictions.  

5.1
Requested changes to the current proposal

AMSA would like to see this proposal relegated to the pages of history, in favour of alternative schemes.  In particular, we request that:

· incentives be provided to students who participate in Government schemes aimed at overcoming doctor shortages.  

· less onerous restrictions and obligations be placed on the participants.  This includes drastically reducing the length of bonds and removing the element of compulsion and finality of the contract.  This makes the option of entering into such an agreement more attractive. 

· assurances be given that anyone entering into any contract with the Government be fully informed of all consequences of doing so and should be recommended to seek legal advice.

· the Government develop programs that target medical graduates, not students.  Graduates are better placed to fully understand their choices and realise what a life in medicine entails.

· the number of non-bonded, HECS funded Medical School places be increased as the first line solution to the long-term doctor shortage crisis.  

5.2 Existing schemes supported by AMSA that address workforce shortages
A number of existing schemes have proven very successful in getting medical students and doctors into rural areas of need.  Support for these programs should increase, and should be used as templates for any new Government initiatives.  AMSA is pleased that the Government has sustained its commitment to the Rural Australian Medical Undergraduate Scheme (RAMUS) and encourages the Government to increase its support for this initiative.  This is a non-bonded scheme and recognises that students from rural areas are more likely to return to their home communities upon graduation.  

The John Flynn Scholarship is another scheme that exposes medical students to life as a doctor in a rural setting.  Participants in this scheme receive valuable experiences that enhance their studies and encourage them to consider the benefits of working as a doctor for rural and remote communities.  There is no bonding used in this scheme and the student obligations comprise a series of week-long placements in rural areas, rather than years of bonding.

The Government’s HECS Reimbursement scheme is another example of a supportive initiative that augments the rural medical workforce by allowing more experienced young doctors to decide were they should work, free from coercion or any form of compulsion.    Although this scheme requires doctors to work in designated areas, it allows them to make decisions freely without forcing them to make major career choices.  It also allows for more informed decision making processes to occur, because the scheme targets doctors who are more experienced than students.  The provision of a financial incentive is also an added benefit of this particular scheme.

5.3 Considerations for future proposals to solve doctor shortages

Further financial or professional incentives for doctors to work in rural areas should also be developed, in conjunction with professional college groups if necessary.  Schemes that allow medical professionals to work part time or for limited periods of time in areas of need, should be considered above any plan to geographically restrict where certain groups of doctors can work.  

Further funding for rural clinical divisions within existing Medical Schools should also be considered.  Additional funding for these divisions will increase the number of students that each Medical School can assign to rural areas.  This will assist in exposing a greater number of students to positive rural experiences whilst at Medical School.  Anecdotal evidence strongly suggests that these experiences play a large part in determining how much consideration doctors give to working in rural areas.

These are just some of the options that AMSA feels could be used in place of the current Government proposal.

6.0
Conclusion

There is unquestionably a serious overall shortage of doctors in Australia, and additional student places must form part of a long-term solution to this problem.  It is critical for this country that better schemes are introduced to augment medical student numbers without taking advantage of certain groups and that do not rely on onerous contractual obligations.  More immediate solutions need to be implemented in order to preserve students’ independence and to encourage young doctors to work in areas of need voluntarily. Governments should adopt policies that encourage students to walk the long and arduous road of a medical degree. Without such, workforce problems will continue to plague the community and the Government. It is AMSA’s great hope that we can play a positive and constructive role in this process.

Medical students and young doctors are obviously the future of medicine in Australia and are the key to solving workforce problems.  The Government cannot afford to alienate, disillusion or diminish the next generation of doctors – the sake of the nation’s health depends upon them.

We urge the Government to reconsider its position on this policy. 

Please feel free to contact AMSA if you wish to discuss any element of our response to this part of the Government’s “A Fairer Medicare” package.


Nicholas Brown

President

Australian Medical Students’ Association

May 27, 2003










