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- medical workforce financing; and

- models for describing and predicting future medical workforce
requirements.

2. To develop tools for describing and managing medical workforce supply and
demand which can be used by employing and workforce controlling bodies
including Governments, Learned Colleges and Tertiary Institutions.

3. To oversee the establishment and development of data collections concerned
with the medical workforce and analyse and report on those data to assist
workforce planning.

AMWAC Medical and Haematological Oncology Workforce Working Party Terms of
Reference

As part of its 1999-00 work plan, AMWAC was asked by AHMAC to prepare a report
on the specialist medical and haematological oncology workforce. The AMWAC
Medical and Haematological Oncology Workforce Working Party was established as
a sub-committee of AMWAC and was asked to provide a report to AMWAC on the
optimal supply and appropriate distribution of medical and haematological
oncologists across Australia, including projections for future requirements.

The Working Party held its first meeting on 25 February 2000 and presented a final
report was presented to the 30 April 2001 AMWAC meeting. The report was then
presented to the 31 May 2001 AHMAC meeting.

Xviii

AMWAC 2001.2



MEMBERSHIP OF AMWAC

Independent Chairman

Professor John Horvath ~ Physician, Sydney
Members

Nominees of the Australian Health Ministers Advisory Council

Mr Alan Bansemer Commissioner, Health Department of Western Australia

Mr Robert Wells First Assistant Secretary, Health Industry and Investment
Division, Commonwealth Department of Health and Aged
Care

Dr Jeanette Young Executive Director, Medical Services, Princess Alexandra

Hospital, Brisbane

Nominee of Australian Institute of Health and Welfare
Dr Richard Madden Director, Australian Institute of Health and Welfare

Nominee of the Australian Medical Association
Dr Robert Bain Secretary-General, Australian Medical Association

Nominee of the Australian Medical Council

Dr Lloyd Toft President, Medical Board of Queensland

Nominee of the Australian Vice Chancellors' Committee

Prof Allan Carmichael Executive Dean, School of Medicine, University of
Tasmania

Nominee of the Committee of Presidents of Medical Colleges
Dr David Theile Surgeon, Brisbane (former President, Royal Australasian
College of Surgeons)

Nominee of the Royal Australian College of General Practitioners
Dr Mary Mahoney Director, Queensland Training Program

Nominee of the Commonwealth Department of Education and Training and

Youth Affairs

Mr Michael Gallagher First Assistant Secretary, Higher Education Division,
Department of Education and Training and Youth Affairs

Nominee of the Commonwealth Department of Immigration and Multicultural
Affairs

Mr Abul Rizvi First Assistant Secretary, Business and Temporary Entry
Branch, Department of Immigration and Multicultural
Affairs
Consumer Nominee
Ms Meredith Carter Director, Health Issues Centre
XiX

AMWAC 2001.2



Health Economist
Assoc. Prof. Jane Hall

OBSERVERS
Dr Peter Brennan

Mr Warwick Conn

Dr Colin Feek

Mr Paul Gavel

Director, Centre for Health Economics Research and
Evaluation, University of Sydney

Medical Advisor, Australian Health Ministers' Advisory
Council

Head, Labour Force Unit, Australian Institute of Health and
Welfare

Chief Medical Officer, New Zealand Ministry of Health

Executive Officer, AMWAC

XX

AMWAC 2001.2



MEMBERSHIP OF THE AMWAC MEDICAL AND HAEMATOLOGICAL
ONCOLOGY WORKFORCE WORKING PARTY

Chairman
Dr Peter Brennan AHMAC Medical Adviser
Members

Nominee of the Medical Oncology Group of Australia

Dr Stephen Ackland Chairman, Medical Oncology Group of Australia,
Department of Medical Oncology, Newcastle Mater
Hospital, New South Wales

Nominee of the Royal Australasian College of Physicians
Dr Paul Laird Fellow, Royal Australasian College of Physicians,
Lismore, New South Wales

Nominee of the Haematology Society of Australia and New Zealand

Dr Kerry Taylor President, Haematology Society of Australia and New
Zealand, Department of Haematology, The Mater
Hospital, Brisbane, Queensland

Government nominees
Dr David Ransom Medical Oncologist, Health Department of Western
Australia

Dr Sid Selva-Nayagam Royal Darwin Hospital, Territory Health Services

Dr Jeanette Young Executive Director, Medical Services, Princess Alexandra
Hospital and District Health Services, Queensland Health

Dr John Morris Dr John Morris, Executive Director, Capital Planning,
Southern Health, Victoria

Consumer nominee
Dr Christine Walker Chief Executive Officer, Chronic lllness Alliance, Health
Issues Centre, Victoria

Australian Institute of Health and Welfare
Mr Graham Angus Labour Force Unit, Australian Institute of Health and
Welfare

Australian Medical Workforce Advisory Committee
Dr Mary Harris Senior Policy Officer, Australian Medical Workforce
Advisory Committee

XXi

AMWAC 2001.2



The Working Party would like to acknowledge: the helpful comments provided by
Professor John Horvath and Mr Paul Gavel (AMWAC); Ms Myra Katz, for assistance
with data analysis; and for assistance with data collection, Mr Ross Saunders
(DHAC); the Royal Australasian College of Physicians; the Royal College of
Pathologists of Australasia, the Medical Oncology Group of Australia Incorporated;
the Haematology Society of Australia and New Zealand; the medical and
haematological oncologists and trainee haematological oncologists who completed
questionnaires; general surgeons who completed questionnaires; Divisions of
General Practice; State and Territory health authorities; and member organisations of
the Australian Cancer Society plus the consumers who participated in the survey.

The report was prepared by Dr Mary Harris, AMWAC on behalf of and with the
assistance of the Chairman and other members of the AMWAC Medical and
Haematological Oncology Workforce Working Party.

XXii

AMWAC 2001.2



INTRODUCTION, GUIDING PRINCIPLES AND METHODOLOGY

Introduction

The main objective of the Working Party has been to promote an optimal supply and
appropriate distribution of medical and haematological oncology services across
Australia with a view to ensuring that future supply best matches need.

Cancer has been described as a ‘diverse group of diseases characterised by the
proliferation and spread of abnormal cells. These abnormal cells invade and destroy
surrounding tissue and spread (metastasise) to other parts of the body. Cancer can
develop from most types of cells, and each cancer has its own pattern of local
behaviour and metastasis’ (AIHW 1998). Because of the complex nature of the
disease and its multiple effects on individuals and their carers, the treatment of
cancer requires the expertise of a number of different health care professionals,
working together to treat and care for the person with cancer and their families.
These include surgeons, radiation oncologists, medical oncologists, haematological
oncologists, palliative care specialists, oncology nurses, dietitians, psychologists and
other relevant health professionals. The type and stage of the cancer largely
determine the role of the medical and haematological oncologist.

The Working Party concluded that a number of changes are likely to impact on
requirements for medical and haematological oncologists in the next 10 years. These
include:

» increasing use of adjuvant chemotherapy in certain women with Stage 1 breast
cancer;

= requirement for full disclosure of information about the ever expanding treatment
options for all patients with cancer at all stages, as evidenced by the Consensus
Satement of the National Cancer Institute (USA), September 2000, and ratified at
the International Adjuvant Breast Cancer Meeting, San Gallen, Switzerland,
February 2001, in relation to the treatment of early breast cancer;

= use of second line chemotherapy in colorectal cancer, which has recently been
shown to increase survival;

= use of chemotherapy in palliative treatment of metastatic non-small cell lung
cancer, and also in the radical combined modality treatment of Stage Ill disease
to improve cure rate. In addition it is likely that evidence in the near future will
show a benefit for second-line treatment of metastatic disease;

» increasing use of combined modality therapy (chemotherapy with radiation,
surgery or both) to improve the cure rate or survival in a variety of settings,
including cancers of the cervix, bladder, head and neck, and lung;

= use of combined chemotherapy and radiation in the treatment of bulky localised
cancer of the cervix; and

» increasing survival of patients with advanced malignancy.

Definitions

The Working Party defined a specialist medical and haematological oncologist as:
A medical practitioner with a recognised specialist qualification as a physician
and is involved in the medical management of malignancy where treatment is
used for cure or prolongation of survival. This includes solid tumour medical
oncologists and clinical haematologists who specialise in the treatment of
acute leukemia, myeloma and lymphoid tumours.
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This definition includes physicians working as medical and haematological
oncologists in salaried positions in public and private hospitals, in clinics and other
health care settings, in full time or part time academic or research positions relating
to medical and haematological oncology and physicians who conduct legal
consultations on medical and haematological oncology.

Paediatric oncologists are not included in the definition, however, it is recognised that
the boundaries between medical oncologists and paediatric oncologists are blurred in
the management of adolescents. Also not included are palliative care physicians not
practising in therapeutic oncology. In addition, the definition does not include
registrars in training.

The Medical Oncology Group of Australia (MOG) is a special society of the Royal
Australasian College of Physicians (RACP) and a sub-group of the Clinical
Oncological Society of Australia. Medical oncologists are involved in cancer research
(including biology, therapeutics, epidemiology and clinical outcomes research),
health education, ethics and clinical care. MOG is particularly interested in the
maintenance of professional standards of its members to ensure high quality patient
care at all levels. Medical oncology is a sub-specialty of internal medicine devoted to
the investigation, diagnosis and management of malignant diseases including
preventative and palliative medicine.

The Haematology Society of Australia and New Zealand (HSANZ) is a special society
of the RACP. Haematologists are involved in diagnosis and treatment of a wide
range of neoplastic and benign diseases. In the area of malignant disease, this
involves treatment of leukaemia, lymphoma, myeloproliferative disorders, myeloma,
myelodysplastic syndrome and allied disorders. It also encompasses the fields of
autologous and allogenic bone marrow (stem cell) transplantation. In addition to
treatment of these diseases clinical haematologists (haematologic oncologists) are
involved in cancer research (including biology therapeutics, epidemiology and clinical
outcome research). The HSANZ places particular emphasis on education,
training/research and maintenance of professional standards.

Acceptable and Sustainable Medical and Haematological Oncology Service
According to MOG and HSANZ, an acceptable and sustainable specialist service in
medical and haematological oncology should be able to:

= diagnose and manage patients with various malignancies;

= provide a high level of chemotherapy service;

= access to (but not necessarily provide) all modalities required for palliation; and

= practise a high level of communication skills and to be able to be part of a

multidisciplinary team.

Ideally, at least two medical and haematological oncologists (as a minimum) should
be available within a catchment area with access to hospital inpatient beds and an
active surgical program. In the case of a solo specialist physician providing
therapeutic oncology services, he/she needs to be well supported by other relevant
providers in the local area and they need the support of their specialist oncology
colleagues resident in larger regional and urban centres. Other requirements include
access to consultation with other medical specialists including surgeons, radiation
oncologists, palliative care physicians, oncology and palliative care nurses and social
workers and the following support services: consultant oncology nursing; palliative
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care nursing; social work; counselling; and dietetics. An acceptable medical and
haematological oncology service includes relevant consumer support groups
(AMWAC Report, Sustainable Specialist Services, 1998.7).

The Working Party recognises that in some areas of shortage, haematologists not
necessarily trained in solid tumour work, practise in non-haematological solid tumour
oncology. This is not considered to be ideal oncology practice. Nor is it considered to
be ideal for medical oncologists, not necessarily trained in blood based oncology, to
be treating leukaemia.

Guiding Principles
The Working Party adopted the following guiding principles:

= the Australian community should have available an adequate number of trained
medical and haematologic oncologists, appropriately distributed to provide the
medical and haematological oncology services it requires;

= the community is best served when medical and haematologic oncologists have
high standards of qualification and work with a high level of ongoing experience;

» standards of practice will be highest if medical and haematologic oncologists
perform a reasonable volume of work;

= the best assurance of standards is a high quality requirement for entry to practice
and a high quality requirement for continuing practice which takes into account
the rapid changes, including changes in pathways of care, that are impacting on
philosophical and organisational aspects of care and on the role and practice of
medical and haematologic oncologists;

= all Australian citizens should have access to a good standard of medical and
haematological oncology care irrespective of geography and economic status. In
achieving this, convenience to the patient should be balanced against the quality
of services that can be distributed to meet that convenience;

= both public and private sectors have an appropriate mix of services;

= both public and private sectors have an important role in ensuring that other
providers have access to training in medical and haematological oncology; and

= both public and private sectors have a role in exploring optimal use of medical
and haematological oncology services in ambulatory care settings and private
offices for training purposes.

Methodology

The approach of the Working Party has been to analyse existing data sources and to
undertake consultation with relevant persons and organisations, in order to make
informed comments on the factors affecting the current and future market for medical
and haematological oncology services. The standard AMWAC projection model has
been used to project workforce supply and requirements (AMWAC 2000).

In estimating workforce numbers, establishing a profile of the workforce and
assessing its adequacy, important sources of data were:

1. Royal Australasian College of Physicians (RACP)

The RACP maintains a variety of data, principally on number, age, gender and
location of Fellows, and data on training positions and trainees.
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2. The Medical Oncology Group of Australia Incorporated (MOG)

MOG keeps a variety of data, principally on number, age, gender and location of
Fellows of the RACP involved in the medical management of malignancy where
treatment is for cure or prolongation of survival and who choose to be members of
MOG.

3. The Haematology Society of Australia and New Zealand (HSANZ)

HSANZ has data on Fellows of the RACP who are members of the Society. This
incorporates the number, age, gender and location of members who are Fellows of
the RACP and their involvement in treatment of malignancy.

4. The Royal College of Pathologists of Australasia (RCPA)

The RCPA maintains data on the Joint Specialist Advisory Committee (JSAC) in
haematology training program including number of training positions and number of
trainees.

5. AMWAC/MOG/HSANZ 2000 Survey of medical and haematological
oncologists

All members of MOG and HSANZ were surveyed to obtain information about

workforce participation, distribution and satisfaction and to gain a provider

perspective of the adequacy of the current workforce. The survey achieved a 70.3%

response rate (Appendix B).

6. HSANZ/AMWAC Survey of trainee haematologists

All 45 trainees of HSANZ were surveyed to obtain information about their workforce
participation plans. Importantly, as to whether they intended to eventually practise in
the area of haematologic oncology. This survey achieved a 84.4% response rate.
The results of this survey are presented in Appendix C.

7. Australian Institute of Health and Welfare (AIHW)

The principal AIHW data source is the annual Medical Labour Force Survey which
presents national labour force statistics for registered medical practitioners,
principally through a survey collected as part of the annual renewal of registration. In
the Labour Force Survey, a medical oncologist was defined as a specialist in active
practice who reported being a specialist whose principal qualification was in medical
oncology. Similarly, a haematologist was defined as a specialist in active practice
who reported being a specialist whose principal qualification was in haematology.
However, the data do not identify clinical haematologists practising in oncology. The
numbers presented in this report are estimates produced from the National Medical
Labour Force Survey of all medical practitioners registered in Australia in 1998. In
producing these estimates, the AIHW has assumed that non-respondents to the
survey had the same characteristics as respondents. Overall the 1998 survey had an
81.3% response rate.

The AIHW National Hospital Morbidity database has been used to provide an
indication of the quantum of cancer being treated in public and private hospitals by
medical and haematological oncologists. The data are sourced from the AIHW
Australian hospital morbidity database for all patients in public and private hospitals
in Australia from 1993-94 to 1998-99.
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A limitation with this data is that it is not workforce specific (ie it includes all ICD-9
codes related to the treatment of cancer by all medical disciplines). Hence, it does
not provide information useful for estimating workforce trends with respect to medical
and haematological oncology.

National cancer incidence projections were provided by the AIHW for the years 2002
and 2007 for all cancers combined in the population 20 years of age and over, but
excluding non-melanoma skin cancers. See Appendix H for information about the
methodology used by the AIHW.

8. Commonwealth Department of Health and Aged Care Medicare provider
database

Medicare provider statistics define medical specialists in two ways, namely by
recognised specialist qualification and according to the predominant services billed to
Medicare. For this report the Working Party requested Medicare to provide data
about recognised specialty of provider, by number and location of services for three
item numbers related to the provision of cytotoxic chemotherapy. The Medicare
statistics include all practitioners who have billed Medicare for at least one service
during a financial year.

Two major deficiencies with the use of Medicare data for workforce planning
purposes are 1) that it does not provide data on practitioners who are salaried
medical and haematological oncologists in the public hospital system and who do not
render services on a fee for service basis. Medicare data thus excludes services
rendered free of charge to public hospital patients, to Veterans' Affairs patients and to
compensation cases, and; 2) cost shifting in recent years which skews the data.

9. Family Medicine Research Unit, Department of General Practice, University of

Sydney and Australian Institute of Health and Welfare
The Family Medicine Research Unit and the AIHW maintain a database of quality
assurance audit activity of general practitioners based on details of 100 consecutive
office/surgery encounters and home visits. Aggregated, de-identified data from the
audit were extracted with the permission of participating general practitioners and
relevant data analysed by the Family Medicine Research Unit and the AIHW for the
Working Party.

10.  State/Territory Health Departments

AMWAC surveyed all State/Territory health departments in 2000 to obtain
information on the supply and adequacy of medical and haematological oncology
services. This survey had an 87.5% response rate. The results of this survey are
presented in Appendix D.

11. AMWAC Survey of Fellows of the Royal Australasian College of Surgeons
AMWAC surveyed all general surgeons to obtain information on the adequacy of
supply of medical oncology services. This survey had a 41.4% response rate. The
results of this survey are presented in Appendix E.

12. AMWAC Survey of Divisions of General Practice

AMWAC surveyed all 122 Divisions of General Practice throughout Australia to
obtain information on the adequacy of supply of medical oncology services. This
survey had a 54% response rate. The results of this survey are presented in
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Appendix F. The views of consumers were also provided by 47.5% of the Divisions of
General Practice who participated in the AMWAC 2000 survey.

13.  AMWAC Survey of member organisations of the Australian Cancer Society

All State/Territory member organisations of the Australian Cancer Society were
surveyed to obtain information about consumer satisfaction with access to the
services provided by medical and haematological oncologists. This survey achieved
a 62.5% response rate. The results of this survey are presented in Appendix G.

14.  Rural, Remote and Metropolitan Areas classification

Wherever possible, distributional data has been interpreted using the rural, remote
and metropolitan area (RRMA) classification developed by the Commonwealth
Departments of Primary Industries and Energy and Health and Family Services
(DPIE & DHFS 1994). A summary of the RRMA classification is provided in Appendix
A.

15.  Australian Bureau of Statistics (ABS)

The Australian Bureau of Statistics’ (ABS) population data and projections are used
as the sole source on population data. In making its population projections ABS uses
three different series. The population projections in this report are based on Series I,
where constant fertility and low overseas migration are assumed (ABS 1998).

Key Assumptions

The Working Party would like to emphasise that the projections on medical and
haematological oncology workforce supply and requirements are based on the
assumption that there will be no significant change in existing national health
structures. If there is a change to the national health structure the Working Party
recommends the supply requirements and projections be reviewed.

In conducting the projection analysis, the Working Party has assumed that population
growth and cancer incidence will increase requirements for this workforce at a per
annum growth of 2.6%. It has also been assumed that the current length of the
RACP/MOG advanced training program will continue to be three years and the JSAC
in Haematology advanced training program will continue to be four years. In addition,
the Working Party has assumed that the pattern of workforce participation and
service delivery of the current workforce provides a suitable basis on which to project
future workforce requirements. These assumptions are necessary in the absence of
any definitive data to the contrary.

It should also be noted that AMWAC favours, as a general course of action,
adjustment to trainee intake as the best long term solution to any anticipated
imbalances between expected supply and estimated requirements. Hence the
conclusions and recommendations are framed in this context.
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SUMMARY OF FINDINGS AND RECOMMENDATIONS

This report describes the current specialist medical and haematological oncology
workforce, assesses the adequacy of that workforce, and projects workforce supply
and requirements to the year 2011.

The report concludes that the supply of specialist medical and haematological
oncologists is deficient, particularly in rural regional centres. Moderate deficiencies
are also evident in some metropolitan locations. Workforce shortages are particularly
evident in Queensland, Western Australia, Tasmania and the Northern Territory. The
Working Party considered that the current shortfall of medical and haematological
oncologists was not less than 40. This figure was derived from expert State/Territory
based knowledge and by calculating the number of oncologists required to move
from 1.4 to 1.6 FTE medical and haematological oncologists per 100,000 persons
nationally.

As a result, it is recommended that:

= the Royal Australasian College of Physicians (RACP) should progressively
increase the number of first year advanced trainees in medical oncology over the
period 2002 to 2007 from 13 per year to between 15 and 18; and

» the RACP and the Royal College of Pathologists of Australasia (RCPA) should
progressively increase the number of first year advanced trainees in the Joint
Specialist Advisory Committee (JSAC) in Haematology training program from 14
to between 17 and 20. This assumes that 75% of trainees will choose to practise
in oncology.

Description of the Current Medical and Haematological Oncology Workforce

Number of practising medical and haematological oncologists

»= |n 2000, there were approximately 338 medical and haematological oncologists in
active practice in Australia (180 medical oncologists and 158 haematological
oncologists). This estimate was derived from a rationalisation process using data
from MOG, HSANZ and RACP;

= In total, 71% (158/220) of clinical haematologists spend some of their clinical work
time in oncology practice. The AMWAC/MOG/HSANZ 2000 survey found that, on
average, haematological oncologists spent 61.4% of their total work time in
oncology practice;

= Medical and haematological oncology is a relatively small specialty, representing
approximately 2% of all medical specialists;

= Over the last five years, the medical oncology workforce is estimated to have
grown by 2.7% per annum, and the clinical haematological workforce by 0.5% per
annum;

= Between 1995 and 2000, the per annum increase in the Australian population
was 1.1% with an above average increase in Queensland (2.1%).

Medical and haematological oncologists to population

»= In 2001, reconciled data from MOG/HSANZ indicated that there were 1.4 medical
and haematological oncologists per 100,000 population, with an SPR of 1:69,874.
This estimate takes into account the average total work time (61.4%) that
haematological oncologists spend working in oncology. It therefore provides an
indication of the number of full-time-equivalent haematological oncologists;
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By subspecialty, there were 0.9 medical oncologists per 100,000 persons
(1:107,805) and 0.5 FTE haematological oncologists (1:122,134);

Relatively well supplied States/Territories, as indicated by population share were,
New South Wales, Victoria, South Australia and the Australian Capital Territory.
The Northern Territory, Queensland and Western Australia were relatively poorly
supplied.

Geographic distribution

Based on reconciled MOG/HSANZ 2001 data, the majority (65.9%) of medical
and haematological oncologists were located in New South Wales and Victoria
and predominantly in the capital cities of these two States. Between them, these
two States account for 58.7% of the Australian population. In total, 6% of the
workforce had their main practice in a rural location, while 32.7% of metropolitan
oncologists provided outreach services to rural areas. On average, these
metropolitan specialists provided two days of face-to-face visiting services per
month and 5.9 hours of non face-to-face services.

Age profile

The average age of medical and haematological oncologists in 2000 was 45
years, with the majority (78.7%) aged between 35-54 years. Only 1.3% were aged
65 years and over and 12.4% were aged 55-64 years.

Gender profile

In total, 20.3% of the workforce are women. This representation is expected to
increase given that 54% and 26.7%, respectively, of advanced trainees in medical
oncology and advanced haematology trainees are women, and the cohort of
medical and haematological oncologists aged 55 years and over is predominantly
male.

Hours worked

The AMWAC/MOG/HSANZ 2000 survey indicated that nationally, medical and
haematological oncologists work an average of 55 hours per week, with variation
among States. Notably, oncologists in Queensland work longer hours, on
average, 61 hours per week;

On average, medical oncologists work 56.8 hours per week and haematological
oncologists 53 hours per week;

On average, male medical and haematological oncologists work 56.4 hours per
week and the comparative figure for female oncologists is 49.1 hours.

Work setting

In total, 84.8% of medical and haematological oncologists work some of their time
in a salaried position and 68.8% work some of their time in private practice; with
64% of total workforce time spent in a salaried position and 33.9% of time in
private practice;

Of specialists in a salaried position, 88% of salary was received from a public
health care service facility;

Of specialists in private practice, 57.1% also had a paid public hospital
appointment.

Patient care activities accounted for 62.8% of total workforce time; with 36% of
time spent in the public sector and 26.8% in the private sector;
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Of time spent in the public sector, 21.9% was spent in outpatient care and 14.1%
on in-patient care;

Teaching and research accounted for 15.6% of workforce time, administration for
8.9% and multidisciplinary team activities for 6.9%.

Type of medical and haematological oncology practice

Of total workforce time, 73.4% was spent in three clinical areas, viz., the
management of ‘other haematological malignancies’, ‘solid tumour-advanced
disease’ and ‘solid tumour-adjuvant management’. Medical oncologists spent
more time in the management of solid tumour-advanced disease, solid tumour-
adjuvant management and solid tumour-palliative care, while haematological
oncologists spent more time in the management of other haematological
malignancies and acute leukemia.

Services provided

The patient pathway to consult a medical and haematological oncologist is via
referral from a general practitioner (GP), general surgeon or some other
specialist;

Important triggers for a GP referral are lack of experience within the practice
regarding the condition and/or its treatment, condition unresponsive to treatment
and severity of the condition;

The most important trigger for a general surgeon to refer a patient to a medical or
haematological oncologist is for adjuvant therapy (ie chemotherapy and/or
immunotherapy);

During the past five years, the number of Medicare services provided by medical
and haematological oncologists has increased by 32.9%, with a compound
average annual increase of 7.4%;

In total, 30.4% of metropolitan based medical and haematological oncologists
provided rural outreach services, with wide variation in this activity by State. For
example, 75% of metropolitan specialists in Queensland provided rural outreach
services, while only 20% of specialists in Victoria were similarly involved.

Training Arrangements for Medical and Haematological Oncologists
Medical oncologists

In February 2001, there were 36 RACP medical oncology advanced trainees with
71% of trainees located in New South Wales and Victoria,

The average age of medical oncology trainees was 32 years;

Between 1996 and 2000, there was a 4.6% average annual increase in the
number of trainees graduating from the RACP Training Program in Medical
Oncology with an average of 13.6 graduates per year.

Haematological oncologists

In 2000, there were 41 advanced trainees in the JSAC in Haematology training
program with 57.8% located in New South Wales and Victoria;

The average age of advanced haematology trainees was 31 years;

Between 1997 and 2000, 29 trainees graduated from the JSAC in Haematology
training program. This is an average of 7 per year;

Over the next three years 40 trainees are expected to graduate from the JSAC in
Haematology, on average, 13 per year. The AMWAC/HSANZ 2000 survey of
trainees found that in the longer term, 30 trainees (75%) expect to spend 40% of
their work time in haematological oncology practice. The Working Party
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considered that once in the workforce, the amount of work time spent in oncology
practice was likely to be greater than 40% because of an evident decline in
demand for laboratory haematology and an increase in demand for oncology
haematology.

Adequacy of the Current Specialist Medical and Haematological Oncology
Workforce
Specialist to population benchmarks

The AMWAC/MOG/HSANZ 2000 survey found that the population required to
sustain a resident rural practice in medical oncology and in haematological
oncology was the same (viz a population catchment of 100,000). This estimate
assumes access to required infrastructure, support services and other specialist
services. This size population is consistent with large rural centres. Across
geographic regions there were 2 FTE medical and haematological oncologists per
100,000 persons in capital cities, 1.4 in other urban areas, 0.8 in large rural
centres and 0.2 in other rural and remote areas;

Based on the benchmark of the American Society of Clinical Oncology (viz., 1.8
oncologists per 1,00,000 persons), there is a national undersupply of oncologists
(1.4 per FTE per 100,000 persons), but particularly in Queensland (1.0/100,000),
Western Australia (1.2/100,000), the Northern Territory (0.5/100,000) and
Tasmania (1.3/100,000).

Consumer assessment

Survey responses from five of eight State/Territory member organisations of the
Australian Cancer Society indicated that opinion varied with respect to access to
public sector and private sector medical oncology services according to
State/Territory and geographic location. For example, more visiting services were
required in the Northern Territory, while Queensland was perceived to have a
definite shortage and a serious maldistribution problem, with most services
located in the south-eastern corner of the State. Waiting times in Tasmania and
the Australian Capital Territory were perceived to be problematic.

General surgeon assessment

In total, 69.7% of general surgeons considered that the supply of medical
oncologists was about right, 25% considered they were either in short supply or
totally inadequate and 5.3% perceived there to be an oversupply;

A higher proportion (44%) of rural surgeons considered the supply of medical
oncologists to be inadequate and more rural surgeons (40.4%) than metropolitan
surgeons (11.9%) reported having to modify their management of cancer patients
either occasionally or frequently because of the lack of specialist oncologists.

General practitioner and health service assessment

In total, 64.6% of Divisions of General Practice considered access to medical
oncology services to be inadequate, while 33.9% thought it was about right. As
with general surgeons, rural Divisions perceived a greater need for additional
medical oncologists than did urban Divisions.

State/Territory health departments

The survey of State/Territory health departments confirmed the shortage of
medical and haematological oncologists in many rural areas and indicated that
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some metropolitan areas also have shortages. Furthermore, demand for services
was said to be increasing.

Consultation waiting times

The average waiting time for a public patient presenting to a public sector service
with a clinically urgent condition to see a medical and haematological oncologist
was 2.9 days. Comparative figures to see an oncologist in his/her private rooms
was 2.1 days and in a private facility 1.3 days;

Among State/Territories there was wide variation in the amount of time patients
had to wait to see a medical oncologist and a haematological oncologist. For
example, for a standard first consultation, public patients presenting to a public
health service, in the Australian Capital Territory and Queensland wait above
average times, respectively, 26.6 days and 22.1 days, compared with a national
average of 12.3 days.

Workloads

In total, 35.4% of medical and haematological oncologists were dissatisfied with
the amount of work they did, 41.6% were satisfied and 22.9% were neither
dissatisfied or satisfied. This is a relatively high level of professional
dissatisfaction with workload. Oncologists aged 45-54 years were less satisfied
than younger or older oncologists. Oncologists in the Australian Capital Territory
and New South Wales were less satisfied and oncologists in large rural centres
were less satisfied than oncologists in other locations;

Of oncologists dissatisfied with their workload, 83.7% were also dissatisfied with
the hours they worked.

Access to support from other service providers

The AMWAC/MOG/HSANZ 2000 survey found that 20.5% of oncologists were
dissatisfied with the availability of similar consultants, 18.7% were dissatisfied with
the availability of skilled nursing staff and 17.3% were similarly dissatisfied with
availability of allied health personnel;

In total, 43% of medical and haematological oncologists considered there was a
shortage of skilled nurses in their area and 26.6% indicated a shortage of allied
health practitioners.

Projections of Requirements

Requirements for the services provided by medical and haematological
oncologists are expected to increase as a result of:

- growth in consumer demand associated with population growth, population

ageing and growth in the incidence of cancer;

- changes in patients expectations and demands;

- demand for equitable geographical access;

- change in indication for treatment; and

- advances in medical technology.
The Working Party considered that workforce requirements were not likely to be
below 1.7% (ABS projected growth in the adult population combined with the
impact of ageing on requirements for medical services) or above 3.5% (projected
growth in cancer incidence for the Australian population aged 20 years and over).
The Working Party decided to use 2.6% as the growth indicator (ie the average of
the high and low estimates). The figure of 2.6% was considered by the Working

11

AMWAC 2001.2



Party to be a conservative estimate on which to base workforce requirements
because it does not:
- take into account changes in patient’s expectations and demands;
- allow for changes in treatment indications which may increase requirements;
- take into account the increase in survival of patients with cancer and the
attendant necessity for more consultations per patient;
- allow for the trend towards more complex cancer treatment, including multi-
modality treatment (eg radiation and chemotherapy); or
- account for the possibility of greater workforce attrition in the future due to
burnout.

Projections of Supply

Entrants into the workforce

= Over the next two years 23 (12 per year) new medical oncologists are expected to
enter the workforce;

= OQOver the next three years 40 (13 per year) new clinical haematologists are
expected to enter the medical workforce, of whom, approximately 28 (9 per year)
are expected to spend some of their work time practising in oncology.

Overseas trained doctors

= The number of overseas trained specialists entering the workforce was estimated
to be small (approximately 2 per year) and was considered to be off-set by the
number of Australian oncologists migrating overseas.

Retirements

= |n total, 6 medical oncologists and 14 haematological oncologists indicated that
they intended to retire in the next five years (ie four per year) and a further 21 and
20, respectively, in the next ten years;

= The average age of expected retirement for medical and haematological
oncologists was 63 years.

Representation of women

» The representation of women in the workforce is expected to increase from 20%
in 2001 to 24.5% in 2011 based on the age and gender profile of current trainees
(39% female) and the current workforce (viz., 36% of oncologists under the age of
40 years are female, compared with 5% of oncologists aged 50 years and over).

Potential for substitution

= Data from Medicare indicated a wide range of medical specialists, in addition to
medical and haematological oncologists, were involved in the provision of
specialist oncology services (ie as defined by three selected Medicare items
associated with the administration of cytotoxic chemotherapy). These disciplines
included general and specialist surgeons, radiation oncologists, anaesthetists,
obstetricians and gynaecologists, physicians (internal medicine, general
medicine, neurology, paediatrics and thoracic medicine) and general practice.
However, the trend is toward the selected Medicare items being provided by
medical and haematological oncologists.
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Balancing Projected Supply with Projected Requirements

The Working Party estimated that requirements for medical and haematological
oncologists would increase by a minimum of 2.6% per annum over the period
2001 to 2011;

The Working Party understands workforce requirements may occur more in one
specialty area than the other (ie haematology or medical oncology). The current
flexibility and overlap in the RACP Training Program in Medical Oncology and the
JSAC in Haematology Training Program and in work practice allows for this
contingency and is supported by the Working Party;

A balance in supply to match estimated growth rate in requirements of at leat
2.6% per annum can be achieved by increasing the number of Fellows graduating
from the RACP Training Program in Medical Oncology per year to 16 from 2004
and from the JSAC in Haematology Training Program from 2006 to 18. This latter
figure is based on the assumption that 75% (14) of new haematology workforce
entrants will choose to work some of the time (approximately 61%) in oncology;
To achieve an average annual output of 16 graduates in medical oncology it is
estimated that the RACP advanced training program will need to have an intake
of year 1 commencing trainees of approximately 18 from 2002 (ie 5 additional
commencing trainees on the number commencing in 2000). This represents a
reasonably large increase in trainee numbers in a year and is unlikely to be
practical. Therefore, the Working Party recommends a staged increase of 15
commencing trainees in 2002, 16 in 2003 and 18 in 2004;

To achieve an average annual output of 14 new clinical haematologists practising
in oncology it is estimated that the JSAC in haematology advanced training
program will need to have an intake of year 1 commencing trainees of 19 to 20
from 2002. As with medical oncology, the Working Party recommends a staged
increase of 17 commencing trainees in 2002, 18 in 2003 and 20 in 2004,

Ideally, training positions should be increased proportionately less in the
comparatively well supplied States (as indicated by specialist-to-population ratios)
of Victoria, South Australia and New South Wales and kept roughly in line with
population shares in 2006. In particular, consideration needs to be given to
addressing distributional problems by improving service provision in Queensland,
Western Australia, Tasmania and the Northern Territory and in regional rural
centres within States/Territories;

A complicating factor is that new training positions require appropriate
infrastructure to ensure that trainees gain adequate supervision, experience and
support;

Training positions also need to be attractive to applicants. The perception that
medical and haematological oncologists work long hours in a physically and
emotionally demanding environment is thought to contribute to the current
shortage of trainees.
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RECOMMENDATIONS

The following recommendations should be considered in the context of the identified
shortfall of medical and haematological oncologists and the current workforce
maldistribution among and within States/Territories. The Working Party recommends:

1.

To achieve an appropriate supply of medical and haematological oncology

specialists, State/Territory health departments, in consultation with:

- the Royal Australasian College of Physicians (RACP) should progressively
increase the number of first year advanced trainees in medical oncology
over the period 2002 to 2007 from 13 per year to between 15 and 18;

- the RACP and the Royal College of Pathologists of Australasia (RCPA)
should progressively increase the number of first year advanced trainees in
the JSAC in Haematology training program from 14 to between 17 and 20.
This assumes that 75% of trainees will choose to practise in oncology.

The aim of maintaining first year advanced trainee intakes within the above
ranges is to match workforce supply with an expected future growth in medical
and haematological oncology requirements, over the projection period (2001 to
2011), of 2.6% per annum. A suggested distribution of the new commencing

medical oncology trainees is shown in the following table and for

haematological oncology trainees is shown in subsequent table.

Recommended distribution of RACP Medical Oncology Advanced Training Program trainee

intake, by State/Territory, 2002-2004

State/Terr. 2002 2003 2004 2004 share of 2008 population

commencing share

trainees

NSW 6 6 5 27.8 33.3
Victoria 4 4 4 22.2 24.1
Queensland 3 3 4 22.2 19.8
South Aust. - 1 1 5.6 7.5
West. Aust. 1 1 2 11.1 10.3
Tasmania - - 1 5.6 2.3
North. Terr. - - - - 1.2
ACT 1 1 1 5.6 15
Australia 15 16 18 100.0 100.0

Source: AMWAC, ABS

Recommended distribution of JSAC in Haematology advanced training program trainee intake,

by State/Territory, 2002-2004

State/Terr. 2002 2003 2004 2004 share of 2008 population

commencing share

trainees

NSW 7 6 6 30.0 33.3
Victoria 3 3 4 20.0 24.1
Queensland 4 4 5 25.0 19.8
South Aust. - 1 1 5.0 7.5
West. Aust. 1 1 2 10.0 10.3
Tasmania - 1 1 5.0 2.3
North. Terr. - - - - 1.2
ACT 1 - 1 5.0 15
Australia 16 17 20 100.0 100.0

Source: AMWAC, ABS
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That if necessary, the coordination of the adjustments to trainee intake in both
training programs (ie RACP Medical Oncology Advanced Training Program and
JSAC in Haematology Advanced Training Program) be overseen by
State/Territory based medical and haematological oncology working groups,
comprising representatives from the RACP, MOG, RCPA, HSANZ and
State/Territory health departments.

The Working Party has identified a current shortage of specialist medical and
haematological oncologists in some States/Territories. Addressing this problem
may require the establishment of additional funded specialist positions in areas
of acknowledged shortage. The Working Party recommends that these issues
be considered by State/Territory based medical and haematological oncology
working groups proposed in Recommendation 2 above.

The Working Party encourages the RACP, MOG and HSANZ, together with
Commonwealth, State and Territory governments, to further develop strategies
to encourage improvement in the provision of medical and haematological
oncology services to rural areas.

That medical and haematological oncology workforce distribution and
requirements and supply projections be monitored regularly so that
amendments can be made if new trends emerge; this monitoring be coordinated
by RACP, MOG, HSANZ and AMWAC and the results be incorporated into the
AMWAC annual report to AHMAC.

That a full update of this review of the medical and haematological oncology
workforce be undertaken in 2005.
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DESCRIPTION OF THE CURRENT MEDICAL AND HAEMATOLOGICAL
ONCOLOGY WORKFORCE

As discussed in the Introduction, there is a variety of data sources on the numbers,
attributes and distribution of medical and haematological oncologists in Australia.
Providing a coherent picture of this workforce was particularly challenging given there
are no data collections that currently target the oncology medical subspecialties.

In establishing the profile of the current medical and haematological oncology

workforce the Working Party defined:

- the number of medical and haematological oncologists;

- distribution of the workforce by State/Territory and geographic location using the
RRMA classification;

- age and gender profiles of the workforce;

- hours worked; and

- services provided and performed.

The focus in this section of the report is the total medical and haematological
oncology workforce. For a more detailed description of the two disciplines that make
up this workforce, namely, medical oncology and haematological oncology, see
Appendix B.

The Number of Practising Specialist Medical and Haematological Oncologists

The Working Party estimated that the current number of practising medical and

haematological oncologists is 338. This estimation was derived from:

= a reconciliation process undertaken by AMWAC and the Councils of MOG and
HSANZ of the databases of these two special RACP societies and data derived
from survey of MOG/HSANZ members. This process identified 180 medical
oncologists and 158 haematological oncologists who were in active practice. The
Working Party considered that this data provided the most accurate estimate of
the size and distribution of the workforce;

= The number of RACP Fellows (physicians in adult medicine) with medical
oncology listed as first area of specialty practice (181) and the number with
clinical haematology listed as first area of specialty (220). Hence, it is estimated
that 71.8% (158/220) of clinical haematologists spend some of their time working
in oncology;

= The number of recognised medical oncologists (126) and recognised clinical
haematologists (101) providing three selected Medicare item numbers associated
with the administration of cytotoxic drugs in 1999-2000, a total of 227. Because of
the large amount of oncology work done in public hospitals, this figure was
thought to underestimate the size of the workforce;

= AIHW 1998 survey data indicated that the number of specialists whose main
specialty of practice was medical oncology was 167 and that there were 135
clinical haematologists. However, the data did not show how many
haematologists were practising haematological oncology and it was impossible to
derive this type of information from the AIHW survey data.

The data from the above sources are summarised in Table 1.
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Table 1: Number of medical and haematological oncologists (various sources), selected years

MOG & AMWAC/ Medicare RACP 2000 AIHW 1998
HSANZ MOG/ 1999-2000
members HSANZ
practising in survey
oncology 2000°
2001"
Medical 180 128 126 181 167°
Oncologists
Haematological 158 110 101 220" 135°
Oncologists
Total 338 238 227° 401 302

1. These figures were derived from a reconciliation process of information provided by MOG and
HSANZ and the AMWAC/MOG/HSANZ 2000 survey of the workforce.

2. All members of MOG and HSANZ were surveyed. This survey achieved a 70.3% response rate
when duplication of membership was addressed (111 members), specialists no longer in active
practice were removed from the list and only MOG/HSANZ members practicing in oncology were
included.

3. Medical oncologists and clinical haematologists (registered specialists in these disciplines) claiming
Medicare item numbers 13915: Cytotoxic Chemotherapy Administration Intravenous <1 hour
duration; 13918: Cytotoxic Chemotherapy Administration >1&<6 hours; 13921 Cytotoxic
Chemotherapy Administration Infusion >6hours.

4. The RACP data-base showed 220 physicians in adult medicine with haematology listed as first
area of specialty practice. The data did not identify haematologists practising in haematological
oncology.

5. Number of specialists who nominated medical oncology as their main specialty of practice;

6. Number of specialists who nominated clinical haematology as their main specialty of practice. The
data do not indicate whether a haematologist practised as an oncologist.

Sources: RACP, MOG, HSANZ, AIHW, DHAC, AMWAC/MOG/HSANZ 2000 survey.

Using data from the AMWAC/MOG/HSANZ 2000 survey and from members of the
HSANZ Council, Figure 1 indicates wide variation in the percentage of total clinical
work time that haematological oncologists spend working in oncology. On average,
these physicians spend 61.4% of their total clinical work time in oncology practice.
When this figure is applied to the total number of haematological oncologists it
provides a full time equivalent workforce estimate of 97 (ie 61.4% of 158).

Figure 1. Percentage of clinical work time spent by haematological oncologists in oncology
practice, 2000
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Source: AMWAC 2001
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Workforce Growth

Data from various sources were drawn on to provide information on workforce growth
(Table 2). Data from MOG indicate that between 1991 and 2000, membership grew
by 57.4% with a compound annual growth of 5.2%. AIHW data indicate that between
1995 and 1998 the number of medical oncologists increased by 8.4%, with a
compound annual increase of 2.7%, while the number of clinical haematologists
increased by 1.5% (with a compound average annual increase of 0.5%). It should be
noted that the AIHW data is not specific to haematological oncologists; in other words
it relates to all clinical haematologists. Nevertheless, it does suggest that the rate of
growth in the haematological oncology segment of the workforce has been less than
that in the medical oncology segment.

Table 2: Growth in the number of medical and haematological oncologists, 1995-96 to 1999-00

Subspecialty 1991 1995 1998 2000 2000 % Compound
change av.annual %
change
MOG
Medical 106 - - 167 - 57.4 5.2
oncologists
AIHW*
Medical - 154 167 - - 8.4 2.7
oncologists
Clinical - 133 135 - - 1.5 0.5

Haematologists

* Main specialty of practice
Sources: MOG; AIHW

Medicare data (Table 3) shows a compound average annual growth rate during the
last five years of 10.9% for medical oncologists and 11.4% for haematological
oncologists, with an overall increase of 11.1%. The Working Party considered that
the magnitude of workforce growth indicated by the data from Medicare exaggerates
the real situation. Rather than reflecting real growth, the figures are thought to
represent a change in where oncology services are being provided. Recent health
care system funding changes have resulted in a shift in oncology service provision
from public hospitals to private medical practices.

The Working Party considered that the data from the AIHW provided a more accurate
indication of real workforce growth (ie a compound annual growth rate of between
2.7% and 0.5%).

Between 1995-96 and 1999-00, the per annum increase in the Australian population
was 1.1% with an above average increase in Queensland (2.1%) and below average
growth rates in South Australia and Tasmania, respectively 0.6% and 0.4% (ABS,
1998).
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Table 3: Number of medical and haematological oncologists providing selected Medicare item
numbers®, 1994-95 to 1999-00

1994-95 1995-96 1996-97 1997-98 1998-99 1999-00 % Compound

change av. annual

% change

Medical oncologists 75 82 88 100 111 126 68.0 10.9

Haematological 59 65 72 79 87 101 71.2 11.4

oncologists

Medical & Haem.

oncologists 134 147 160 179 198 227 69.4 11.1

1. Medical oncologists and clinical haematologists (registered specialists in these disciplines) claiming
Medicare item numbers 13915: Cytotoxic Chemotherapy Administration Intravenous <1 hour duration;
13918: Cytotoxic Chemotherapy Administration >1&<6 hours; 13921 Cytotoxic Chemotherapy
Administration Infusion >6hours.

Source: DHAC

Distribution by State/Territory

Table 4 uses MOG/HSANZ 2000 reconciled data, Medicare 1999-00 data and AIHW
data to examine the distribution of medical and haematological oncologists by
State/Territory.

Data from all sources indicate that the distribution of oncologists is not consistent
with the distribution of the Australian population (Table 4). Based on the reconciled
data from MOG and HSANZ, relatively well supplied States/Territories, as indicated
by population share, are New South Wales, Victoria, South Australia and the
Australian Capital Territory. Overall, these four states account for 78.1% of the
workforce, while their total population share is 68.4%. On the other hand, the
Northern Territory, Queensland and Western Australia are relatively poorly supplied,
with only 0.3% of oncologists in the Northern Territory (1% of the population), 11.5%
in Queensland (18.4% of the population) and 8% in Western Australia (9.7% of the
population).

Data from Medicare indicated that 40% of specialist oncology Medicare service
providers were located in New South Wales, 27% in Victoria, 15.2% in Queensland,
5.6% in South Australia, 7.8% in Western Australia, 3% in Tasmania and 1.3% in the
Australian Capital Territory. The data from Medicare indicated that there was no
specialist medical oncology service provider in the Northern Territory.

Table 4, also uses the reconciled data from MOG and HSANZ, Medicare 1999-00
data and AIHW 1998 labour force data and the relevant ABS (1998 and 2000)
population estimates to examine the number of medical oncologists and full time
equivalent haematological oncologists per head of population. The latter estimate (ie
FTE haematological oncologists) was derived by adjusting for the amount of time that
haematological oncologists, on average, spend working in oncology.

Data from MOG and HSANZ indicate that there was one medical and haematological
oncologist per 69,757 persons nationally (1.4 per 100,000 persons), with wide
variation by State/Territory, ranging from 1:55,063 in Victoria to 1:104,296 in
Queensland and 1:204,700 in the Northern Territory. Other undersupplied States
(based on comparative SPRs) are Western Australia (1:82,905) and Tasmania
(1:78,417).
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Data from Medicare indicated that there was one oncologist per 83,900 persons
nationally (1.2 per 100,000 persons), with wide variation by State/Territory, ranging
from 1:67,214 in Tasmania to 1:115,515 in South Australia. Other states in which the
supply of oncologists was below the national norm were Western Australia and
Queensland with SPRs of 1:106,394 and 1:103,700, respectively.

Table 5 indicates the distribution of oncologists by subspecialty area and
State/Territory. The majority (74.1%), of Medicare medical oncologists were located
in New South Wales and Victoria, with a further 12.7% in Queensland and the
remaining 24.2% located in South Australia (7.1%), Western Australia (4.8%) and
Tasmania (2.4%). The distributional profile of Medicare haematological oncologists
was somewhat different with 42.6% in New South Wales, 18.8% in Victoria, 18.8% in
Queensland, 11.9% in Western Australia and 4% in both South Australia and
Tasmania. Additional data from Medicare indicated considerable mobility of patients
and/or oncologists across state borders.
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Table 4: Medical and haematological oncologists, by State/Territory, (various years)

State/ Medical & % of total % of Australian Medical & Medical &
Territory Haem. Oncs. Medical & population Haem. Oncs. Haem. Oncs.
Haem. Oncs. SPR* per 100,000*
(MOG/HSANZ 2000)"
NSW 118 35.0 33.9 1:70,046 1.4
Victoria 104 30.9 24.8 1:55,063 1.8
Queensland 39 11.5 18.4 1:104,296 1.0
South Aust. 34 10.1 8.0 1:55,108 1.8
West. Aust. 27 8.0 9.7 1:82,905 1.2
Tasmania 7 2.1 2.6 1:78,417 1.2
North. Terr. a 0.3 1.0 1:204,700 0.5
ACT 7 21 17 1:57,701 1.7
Australia 337 100.0 100.0 1:69,757 1.4
"""""""""""""""""""""""""""""" (Medicare 1999-00°
NSW 92 40.0 33.9 1:70,588 1.4
Victoria 62 27.0 24.8 1:76,590 1.3
Queensland 35 15.2 18.4 1:103,700 1.0
South Aust. 13 5.6 8.0 1:115,515 0.9
West. Aust. 18 7.8 9.7 1:106,394 0.9
Tasmania 7 3.0 2.6 1:67,214 1.5
ACT 3 1.3 1.7 1:106,400 0.9
Australia 230 100.0 100.0 1:83,900 1.2
""""""""""""""""""""""""""""" AIHW (1998)
NSW 73 32.2 33.9 1:87,310 1.1
Victoria 79 34.8 24.8 1:58,881 1.7
Queensland 27 11.9 18.4 1:132,081 0.8
South Aust. 22 9.7 8.0 1:68,850 1.5
West. Aust. 15 6.6 9.7 1:123,427 0.8
Tasmania 5 2.2 2.6 1:98,700 1.0
North. Terr. - - 1.0 - -
ACT 6 2.6 1.7 1:56,050 1.8
Australia 227 100.0 100.0 1:83,596 1.2

*Ratio estimates based on FTE haematological oncologists; (a) data suppressed to maintain confidentiality.
Sources: MOG/HSANZ reconciled records; AIHW; DHAC; ABS
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Table 5: Number of doctors providing Medicare items 13915, 13918 and 13921, by discipline of
provider, 1999-00

Number of providers by patient location
NSW  Vic Qld SA WA  Tas NT ACT Aust.

Medical oncologists 49 43 16 9 6 3 - a 126
Haematologists 43 19 19 4 12 4 - - 101
Total number of oncologists 92 62 35 13 18 7 a a 227

Source: DHAC

Geographic Distribution

Table 6 uses the reconciled data from MOG and HSANZ and the RRMA classification
(Appendix A) and shows a similar distribution pattern for both groups of oncologists.
In total, 86.5% of specialists had their main practice in a capital city, 7.5% in an other
metropolitan area, 3.3% in a large rural centre, while 2.7% of specialists were located
in an ‘other rural or remote’ area.

Table 6: Distribution of medical and haematological oncologists, by geographic location, 2000

Subspecialty Capital Other Large rural Other rural Total
city metropolitan centre & remote

Medical oncology 151 14 7 5 177

Haematological oncology 139 11 4 4 158

Medical and 290 25 11 9 335

haematological oncology

Percent 86.5 7.5 3.3 2.7 100.0

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Age Profile

Using data from the AMWAC/MOG/HSANZ 2000 survey, Table 7 indicates that the
majority (78.7%) of medical and haematological oncologists were aged between 35-
54 years. The survey data also indicated that the age of oncologists ranged from 31
years to 69 years with an average age of 45 years, while only 1.3% were aged 65
years and over. In total, 12.4% of medical and haematological oncologists were aged
55-64 years and 7.7% were aged 30-34 years. Compared with some other specialist
disciplines, the medical and haematological oncology workforce is young. For
example, the average age of the obstetrics and gynaecology workforce was 51.1
years in 1998 and in 1999, the average age of the psychiatry workforce was 50.3
years.

Table 7: Age profile of the medical and haematological oncology workforce, 2000

Age group 30-34yrs 35-44yrs 45-54yrs 55-64 yrs 65 plus Total
% % % % yrs %

Medical and haematological 7.7 46.6 32.1 12.4 1.3 100.0

oncologists

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Data from the AMWAC/MOG/HSANZ 2000 survey also showed that the age profile of
haematological oncologists was somewhat older than that of medical oncologists with
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19.5% of haematological oncologists aged 55 years and over compared with 8.7% of
medical oncologists (Figure 2).

Figure 2: Age profile of medical and haematological oncologists, 2000
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Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Gender Profile

Table 8 draws on data from the AMWAC/MOG/HSANZ survey and indicates that
79.7% of the workforce were male and 20.3% were female, with little variation by
subspecialty.

Table 8: Gender profile of the medical and haematological oncology workforce, 2000

Subspecialty area of oncology % Male % Female
Medical oncologists (n=128) 79.7 20.3
Haematological oncologists (n=108) 79.8 20.2
Total (n=236) 79.7 20.3

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Figure 3 shows that the age profile of the 48 female medical and haematological
oncologists was younger than that of the 189 male oncologists, with 75% of females
less than 45 years of age, while the comparative figure for males was 48.9%.

Figure 3: Gender profile of the medical and haematological oncology workforce, by age, 2000
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The level of female representation in the oncology workforce, as indicated by data
from the AIHW 1998 workforce survey, is below the average for all clinicians in the
medical workforce (28.1%) and above the level for all medical specialists (15.2%)
(Table 8). The AMWAC (1998) report ‘Influences on Participation in the Australian
Medical Workforce’ concluded that women tend to choose disciplines in medicine
which allow them to achieve balance between career activities and family
responsibilities. Controllable work hours were among the important work conditions
influencing the career choices of many women.

Qualifications

The AMWAC/MOG/HSANZ 2000 survey found variation in the qualifications held by
medical oncologists and haematological oncologists in addition to Fellowship of the
Royal Australasian College of Physicians (FRACP). In total, 87.2% of haematological
oncologists held Fellowship of the Royal College of Pathologists of Australasia
(FRCPA), while only 2.5% of medical oncologists held this qualification. On the other
hand, 11.4% of medical oncologists held a higher degree compared with 7.3% of
haematological oncologists (Appendix B).

Country of first qualification

Data from the AIHW 1998 labour force survey was used to gain some indication of
the country of first qualification of the medical and haematological oncology
workforce. A limitation with this data is that it relates to the total clinical haematology
workforce, not just clinical haematologists working in oncology. Table 9 shows that in
total, 85.1% of specialists obtained their first qualification in Australia, while 6.4%
obtained it in the United Kingdom or Ireland, a further 3% in Asia and the remaining
5.4% obtained their first qualification either in New Zealand or some other country.

Table 9: Country of first qualification of medical oncologists and clinical haematologists, by
State/Territory, 1998

Subspecialty Number Australia  UK/Ireland New Asia Other

% % Zealand % %
%

Medical

oncologists 167 87.5 5.4 1.2 0.9 5.4

Clinical

haematologists 135 82.2 7.8 - 6.2 3.9

Total 296 85.1 6.4 0.7 3.0 4.7

Source: AIHW

Hours Worked

Data from the AMWAC/MOG/HSANZ 2000 survey indicate that, on average, medical
and haematological oncologists work 55 hours per week. This finding is reflected in
Figure 4 which shows that the majority (78%) of the workforce works, on average, 50
hours or more per week, while only 11% work less than 35 hours per week.
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Figure 4: Hours worked per week by medical and haematological oncologists, 2000
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Table 10 shows that the average hours worked per week varies by age and gender.
In particular, wide variation is evident between male and female oncologists aged
less than 35 years, with female oncologists, on average, working 33.3 hours per
week and male oncologists working 60 hours. However, among the other three age
groups in which women were represented, the variation in hours worked was
considerably less. Overall, female oncologists worked 49.1 hours per week, while the
comparative figure for male oncologists was 56.4 hours per week.

Table 10: Average hours worked per week by medical and haematological oncologists, by age
and gender, 2000

Gender Lessthan 35 35-44years 45-54years 55-64 years 65-74years Total
years

Male 60.0 56.8 58.9 51.9 30.3 56.4

Female 33.3 51.3 54.6 55.0 - 49.1

Total 47.4 55.4 58.3 52.0 30.3 55.0

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Figure 5 shows variation in the average hours worked per week by medical and
haematological oncologists, by State/Territory, with oncologists in Queensland
working the longest hours.

Figure 5: Hours worked per week by medical and haematological oncologists, by
State/Territory, 2000
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Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)
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Data from the AMWAC/MOG/HANSZ 2000 survey also showed variation in the
average hours worked per week by medical and haematological oncologists based
on geographic location with specialists in other rural and remote areas working the
longest hours (Table 11). This table also indicates that the percentage of specialists
working on-call-back increases with rurality. On average, medical and haematological
oncologists spend 4.3 hours per week working on-call-back (Table 11).

Table 11: Average hours worked per week by medical and haematological oncologists, by
geographic location, 2000

Geographic location Capital city Other Largerural Other rural Total
metro centre & remote
centre
Average hours worked 54.7 56.6 55.4 60.2 55.1
per week
Average hours worked 4.4 4.1 4.0 4.0 4.3
per week on-call-back
% of specialists who 68 .4 76.8 87.5 100.0 79.7

work on-call-back
Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Type of Practice

Data from the AMWAC/MOG/HSANZ 2000 survey indicated that 201 (84.8%)
medical and haematological oncologists worked in a salaried position (either full time,
or part time) and 163 (68.8%) worked in private practice. In total, 64% of workforce
time was spent in a salaried position, while 33.9% of time was spent in private
practice (Table 12).

Table 12: Proportion of total work time spent by medical and haematological oncologists in a
salaried position and in private practice, 2000

Type of practice Medical Haematological Total
oncologists oncologists (n=109) (n=236)

(n=127)
Salaried position (n=201) 62.1 66.3 64.0
Private practice (n=163) 35.1 31.7 33.9
Other areas 2.8 1.7 2.1
Total 100.0 100.0 100.0

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Public sector practice
Of specialists in a salaried position, 83.1% of salary was received from a public
health care facility, with a further 4.9% from a public health care facility and a
university (Table 13).
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Table 13: Source of salary of salaried medical and haematological oncologists, 2000

Medical Haem- Total
Source of salary oncologists atological (n=201)

(n=111) oncologists

(n=90)

Percentage of salary

Public health care facility 80.2 86.7 83.1
Public health care facility and university 6.3 3.3 4.9
Research/Institute 3.6 1.1 25
University 2.7 3.3 3.0
Public health care institute and research inst. 3.6 - 2.0
Other 3.6 2.2 3.0
No response - 3.3 15
Total 100.0 100.0 100.0

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Private sector practice

Table 14 shows that, of the 163 specialists engaged in private practice, 57.1% had,
in addition to their private practice, a paid public hospital appointment, 17.8% had a
private hospital appointment, 9.2% had an unpaid public hospital appointment and
6.7% had a paid public and private hospital appointment.

Table 14: Work in addition to private practice of medical and haematological oncologists in
private practice, 2000

Medical Haem- Total
Source of salary oncologists atological (n=163)

(n=99) oncologists

(n=64)

Percentage of specialists

Public hospital appointment only 53.5 62.5 57.1
Unpaid public hospital appointment 111 6.3 9.2
Private hospital appointment only 20.2 14.1 17.8
Paid public hospital/private hospital appointment 6.1 7.8 6.7
Unpaid public hospital/private hospital appointment 2.0 4.7 3.1
No hospital appointment 3.0 3.1 3.1
Other 2.0 - 1.2
No response 2.0 1.6 1.8
Total 100.0 100.0 100.0

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Work Setting

As indicated in Table 15, the AMWAC/MOG/HSANZ 2000 survey found that 62.8% of
total workforce time was spent on patient care activities; with 26.8% of time on
specialist treatment services in the private sector, and 36% of time in the public
sector. Outpatient care and in-patient care in the public sector accounted for 21.9%
14.1%, respectively, of total workforce work time. Teaching and research accounted
for 15.6% of total workforce time, administration for 8.9% and multidisciplinary team
activities for 6.9%. Table 15 also shows that in the public sector, haematological
oncologists spend a greater proportion of their time (17.8%), vi-a-vis medical
oncologists (10.9%), in the provision of in-patient care. The reverse situation is true
for outpatient care, with medical oncologists spending 23.6% of their time in this
activity, compared with 19.8% for haematological oncologists. This variation in time
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spent in different work settings is consistent with the type of malignancies managed
by each subspecialty oncology group.

Table 15: Average hours worked per week by medical and haematological oncologists, by work
setting and type of work, 2000

Medical Haematological Total
Work setting oncologists oncologists
Percentage of total hours

Private sector health services

Specialist treatment services 27.8 25.5 26.8
Multidisciplinary team activities 1.8 1.5 1.6
Administration 1.8 25 21
Teaching and Research 2.2 1.7 2.0
CME 1.2 0.8 1.0
Other <0.1 0.7 0.3
_Total private sector ... 349 2.7 338

Public sector health services

In-patient care 10.9 17.8 141
Outpatient care 23.6 19.8 21.9
Multidisciplinary team activities 5.6 4.9 5.3
Administration 5.8 7.9 6.8
Teaching and research 155 115 13.6
CME 3.2 25 2.8
Other 0.6 4.3 2.3
Total public sector 65.2 68.7 66.8
Total hours 100.1* 101.4* 100.6*

* Numbers do not add to 100 due to rounding
Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Area of Oncology Practice

Table 16 indicates 73.4% of total patient care workforce time was spent in three
clinical areas of practice, namely, ‘other haematological malignancies’ (32%), ‘solid
tumour-advanced disease’ (23.2%) and solid tumour-adjuvant management (18.2%).
Not surprisingly, Table 16 also shows variation in the proportion of work time spent
by medical oncologists and haematological oncologists in the six nominated clinical
areas. For medical oncologists, the majority of work time (88.2% on average) was
spent in three clinical areas, namely ‘solid tumour-advanced disease’, solid tumour-
adjuvant management’ and ‘solid tumour-palliative care’. On the other hand,
haematological oncologists spent the majority of their clinical time (79.2% on
average) working in areas of ‘other haematological malignancies’ and ‘acute
leukemia’. Haematological oncologists also spent 12.6% of their time working in
‘other' non-specified areas. The Working Party considered that this probably
represented work in non-malignant haematology and general medicine work.
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Table 16: Percentage of clinical work time spent by medical and haematological oncologists in

each of six clinical areas, 2000

Area of practice Medical Haematological Total
T Percentage of clinical work time

Acute leukemia 1.0 195 9.4
Other haematological malignancies 9.0 59.7 32.0
Solid tumour-advanced disease 39.8 3.3 23.2
Solid tumour-adjuvant 31.2 25 18.2
management

Solid tumour-palliative care 17.2 2.3 104
Other 1.7 12.6 6.7
Total 100.0* 100.0* 100.0*

*Totals do not add up to 100 due to rounding.
Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Table 17 shows that across private practice, salaried practice and other areas of
practice, there is some variation in the percentage of work time spent in the six
clinical areas. In private practice, four areas account for 86.5% of time, namely, other
haematological malignancies, solid tumour-advanced disease, solid tumour-adjuvant
management and solid tumour-palliative care. However, while a similar work pattern
is evident for oncologists predominantly in a salaried position, more of their time is
spent in the management of acute leukemia and less of their time is spent in solid
tumour-adjuvant management.

Table 17: Percentage of clinical work time spent by medical and haematological oncologists in
selected subspecialist areas, by predominant place of work (ie public sector, private sector or
both), 2000

Branch of haematological oncology Private practice  Salaried Private & Total
practice/type of practice position salaried  Other
Number of medical and haematological 30 72 113 18
oncologists
5.4 16.0 7.2 4.8
Acute leukaemia
39.3 40.5 27.2 184 32.1
Other haematological malignancies
18.8 19.1 25.3 32.8 23.1
Solid tumour-advanced disease
17.2 11.9 21.9 19.9 18.1
Solid tumour-adjuvant management
11.2 5.0 12.8 15.0 104
Solid tumour-palliative care
8.2 7.5 5.5 9.1
Other areas’
Total 100.0 100.0 100.0 100.0 100.0

1: ‘Other’ includes specialists who spend time working in:
Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Table 18 shows some variation in hours spent in the six nhominated areas of clinical
practice across State/Territory. For instance, oncologists in Queensland and the
Australian Capital Territory spent more of their time in the management of leukemia
than was the average for all oncologists, respectively, 14.4% and 13.3% of work
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time, compared with 9.4%. Oncologists in Western Australia spent more of their time
in solid tumour-adjuvant management (25.6%) than was the norm for all oncologists
(18.2%), while oncologists from Tasmania spent an above average amount of work
time in solid tumour palliative care (viz 20% compared with 10.4%).

Table 18: Percentage of clinical work time spent by medical and haematological oncologists in
selected subspecialist areas, by State/Territory, 2000

Branch of medical and haematological NSW Vic Qld SA WA Tas ACT Total
oncology practice/State

Number of medical and haematological 88 65 26 27 16 6 6 235
oncologists

Acute leukemia 10.8 7.5 14.4 8.0 5.3 2.8 13.3 9.4
Other haematological malignancies 35.3 24.9 39.0 36.1 325 16.5 30.0 32.0
Solid tumour-advanced disease 21.7 27.9 18.7 21.0 26.6 215 16.7 23.2
Solid tumour-adjuvant management 15.1 21.0 16.0 17.6 25.6 22.5 175 18.2
Solid tumour-palliative care 9.0 13.6 9.2 9.3 7.8 20.0 4.2 104
Other areas’ 8.1 5.1 2.7 7.7 1.9 16.7 18.3 6.7
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

1: ‘Other’ includes specialists who spend time working in:
Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Services Provided

Referrals from general practitioners

The AMWAC 2000 survey of Divisions of General Practice (Appendix F) found that
the three most important triggers for a GP to refer to a medical oncologist were (in
order of importance):

* lack of experience within the practice regarding the condition and/or its treatment;
e condition unresponsive to treatment; and

« severity of the condition.

GPs noted that most initial referrals to medical oncologists were from the diagnosing
physician or surgeon. Referral to a medical oncologist was said to occur when the
form of cancer would not be readily cured by surgery. Other GPs noted the
importance of having a non-surgical option and that poor access to a medical
oncologist was a disincentive to refer a patient or for the patient to be willing to go for
treatment. For some GPs choice of specialist is difficult as indicated by the following
comment: ‘There are times when from a GP point of view you may not know who has
a subspecialty interest in medical oncology and therefore may not make the right
choice (ie surgical oncologist or medical oncologist) when advising patients with
various cancers — lung, breast, prostate, bowel, gynaecology or haematology’.

A further issue of importance to referring GPs was good communication between
specialist oncologist and general practitioner as indicated by the following comment:
‘The main issue with oncologists (and other specialists) who are part of the team of
doctors looking after a patient with cancer, is communication. The patient often asks
their GP for advice on choices put to them by the oncologist. They trust the GP as
their interpreter of medical information. And they often assume that there is a
seamless connection between hospital and community services. A contact
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person/phone number for the GP to discuss and gain answers to simple patient
information would be useful’.

Referrals from general surgeons
The most frequently mentioned trigger for a general surgeon to refer a patient to a
medical oncologist was for adjuvant therapy, including chemotherapy and
immunotherapy (Appendix E5). Frequently mentioned cancers were breast cancer,
colon cancer, metastatic cancer and colorectal cancer (Appendix E5). General
surgeons stressed the importance of multidisciplinary care and issues of quality of
care as indicated by the following comments:

* ‘Oncology services must be applied as part of multidisciplinary care. They should
not be considered separate from other oncology services (eg surgical, paediatric
oncology and support specialties, including psychiatry, psychology, palliative care,
social work support etc)'.

e ‘Surgery needs to keep up to date with what is currently best practice. Colon,
breast, melanoma guidelines are excellent, similar guidelines would help in other
areas (eg stomach, pancreas, advanced head and neck cancers). When not to
treat or when to stop still remains one of the most difficult decisions. This decision
needs GP, surgeon, oncology input with the patient and their relatives’ (Appendix
E).

Medicare Services

Procedural and other medical services in Australia are provided through Medicare
and through other insurance arrangements in fee for service practice, and through
the public hospital system. Detailed service-specific data through Medicare have
been available since 1984-85 for doctors claiming Medicare benefits. As indicated
previously, three Medicare items were selected by the Working Party as indicative of
medical and haematological oncology specialist services. These item numbers were:
* Item 13915 Cytotoxic Chemotherapy Administration Intravenous <1 hour duration;
* Item 13918 Cytotoxic Chemotherapy Administration >1&<6 hours; and

* Item 13921 Cytotoxic Chemotherapy Administration Infusion >6hours.

Table 19 shows that between 1995-96 and 1999-2000 the number of Medicare
services provided by medical and haematological oncologists increased by 105.2%,
representing a compound average annual increase of 19.7%. Table 19 also shows
variation by discipline in the rate of growth in the number of services provided. For
example, while the number of services provided per year by medical oncologists
increased by 115.6%, the comparative figure for haematological oncologists was
66.8%. Increases are also evident in the number of services provided per provider,
namely, a compound annual increase of 7.4% (8.8% for medical oncologists and
1.8% for haematological oncologists). The Working Party considered that the
magnitude of growth in Medicare service provision exaggerates the real situation.
Rather than reflecting real growth, the figures are thought to represent a change in
where oncology services are being provided. Recent health care system funding
changes have resulted in a shift in oncology service provision from public hospitals to
private medical practices.
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Table 19: Registered medical and haematological oncologists claiming three Medicare items?,
1995-96 to 1999-00

1995-96 :  1996-97 : 1997-98 : 1998-99 : 1999-00 : % : Compoud
: : : : change :  annual %
5 change
___________________________________________________ Medical oncologists . . ... ..
Number of : : : ! ! .
providers 82 | 88 | 100 111 ; 126 | 53.7 11.3
Number of ! ] : : ' : :
services i 41,555 49506 ! 55463 74,268 89,572 115.6 ; 21.2
provided i S S
Number of | | | | | |
services per 506.8 : 562.6 | 554.6 : 669.1 : 710.9 : 40.3 : 8.8
provider ' ' : : : : :
______________________________________________ Haematological oncologists
Number of ; ; ; ; ; ;
providers ; 65 72 79 87 101 : 55.4 11.6
Number of : : . ! . .
services : 11,157 | 11,999 | 12,334 | 14,488 | 18,609 | 66.8 ! 13.6
_provided i SR ] SO SRR ] S
Number of . ! ! . . .
services per 171.6 166.7 ! 156.1 ! 166.5 ! 184.2 7.3 1.8
provider : : i 5 5 : :
_______________________________________ Medical and haematological oncologists ... .. ...
Number of ' ' E E E ' '
providers 147 160 : 179 : 198 : 227 54.4 | 11.5
Number of ' ' ' ' ' ' '
services . 52,712 61505: 67,797 88,756 108,181 : 105.2 | 19.7
provided | o o L o R R
Number of ; ; ; ; ; ;
services per 358.6 ! 384.4 378.8 : 448.3 476.6 32.9 7.4
provider ' : : : : : '

1. Medicare item numbers: 13915 Cytotoxic Chemotherapy Administration Intravenous <1 hour
duration; 13918 Cytotoxic Chemotherapy Administration >1&<6 hours; 13921 Cytotoxic
Chemotherapy Administration Infusion >6hours;

Source: DHAC

Table 20 examines differences in the provision of Medicare services based on
geographic location of the patient. The data show that per 1,000 population, rural
people receive fewer services than people located in urban locations. For example,
people located in capital cities and other metropolitan locations received 7.8 and 9.1
Medicare services per 1,000 persons, respectively. The comparative figures for
people located in large rural centres and other rural and remote locations were 6.9
and 6.4 per 1,000 persons respectively.

Table 20 also shows that physicians and Medicare providers other than medical and
haematological oncologists make a greater contribution to the provision of oncology
services in rural locations than they do in urban locations.
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Table 20: Services provided per 1,000 population, (Medicare items 13915, 13918 and 13921), by
specialty of provider and by geographic location (RRMA) of patient based on residential
postcode, 1999-00

Specialty Capital city Other metro Large rural  Other rural Australia
Medical Oncologists (n=126) 5.2 7.8 3.3 2.7 4.7
Clinical Haematologists (n=101) 1.1 0.9 1.0 0.7 1.0
Other Physicians (n=159) 13 0.2 2.0 2.2 15
Other specialists (n=124) 0.2 0.1 0.3 0.2 0.2
Non-Specialists (n=536) 0.0 0.1 0.2 0.6 0.2
Total (n=1,046) 7.8 9.1 6.9 6.4 7.6
‘Population (June 1999 ABS estimate) ~ 12,109,201 1,445,901 1,129,562  4,278951 18,963,615

Source: DHAC

Similarly, Figure 6 shows that a larger proportion of Medicare oncology services were
provided by doctors other than medical and haematological oncologists in rural and
remote areas.

Figure 6: Percentage of Medicare oncology services® within each geographic classification
provided by registered medical and haematological oncologists and by ‘other’ providers 2
1998-99

100.0
80.0 [ |
60.0 -

O Medical oncologists
B Haematological oncologists

40.0 A .
20.0 - —g OOther providers
0.0 iT I

Percent

Capital Other Large Other rural
cities metrop. rural & remote
areas centres

1. Medicare item numbers: 13915 Cytotoxic Chemotherapy Administration Intravenous <1 hour
duration; 13918 Cytotoxic Chemotherapy Administration >1&<6 hours; 13921 Cytotoxic
Chemotherapy Administration Infusion >6hours;

2. Other service providers include surgeons (general and specialist), radiation oncologists,
anaesthetists, obstetricians and gynaecologists, physicians (internal medicine, general medicine,
neurology, paediatrics and thoracic medicine) and general practice.

Source: DHAC

Table 21 shows that of Medicare patients located in large rural centres and other rural
and remote locations (27.2% and 83.1% respectively) received services from medical
oncologists located in an area different to the patient. On the other hand, in capital
cities, only 1.4% of the 8,514 patients who received Medicare oncology services from
medical oncologists received these services from someone located in an area different
to the patient. These findings suggest that either patients from rural areas are travelling
to receive medical oncology services or medical oncologists are travelling to provide
these services. The AMWAC/MOG/HSANZ 2000 survey found that 34.4% of
metropolitan based medical oncologists provided services on a regular visiting basis to
rural areas.
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A similar pattern of patient service provision is evident in Table 21 with respect to
haematological oncologists. For example, 53.4% and 79% of patients located in large
rural centres and other rural and remote areas, respectively, received services from
haematological oncologists located in an area different to the patient. On the other
hand, only 0.4% and 24.5% of patients from capital cities and other metropolitan
locations, respectively, received services from haematological oncologists in an area
different to the patient. As with medical oncologists, these findings suggest that either
rural patients are travelling to receive haematological oncology services or
haematological oncologists are travelling to rural areas (see Tables 22 and 23). The
AMWAC/MOG/HSANZ 2000 survey found that 25.7% of metropolitan based
haematological oncologists provided services on a regular visiting basis to rural areas.

Table 21: Number of patients receiving services, by residential postcode of patient and by
specialty and geographic location of provider (Medicare items 13915, 13918 and 13921), 1999-00

Location of patient

Specialty Capital city Other metro Large rural Other rural
centre
Medical Oncologists (n=126)
= Postcode of patient’s residence 8,638 1,585 669 1,982
» Provider located in same location 8,514 1,493 487 335
as patient
= 9% patients receiving services 1.4 5.8 27.2 83.1

from providers located in an area
different to patient

Clinical Haematologists (n=101)

= Postcode of patient’s residence 2,368 261 238 409

=  Provider located in same location 2,358 197 111 86
as patient

= 9% patients receiving services 0.4 24.5 53.4 79.0

from providers located in an area

Other Physicians (n=159)

= Postcode of patient’s residence 2,665 73 321 1,213

= Provider located in same location 2,641 19 292 289
as patient

=  Provider located in an area 0.9 74.0 9.0 76.2

different to patient

Other Specialists (n=124)

= Postcode of patient’s residence 278 22 59 119

=  Provider located in same location 272 16 37 28
as patient

=  Provider located in an area 2.2 27.3 37.3 76.5

Non-Specialists (n=536)

= Postcode of patient’s residence 147 35 58 386

=  Provider located in same location 137 28 50 322
as patient

=  Provider located in an area 6.8 20.0 13.8 16.6

different to patient

Total (n=1,046)

= Postcode of patient’s residence 12,863 1,916 1,225 4,010

= Provider located in same location 12,695 1,719 892 981
as patient

= Provider located in an area 13.1 10.3 27.2 75.5

different to patient
Source: DHAC
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Medical and haematological oncologists hospital casemix services

As is well known, Medicare does not cover the full spectrum of procedures for any
diagnosis. It excludes non fee-for-service public hospital work and work completed
under other insurance arrangements, including services provided to war veterans. As
a result, AMWAC usually draws on hospital casemix data as another indicator of
service provision trends. However, the Working Party considered that public hospital
casemix data could only provide an indication of the quantum of cancers being
treated within public and private hospitals by a range of service providers rather than
an accurate picture of the services being provided by medical and haematological
oncologists. For this reason hospital casemix data have not been used in this section
of the report. However, the data were used to examine general trends in
requirements for hospital cancer services (see chapter titled Projections of
Requirements).

Services to Rural Areas

The AMWAC/MOG/HSANZ 2000 survey indicated that 6.8% of medical and
haematological oncologists had their main practice in a rural area. However, 30.4%
(72/237) of oncologists were involved in the provision of rural outreach services, with
considerable variation across States/Territories (Table 22). For example, 75% of
metropolitan specialists were involved in the provision of rural outreach services in
Queensland, whereas in Western Australia, Victoria and South Australia only 12.5%,
20% and 25.9%, respectively, were similarly involved.

Table 22: Metropolitan based medical and haematological oncologists providing rural outreach
services, by State/Territory, 2000

NSW Vic Qld SA WA Tas ACT Aust.
% % % % % % % %

Medical and Haematological
oncologists (n=237) 36.9 20.0 75.0 25.9 12.5 33.3 66.7 32.7

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

The provision of rural outreach services included visiting services, non face-to-face
services (eg telephone or fax or telemedicine) (Table 23). Table 24 also shows that,
on average, these specialists spend 14.1 hours per month providing visiting rural
outreach services and 5.9 hours per month providing non face-to-face services.

Table 23: Metropolitan based medical and haematological oncologists providing rural outreach
services, by type of service, 2000

Subspecialty Visiting rural outreach Non face-to-face services
services (eg telephone, fax,
telemedicine)
Medical oncology 44 43
(n=128)
Haematological oncology 28 28
(n=109)
Medical and haematological 72 71
oncology
Average hours spent per month 14.1 6.2

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)
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The Main Characteristics of the Specialist Medical and Haematological
Oncology Workforce

Medical and haematological oncology is a relatively small workforce, representing
approximately 2% of all medical specialists in 2000. It is estimated that there are
currently 338 medical and haematological oncologists in active practice in Australia.
This represents a SPR 1:57,261 or 1.7 oncologists per 100,000 population. It should
be noted that this estimate is based on headcounts and not on full time equivalent
specialists. On average, haematological oncologists spend 61.4% of their total
clinical work time in oncology practice.

Based on population distribution, the medical and haematological oncology workforce
is maldistributed among and within States/Territories. The majority of the workforce is
located in New South Wales and Victoria (58.7%) and predominantly in the capital
cities of these two States. In total, only 6% of the workforce had their main practice in
a rural area. In addition, 32.7% of resident metropolitan oncologists were providing
outreach services to rural areas, on average 14.1 hours per month of face-to-face
services and 5.9 hours per month of non-face-to-face services.

The majority of medical and haematological oncologists are aged between 35-54
years, with only 1.3% of the workforce aged 65 years and over and 12.4% aged 55-
64 years. In total, 20.3% of the workforce are women and this representation is
expected to increase given that 54% of trainee medical oncologists are women, and
26.7% of clinical haematology trainees are women. Like most other medical
specialties, the cohort of medical and haematological oncologists aged 55 years and
over is predominantly male.

Nationally, medical oncologists and haematological oncologists work an average of
55 hours per week. However, Queensland based oncologists work, on average, 61
hours per week. In common with most other specialist workforces, female medical
oncologists, on average, work less hours per week than is the average for male
medical oncologists (viz 49.1 hours compared with 56.4 hours).

In total, 84.8% of medical and haematological oncologists work in a salaried position
and 68.8% work in private practice; with 64% of total workforce time spent in a
salaried position and 33.9% of time in private practice. Of specialists in a salaried
position, 88% of salary was received from a public health care service facility. Of
specialists in private practice, 57.1% also had a paid public hospital appointment, a
further 9.2% had an unpaid public hospital appointment, 17.8% had a private hospital
appointment and 6.7% had both a paid public and private hospital appointment.

Patient care activities accounted for, 62.8% of total workforce time (36% in the public
sector and 26.8% in the private sector). Outpatient care and in-patient care in the
public sector accounted for 21.9% and 14.1% of total workforce time, respectively,
teaching and research accounted for 15.6%, administration for 8.9% and
multidisciplinary team activities for 6.9%. Of total workforce time, 73.4% was spent in
three clinical areas, namely, the management of ‘other haematological malignancies’,
‘solid tumour-advanced disease’ and solid tumour-adjuvant management’. Medical
oncologists spent more time in the management of solid tumour-advanced disease,
solid tumour-adjuvant management and solid tumour-palliative care, while
haematological oncologists spent more time in the management of other
haematological malignancies and acute leukemia.
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The patient pathway to consult a medical and haematological oncologist is via
referral from a general practitioner, general surgeon or some other specialist. The
most important triggers for a GP referral are lack of experience within the practice
regarding the condition and/or its treatment, condition unresponsive to treatment and
severity of the condition. The most frequently mentioned trigger for a general surgeon
to refer a patient was adjuvant therapy, including chemotherapy and immunology.

Between 1995-96 and 1999-2000, the number of Medicare services provided by
medical oncologists and haematological oncologists increased by 115.6% and
66.8%, respectively. The Working Party considers that much of this growth can be
attributed to a shift in services from state government public hospitals to private
practice.
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TRAINING ARRANGEMENTS FOR MEDICAL AND HAEMATOLOGICAL
ONCOLOGISTS

Basic Training

Unlike some other specialist training programs, the RACP accredits hospital training
programs rather than individual positions and determines the experience that is to be
gained during this training. Basic training normally commences after the intern year
and registration with the College is compulsory from the second year of training.
Eligible trainees undertake the FRACP Examinations in adult medicine in the third
year of training or subsequently. During basic training, trainees are expected to
acquire a broad knowledge of the principles and practice of adult medicine and to
develop a satisfactory level of clinical competence.

Advanced Training

This section of the report is in two parts. Part 1 describes the advanced training
program for a career in medical oncology and Part 2 describes the advanced training
program for a career in clinical haematology.

Part 1. Medical Oncology Advanced Training Program
Career training in medical oncology is administered by the RACP (Division of Adult
Medicine) through the Specialist Advisory Committee in Medical Oncology (SAC).

Training involves three years of basic training in adult medicine, followed by three
years advanced training in the sub-specialty of medical oncology.

Career training in medical oncology consists of 24 months of ‘core clinical training’ in
medical oncology and directly related areas and 12 months in an elective position.
The latter may be used for research in a field of relevance to medical oncology, or to
gain clinical or laboratory experience in a specialty of direct relevance to medical
oncology. Training in a variety of areas such as haematological oncology, palliative
medicine, molecular biology, radiation oncology or epidemiology may be suitable.

Trainees are required to spend at least 18 months in approved medical oncology
departments but the SAC encourages longer periods if possible. During this time the
trainee should be exposed to patients with a range of common tumours and be
responsible for their management under supervision. It is expected that this should
involve a mix of inpatients and outpatients. It is recognised that changes in medical
practice may make experience in some of these sites difficult to obtain. However,
experience can be obtained in situations such as privatised clinics and out reach
programs to compensate for any deficiencies (RACP/SAC Medical Oncology).

The SAC in Medical Oncology recommends that the period of training should be
spent in more than one hospital or medical centre. This may be achieved in various
ways including a period of rotation through a department of radiation oncology,
participation in a multidisciplinary clinic and/or participation in a lecture program.
Similar considerations apply to experience in haematology, especially with the
development of protocols involving high dose chemotherapy with stem cell rescue.
Trainees are also expected to obtain similar knowledge of and experience in
palliative medicine including knowledge of the pathophysiology and pharmacology of
pain, constipation, nausea and vomiting, and other common symptomatic problems.
There should be an understanding of the role of the community team and hospice in
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the management of the terminally ill and the workings of the multi-disciplinary team
(RACP/SAC Medical Oncology).

Medical Oncology Training Programs
The SAC in Medical Oncology requires that training take place in training sites that
have been approved by the SAC and that have the following:
= At least two full-time medical oncologists (or equivalent), where possible. There
should be appropriate levels of responsibility and supervision.
= Access to adequate numbers of patients with a range of common cancers both
inpatients and outpatients.
= A clinical research program.
= A regular intra- and interdisciplinary meetings, particularly involving surgical and
radiation oncologists. The department should take part in hospital grand rounds
and trainees are expected to present to these meetings.
= Access to appropriate library facilities and to computerised literature search
facilities.

Opportunity for part-time training
The program provides opportunity for part time training. The majority of trainees
complete the program within three years.

Any special training requirements
There are no special training requirements such as a requirement to gain experience
working in a rural area.

Overseas trained specialists

It is estimated that approximately two overseas trained medical oncologists enter the
workforce per year. However, this is balanced by a similar number of Australian
trained medical oncologists migrating overseas.

Medical oncology advanced trainees

Table 24 indicates that as at February 2001, there were 39 medical oncology
trainees throughout Australia, 36 trainees in adult medical oncology and 3 in
paediatric medical oncology. Of the 39 advanced trainees, 30.8% were located in
New South Wales, 46.2% in Victoria, 10.2% in Queensland, 7.7% in South Australia,
and 2.6% in both Western Australia and the Australian Capital Territory. There were
no trainees in Tasmania or the Northern Territory.

Table 24: Medical oncology advanced trainees, by State/Territory, February 2001

State/Territory Total number of trainees % of trainees
New South Wales 12 30.8
Victoria 18 46.2
Queensland 4 10.2
South Australia 3 7.7
Western Australia a 2.6
Tasmania - -
Northern Territory - -
Australian Capital Territory a 2.6
Total 39 100.0

a: numbers too small to report. Source: RACP
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Table 25 shows that there were 37 accredited hospital training programs for
advanced training in adult medical oncology as at June 2000. In total, 75.7% of these
programs were located in New South Wales and Victoria.

Table 25: Advanced adult medical oncology training programs and trainees, by hospital and by

State/Territory, 2000

Facility

Number of positions

Number of trainees

New South Wales 15 11"

lllawarra Regional Hospital 1

Liverpool Hospital 1

Mater Misericordiae (Newcastle) 1

Prince of Wales Hospital 2

Repatriation Hospital, Concord 1

Royal North Shore Hospital 2

Royal Prince Alfred Hospital 2

St George Hospital 2

St Vincent's Hospital (Darlinghurst) 1

Westmead Hospital 2
Victoria 13 17°

Alfred Hospital 1

Austin Hospital 1

Box Hill Hospital 1

Heidelberg (ARMC) 1

Monash Medical Centre 1

Peter MacCallum Cancer Institute 2

Royal Melbourne Hospital 3

St Vincent's Hospital (Fitzroy) 1

Western Hospital 1

Geelong Hospital | . .
Queensland 3 3

Princess Alexandra Hospital 1

Royal Brisbane Hospital 1

_Townsville Hospital (Non-accredited) . .Y .
South Australia 3 3

Queen Elizabeth Hospital 1

Royal Adelaide Hospital ... L
Western Australia 2 1

Royal Perth Hospital 1

Sir Charles Gairdner Hospital L .
Tasmania 1 -

Royal Hobart Hospital . . L.
Australian Capital Territory 1 1
CanberraHospital
Total 37° 36

1. The variation in the number of positions and number of trainees is because 3 extra positions were
accredited in 1999-2000; 2. The variation in the number of trainees and number of positions is
because 2 trainees are undertaking part of their medical oncology training in haematology and 2 in
radiation oncology; 3. There are six paediatric medical oncology training positions, making the total

number of medical oncology positions 43.

Source: RACP

Table 26 indicates that between 1996 and 1999, there was an average annual
increase of 7.5% in the number of trainees enrolled in Year 1 of the RACP advanced
training program in medical oncology. MOG advised the Working Party that medical

oncology was not a popular specialty among medical trainees.
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Table 26: Number of medical oncology advanced trainees enrolled in Year 1 of the RACP
advanced training program, 1996-2000

1996 1997 1998 1999 2000
Number of commencing 10 13 13 12 13
trainees
% av. annual change 7.5
1996 - 2000

Source: RACP

Table 27 shows that the 1999 distribution of medical oncology advanced trainees
was not consistent with the distribution of the Australian population. In total, 51.3% of
trainees were located in Victoria, which had 24.8% of the Australian population, while
the representation of trainees in all other States/Territories was below that indicated
by population share. Table 27 also shows that between 1990 and 1999 there was an
8.3% increase in the overall number of trainees (ie from 36 to 39).

Table 27: Number of medical oncology trainees enrolled in the training program, by
State/Territory, 1990, 1996 and 1999

Year NSW Vic Qld SA WA Tas NT ACT Aust
1996 9 9 5 6 3 2 - 2 36
1999 9 20 4 3 3 - - - 39
% 1999 trainees 23.1 51.3 10.2 7.7 7.7 - - - 100.0
% population 33.8 24.8 18.4 8.0 9.7 2.6 1.0 1.7 100.0

*2 trainees were overseas
Source: RACP and ABS

Table 28 outlines the age, gender and training status of the 42 advanced trainees by
State/Territory as at January 2000. In total, 42.9% of trainees were in their final year
of training. The average age of trainees was 32.5 years and 54.1% of trainees were
women.

Table 28: Age, gender and training status of medical oncology advanced trainees, by

State/Territory, 2000

NSW Vic Qld SA WA ACT Total Av. %
age female
years
Year of training
- 1st year 7 3 1 - - 1 12 31.0 60.2
- 2nd year - 8 1 2 1 - 12 30.4 50.0
- 3rd year 5 7 2 1 1 - 16 325 42.9
- Post 1 - - 1 - - 2 41.0 100.0
Fellowship
Total 13 18 4 4 2 1 42 325 54.1

Source: RACP

Table 29 indicates that in 1998, 64.9% of trainees enrolled in the RACP medical
oncology advanced training program were located in New South Wales and Victoria
and that the average age of trainees was 31.9 years. Overall, 54% of trainees were
female, with wide variation in the representation of women by State/Territory.
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Table 29: Medical oncology advanced trainees, by age, sex and State/Territory, 1998

Characteristic NSW Vic Qld SA WA Tas ACT Aust
Total number 9 15 5 3 4 1 3 37
Average age 33.0 29.5 31.0 31.0 32.0 31.0 31.0 31.9
% Males 33.3 46.7 20.0 66.7 50.0 - - 46.0
% Females 66.7 53.3 80.0 33.3 50.0 100.0 100.0 54.0

Sources: RACP

As with the data from the RACP (Table 29), the AIHW 1998 survey found that the
average age of medical oncology trainees was 31.9 years, and that 46% of trainees
were men and 54% were women. The AIHW data also indicated that, on average,
medical oncology trainees worked 54.3 hours per week (45.8 hours on direct patient
care), with male trainees working, on average, 54.6 hours per week and female
trainees 55.4 hours.

The average age of specialist recognition in medical oncology is 33 years. There is
some expectation that this age may tend to rise, especially with the advent of
graduate-entry medical courses, although it will be some seven years before this
possibility would start to have any effect. The proportion of graduates who are
women is expected to rise and this will continue the trend of increased female
representation in the workforce.

Table 30 shows that between 1996 and 2000 there were 68 training program
completions, with an average of 13.6 per year. During this five-year period, there was
a 4.6% average annual increase in the number of training program completions,
ranging from a high of 16 in 2000 and a low of 11 in 1998. Over the next two years it
is expected that the number of training program completions will be 23 (ie 11.5 per
year).

Table 30: Medical oncology graduates, by State/Territory, 1992 to 2004

Year NSW Vic Qld SA WA Tas ACT Total
1996 3 3 1 4 - 1 1 13
1997 4 5 2 2 1 - 1 15
1998 1 3 2 2 2 1 - 11
1999 4 6 1 - 2 - - 13
2000 5 7 2 1 1 - - 16
2001% - 8 1 2 - - 11
2002 7 3 1 - - - 1 12

a - expected completions based on enrolments in Year 1, 2 or 3 of the RACP Training Program.

Source: RACP
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Part 2: Advanced Clinical Haematology Training Program

The supervising committee for the vocational training in haematology is the Joint
Specialist Advisory Committee (JSAC) in Haematology. In general, training in
haematology is only possible in cities within Australia (this can include major regional
cities for a portion of training). The trainee has one supervisor for each of the years
in training who will be expected to regularly report to the JSAC and have regular
meetings with the trainee.

Training in haematology may be undertaken through one of the following three
schemes:

= joint training with the RACP and the Royal College of Pathologists (RCPA);

» advanced training program in clinical haematology with the RACP; and

= |aboratory training in haematology with the RCPA.

1) Joint RACP and RCPA training program

The joint training scheme is a four-year program of clinical, laboratory, and research
aspects of haematology, leading to award of both FRACP and FRCPA, and the
ability to practise as a clinical and laboratory haematologist. Entry into the joint
training scheme follows successful completion of the written and clinical parts of the
FRACP Examination.

Trainees must be enrolled with both Colleges throughout training, and are required to
successfully complete Part One and Part Two examinations in haematology
conducted by the RCPA. The Part One Examination is normally taken in the second
or third year of advanced training and the Part Two Examination is normally
attempted at completion of the four-year advanced training program. Such
candidates would subsequently be able to treat all forms of haematological diseases
both and malignant as well as practise consultative laboratory medicine in
haematology and blood transfusion.

2) RACP advanced training program in clinical haematology
The advanced training program in clinical haematology leads to award of FRACP and
the ability to practise as a clinical haematologist.

Advanced training follows successful completion of the written and clinical parts of
the FRACP Examination, and is supervised by the JSAC in Haematology. The clinical
advanced training scheme is a three-year program, which includes compulsory six-
month training period in laboratory haematology, but no formal examinations are
conducted. Such candidates would subsequently be able to treat all forms of
haematological diseases, both benign and malignant.

3) RCPA laboratory training program

This is a five-year program leading to award of FRCPA and the ability to practise as a
laboratory haematologist. Trainees must register with the RCPA and would be able to
practise clinical consultative laboratory medicine in haematology and blood
transfusion.
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Joint RACP/RCPA Training Scheme and the RACP advanced training program in
clinical haematology

Clinical experience requirements

Training in both the Joint RACP/RCPA Training Scheme and the RACP advanced
training program in clinical haematology should in general provide a balance of
exposure to, and competency in, all aspects of clinical and laboratory haematology,
with a later emphasis on specialisation in an area of interest. For this reason, training
may need to be undertaken in more than one institution to increase the breadth of
exposure and experience.

Both the Joint RACP/RCPA Training Scheme and the RACP Advanced Clinical
Haematology Scheme require at least 12 months of advanced training devoted
primarily to clinical aspects of haematology. Ideally, this should include a period of at
least six month of direct responsibility for inpatient care, preferably offering an
exposure to all aspects of clinical haematology, including management of
haematological malignancies, thromboembolic and bleeding disorders and
transfusion medicine.

An additional six months is spent in an area where the predominant responsibility is
outpatient care, including anticoagulant therapy, supervision of chemotherapy,
apheresis and consultation with other specialties.

Exposure to more specialised aspects of clinical haematology, such as management
of inherited coagulation disorders, autologous and allogeneic haemapoietic stem cell
transplantation may occur during or after the period of core clinical training,
depending on the particular interests of the trainee.

Laboratory experience- Joint RACP/RCPA Training Scheme

Laboratory training in haematology is an integral part of the Joint RACP/RCPA
Training Scheme, and a period of three years experience in laboratory haematology
is a requirement of the RCPA training program. An initial period of at least 12 months
is required before a trainee is eligible to sit for the RCPA Part One Examination. This
should include experience in all aspects of the haematology laboratory, including
coagulation, transfusion and immunohaematology, haemoglobinopathy, diagnostic
haematology and morphology. Exposure to special areas such as flow cytometry,
cytogenetics, molecular diagnostic techniques and tissue typing is also required.

During initial laboratory training, there is an emphasis on direct involvement of
trainees with laboratory practice, including theoretical aspects of specific test
procedures, troubleshooting and quality assurance. Exposure to the haematology
laboratory should continue as an important part of training beyond the FRCPA Part
one examination. Trainees are also expected to acquire experience in dealing with
consultations from the laboratory perspective and with laboratory management
issues.

A total period of at least three months may be spent during advanced training in a
centralised state transfusion service.

Research and elective activity - Joint RACP/RCPA Training Scheme
All trainees of the Joint RACP/RCPA Training Scheme are expected to be involved
with some form of research activity in either clinical or laboratory haematology at
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some stage during their program. It is recommended that the final year of training be
an elective year where the majority of time is spent in clinical or laboratory research,
which may be at a centre other than that where the bulk of training has occurred.
Evidence of participation in research activities includes publications in peer-reviewed
journals and presentation at state, national or international meetings, and will be
sought from each trainee at completion of their training period.

Elective training in haematology is actively encouraged, and is usually undertaken in
the third or fourth years of the Joint RACP/RCPA Training Scheme, usually after
successful completion of the FRCPA Part One Examination. Elective training is
usually taken as an opportunity to develop further special interests in clinical or
laboratory haematology, or to undertake a research project.

Other specific requirements- Joint RACP/RCPA Training Scheme
Trainees undertaking the Joint RACP/RCPA Training Scheme are required to
undertake the part One Examination of the RCPA in haematology, normally in the
second or third year of advanced training, but not before or more than at least 12
months has been spent predominantly in laboratory haematology.

The Part Two Examination of the RCPA should be attempted at the completion of the
four-year advanced training program, and will consist of a viva examination, and the
presentation of a 5,000-10,000 word dissertation.

RACP advanced training program in clinical haematology

The following guidelines apply to trainees undertaking the RACP advanced training
program in clinical haematology:

= At least two years following completion of basic training and the FRACP

Examination, trainees:

- Will be expected to undertake a period of at least 12 months of clinical
haematology training with direct responsibility for inpatient and outpatient
management, according to the guidelines for the joint program;

- A period of at least six months must be spent in laboratory training, with direct
exposure to all aspects of diagnostic haematology and transfusion medicine, as
outlined in the laboratory haematology guidelines of the joint program;

- While a formal examination in laboratory haematology will not be undertaken,
supervisors will be required to ensure that trainees have reached satisfactory
standard of performance, with an emphasis on competence in morphology and
laboratory related consultations;

- Following satisfactory completion of two years of core training, trainees are
encouraged to spend one year in elective training devoted to developing special
interests in clinical or laboratory haematology, research, or further training
overseas in an approved centre; and

- lItis a requirement that a specific project be undertaken during the elective year.
This project may form part of a higher degree, or may take the form of clinical
research or quality assurance undertaken during the final year. The project
should be submitted in written form to the supervisor and then to the JSAC prior
to completion of training.
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Hospital training programs

Requirements for hospitals offering advanced training in haematology include:

= at least one full-time staff haematologist;

= opportunity for exposure to a full range of haematological disorders, including
treatment of acute leukemia, management of patients with severe bone marrow
failure, plasmapheresis and leucapheresis, treatment of complex thromboembolic
and bleeding disorders;

* an active transfusion service, encompassing all aspects of blood component
replacement and immunohaematological investigations;

» a diagnostic service allowing adequate exposure to coagulation, red cells,
morphological and automated haematology problems;

= access to library facilities and computer searches such as Medline; and

= regular meetings at clinical and laboratory levels to foster a climate of continuing
education and enquiry.

Opportunity for part-time training
The program provides opportunity for part time training. The majority of trainees
complete the program within four years.

Any special training requirements
There are no special training requirements such as a requirement to gain experience
working in a rural area.

Overseas trained specialists

It is estimated that approximately two overseas trained haematologists enter the
workforce per year. However, this is balanced by a similar number of Australian
trained haematologists migrating overseas.

Table 31 indicates that in 2000, there were 45 advanced haematology trainees in the
joint RACP/RCPA training program throughout Australia, with 35.6% of trainees in
New South Wales, 22.2% in Victoria, 17.8% in Queensland, 6.7% in South Australia,
8.9% in Western Australia, 4.4% in Tasmania and one trainee in the Australian
Capital Territory and a further trainee overseas. There were no trainees in the
Northern Territory.

Table 31: Advanced trainees in the JSAC in haematology training program, by State/Territory,
2000

State/Territory

Total number of trainees

% of trainees

New South Wales 15 35.6
Victoria 9 22.2
Queensland 8 17.8
South Australia 3 6.7
Western Australia 4 8.9
Tasmania 2 4.4
Northern Territory - -
Australian Capital Territory 1 2.2
Total 41 100.0

Source: RCPA
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Trends in the number of haematology advanced trainees commencing the training
program

Table 32 indicates that in reality the JSAC in Haematology training program began in
1998 when 10 trainees commenced the program. Prior to this time only 4 trainees
commenced training, one in 1993 and three in 1997. Over the last three years, the
number of trainees in the program has increased from 10 to 14 (ie a 40% increase,
which represents a 13.3% average annual increase).

Table 32: Number of advanced trainees enrolled in Year 1 of the JSAC in Haematology training
program, 1993-2000

1993 1994 1995 1996 1997 1998 1999 2000

Number of trainees commencing 1 - - - 3 10 11 14
the JSAC trainina scheme
% av. annual change 1998 — 2000 13.3

Source: RCPA

Table 33 shows that in 2000, 36.4% of haematology trainees were located in New
South Wales, which is above its population share of 33.8%. In total, 22.7% of
trainees were located in Victoria (24.8% of the Australian population), 18.2% were in
Queensland (18.4% of the Australian population) and the remaining 22.7% of
trainees were located in South Australia (6.8%), Western Australia (9.1%) and
Tasmania (2 trainees) and the Australian Capital Territory (1 trainee). It should also
be noted that in one trainee was overseas in 2000.

Table 33: Advanced trainees enrolled in the JSAC in haematology training program, by
State/Territory, 2000

Year NSW Vic Qld SA WA Tas NT ACT Aust
2000 16 10 8 3 4 2 - 1 45
9% 2000 trainees 36.4 227 18.2 6.8 9.1 45 - 2.3 100.0
% population 33.8 24.8 18.4 8.0 9.7 2.6 1.0 1.7 100.0

Sources: RCPA and ABS

The AIHW 1998 survey found that the average age of clinical haematology trainees
was 31.2 years, with variation by States. For example, the average age of trainees in
South Australia was 34 years and in New South Wales it was 30.8 years (Table 34).

Table 34: Advanced trainees in the JSAC in haematology training program, by age and
State/Territory, 1998

Characteristic NSW Vic Qld SA WA Aust
Total number 10 4 5 4 5 27
Average age 30.8 31.3 30.0 34.0 na 31.2
Source: AIHW
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Table 35 indicates that between 1998 and 2000, the number of trainees in the
training program increased by 66.7%, with wide variation among States. Table 35
also shows that in 2000, 26.7% of clinical haematology advanced trainees were
female with wide variation by State. For example, 40% of trainees in Victoria were
female, while only 12.5% in Queensland were female.

Table 35: Advanced trainees in the JSAC in haematology training program, by gender and by
State/Territory, 2000

Year NSW Vic Qld SA WA Tas ACT Aust
Total number of 10 4 5 4 5 - - 27
trainees, 1998

Total number of 16 10 8 3 4 a a 45
trainees, 2000

% change 1998 60.0 150.0 60.0 -25.0 -20 - - 66.7
to 2000

% of trainees 25.0 40.0 12.5 33.3 25.0 50.0 - 26.7

female in 2000

a: numbers too small to report
Source: RCPA

Table 36 shows that in 2000, 30.6% of trainees were in their final year of training,
with four trainees in this category in both Queensland and New South Wales, three in
Victoria and one in each of the remaining three States.

Table 36: Training status of advanced trainees enrolled in the JSAC in haematology training
program, by State/Territory, 2000

NSW Vic Qld SA WA Tas ACT Total
Year of training
- 1st year 7 2 3 - - - 1 14
- 2nd year 3 4 1 1 2 - - 11
- 3rd year 4 1 1 - 1 - - 9
- 4" year 4 3 4 1 1 1 - 15
Total 18 10 9 2 4 1 1 49

Source: RCPA

The AIHW 1998 labour force survey found that, on average, clinical haematology
trainees worked 52 hours per week (45.6 hours on direct patient care), with variation
by State but little variation by gender. For example, trainees located in Victoria,
worked, on average, 48 hours per week, while in New South Wales trainees worked
55.2 hours per week. With respect to gender, female trainees, on average, worked
52.8 hours per week, while male trainees worked 50.5.

Table 37 shows that between 1997 and 2000 there were 29 training program
completions, with an average of 7 per year. During this four-year period, there was a
1.1% average annual decrease in the number of training program completions.
However, in 2001 the figure is expected to be 16, which is a substantial increase over
previous years. This situation has arisen because of changes in the date at which
training completions are recorded. In the future, completions will be recorded at
anticipated date of final examination, rather than at date of completion of training.
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Over the next three years it is expected that the number of training program
completions will be 40 (ie 13.3 per year).

Table 37: Number of completions from the JSAC in haematology training program, by year of
completion and by State/Territory, 1997 to 2003

Year NSW Vic Qld SA WA Tas ACT Total
1997 4 3 2

1998 2 4 1

1999 3 1 1 1

2000 2 1 2

2001? 2 2 2 1 1 1 - 16*
2002° 3 4 1 1 11
2003% 7 2 3 1 13

*This exceptionally high figure is due to changes in the JSAC in Haematology recording system.
a - expected completions.
Source: RCPA

Haematology advanced trainees who plan to work in oncology

The figures presented above in Table 38 provide no indication of the number of
clinical haematology trainees who plan to work in oncology. For this reason AMWAC
and HSANZ conducted a survey of these trainees to ascertain their short term and
long term workforce participation intentions. Tables C10 and C11 (Appendix C) show
that in the short-term 17 haematology trainees plan to spend approximately 18.6% of
their work practice time in haematological oncology. In the longer term, 30 trainees
(on average 6 per year over the next 5 years) plan to spend, on average, 40.2% of
their work practice time in haematological oncology.

Training Arrangements Summary

In February 2001, there were 39 medical oncology trainees with 71% of trainees
located in New South Wales and Victoria. The average age of these trainees was 32
years. Between 1996 and 2000, there was a 4.6% average annual increase in the
number of medical oncology trainees graduating from the RACP/MOG training
program with an average of 13.6 graduates per year.

There were 41 clinical haematology trainees in 2000 and over the next three years
the JSAC in Haematology is expected to graduate 40 Fellows (ie 13 per year). Of
these graduates, 17 (on average 3 per year) are expected to spend 37% of their work
practice time in haematological oncology in the short term. However, in the longer
term 30 trainees (on average 6 per year over the next 5 years) expect to spend 40%
of their work time in haematological oncology practice (Appendix C).
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ADEQUACY OF THE CURRENT MEDICAL AND HAEMATOLOGICAL
ONCOLOGY WORKFORCE

There are a number of indicators of the adequacy of a medical workforce. No single

measure can provide a definitive assessment. However, by examining each of the

following it is possible to gain an indication of whether the workforce is adequately

meeting current demand or if there is a significant shortfall or oversupply. The

indicators chosen by the Working Party were:

- Specialist:population ratio (SPR);

- General surgeon assessment of requirements for medical and haematological
oncologists;

- General practitioner assessment of requirements for specialist oncologists;

- State/Territory health authority assessment of requirements;

- Waiting times for consultations;

- Assessment by State/Territory member organisations of the Australian Cancer
Society; and

- Perceptions of medical and haematological oncologists of the adequacy of the
current workforce.

Medical and Haematological Oncologist:Population Ratio

Population requirements for a sustainable medical oncology service

In Australia, the RACP/MOG considers that the population required to sustain a
resident medical oncology service is between 100,000 and 300,000 with population
requirements diminishing with distance from an urban centre. These population
requirements are based on the understanding that an optimal service requires at
least two medical oncologists in any one catchment area (AMWAC Sustainable
Specialist Services: A Compendium of Requirements, 1998.7). Populations of
between 100,000 and 300,000 are associated with large rural centres (eg Ballarat
and Cairns) and other metropolitan centres (eg Wollongong, Geelong and the Gold
Coast-Tweed Heads). However, the AMWAC/MOG/HSANZ 2000 survey indicated
that some medical oncologists are in solo practice. Hence, population catchment
requirements in these situations may be smaller. It should be noted that these solo
specialist oncology physicians need the support of their specialist medical oncology
colleagues resident in larger regional rural centres and in urban centres and also the
support of other relevant providers in the local area.

Population requirements for a sustainable medical and haematological oncology
service

Data from the AMWAC/MOG/HSANZ 2000 workforce survey indicated that
population requirements and infrastructure requirements to support and sustain a
comprehensive oncology service were the same for both medical oncology and
haematological oncology. A population catchment of 100,000 was required and
essential infrastructure included availability of local hospital facilities/equipment,
availability of investigative/support services, availability of skilled nursing staff, a
public hospital appointment, and availability of other specialist services. Important for
haematological oncologists was a sufficient number of similar specialists to provide
24 hour cover. Involvement in research and continuing education was also specified
as required for sustainable rural specialist practice.

Using MOG/HSANZ reconciled data and an estimation of the number of full-time-
equivalent medical and haematological oncologists, Table 38 indicates that
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nationally, per 100,000 persons, there were 1.4 medical and haematological
oncologists. Table 38 also indicates that compared with urban areas, large rural
centres are under supplied (0.8 per 100,000). Across geographic regions there were
2.0 medical and haematological oncologists per 100,000 in capital cities, 1.4 in other
urban areas, 0.8 in large rural centres and 0.2 in other rural and remote areas.

Table 38: Geographic distribution of medical and haematological oncologists (SPR/100,000), by
State/Territory, 2000

Capital Other Large Other Total
city metro. rural rural &
centre remote
1.3 1.0 0.6 0.1 0.9
Medical oncology
0.7 0.5 0.2 0.1 0.5
Haematological oncology
Medical & Haematological oncology 2.0 1.4 0.8 0.2 1.4

Sources: MOG/HSANZ reconciled data; RRMA

Factors influencing population catchment requirements for the provision of
sustainable medical oncology services include the age profile of the population (ie
the higher the proportion of elderly people the smaller the catchment population
required) and the presence and actions of other health providers. For example, the
presence of surgeons who devolve follow-up to medical oncologists reduces
population requirements, as does involvement in research activities and allied
specialist areas, such as palliative care and genetic counselling (AMWAC 1998.7).

The American Society of Clinical Oncology (ASCO) (1996) established that 1.8 full-
time-equivalent medical oncologist per 100,000 population was an appropriate level
of workforce supply to meet population needs. Wade and Mooney (1998) argued that
this level of supply would be insufficient to meet population needs within 10 years
due to the ageing of the population. Based on the benchmark of the ASCO, capital
cities in Australia are adequately supplied with medical and haematological
oncologists, while large rural centres are clearly undersupplied.

However, the training and practice of oncologists (medical and haematological) in
Australia is different to that of clinical oncologists in the United States (US). The
AMWAC/MOG/HSANZ 2000 survey indicated that Australian medical oncologists and
haematologists have more diverse areas of clinical practice, including laboratory
management, general haematology consulting, clinical management of non-
malignant haematological disease, and palliative care, compared with US
counterparts, who tend to be more ‘superspecialised’. Nevertheless, because the
AMWAC/MOG/HSANZ survey included both medical and haematological
oncologists, the Working Party considered that the findings were reasonably close to
the overall makeup of the US ‘medical oncology’ workforce. Hence, the ASCO figures
were considered an appropriate benchmark for Australian conditions.

The Working Party concluded that international comparisons suffer because of

variations in definitions of specialists and in style and scope of practice and health

systems. The Working Party believes that the value of the medical oncology

specialist SPRs lies in their use as tools of comparison between States/Territories

and for comparisons over time. Table 4 calculated SPRs using MOG/HSANZ
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reconciled data, Medicare data and AIHW data to examine differences among Sates
and Territories. Medicare and ABS data are used in this section to provide some
comparisons over time.

Table 39 uses Medicare data and ABS population estimates and shows that between
1994-95 and 1999-2000 the number of medical and haematological oncologists
(providing Medicare services) per capita increased from 1:302,386 to 1:83,900, with
wide variation among those States with three or more medical and haematological
oncologists providing Medicare services in 1999-2000. Table 39 also shows that
increases occurred in all States and the Australian Capital Territory with the greatest
gain in New South Wales where the specialist per 100,000 population ratio increased
from 0.3 to 1.4. As previously indicated, the Working Party considered that the
magnitude of growth indicated by the data from Medicare exaggerates the real
situation because it also reflects a change in where oncology services are being
provided (viz., a shift in oncology service provision from public hospitals to private
medical practices).

Table 39: Medical and haematological oncology specialist:population ratio, by State/Territory,
1994-95 and 1999-00

Year NSW Vic Qld SA WA Tas ACT Aust.
1994-95
Medical & Haem. Onc. 19 14 12 6 6 2 - 59
Pop. (‘000) 6,058, 4,476, 3,190, 1,468, 1,699, 475, 304, 17,841,
SPR 1: 318837 319729 265800 244667 283167 237500 - 302386
No./100,000 0.3 0.3 0.4 0.4 0.4 0.4 - 0.3
""""""""""""""""""""""""""""""" 1999-00
Medical & Haem. Onc. 92 62 35 13 18 7 3 230
Pop. (‘000) 6,494, 4,749, 3,629, 1,502, 1,915, 471, 319, 19,297,
SPR 1: 70,588 76,590 103700 115515 106394 67,214 106400 83,900
No./100,000 1.4 1.3 1.0 0.9 0.9 15 0.9 1.2

Sources: DHAC; ABS

General Surgeon Assessment

The average number of medical oncologists resident in areas in which general
surgeons practised was 4.7 with wide variation among States and Territories. States
and Territories with means well below the average for all States/Territories were the
Northern Territory, Tasmania and Western Australia (Appendix E, Table E6). This
finding is consistent with the distribution profile based on Medicare data presented
above (Table 39) with respect to the Northern Territory and Western Australia.

Overall, 84 (20)% of responding general surgeons indicated that there were no
medical oncologists resident in their area with wide variation by State/Territory and
by geographic location (Appendix E). For example, 46.5% of general surgeons
located in a rural area indicated that there were no resident medical oncologists in
their area, compared with only 8.5% of metropolitan general surgeons. With respect
to State/Territory, 35.3% of general surgeons in Western Australia had no medical
oncologists in their area, while 25.3% of general surgeons in Queensland, 23.5% in
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New South Wales, 15% in Victoria and 14.3% in South Australia reported a similar
situation (Appendix E, Table E6).

In total, 69.7% of general surgeons considered that the supply of medical oncologists
was about right, while 25% considered they were either in short supply or totally
inadequate. In all, 5.3% considered there was an oversupply. A higher proportion
(44%) of rural general surgeons perceived the supply of medical oncologists to be
either totally inadequate or in short supply than did metropolitan-based surgeons
(16.8%). General surgeons in rural areas perceived a need for 56 additional resident
and 46 visiting medical oncologists, while metropolitan surgeons perceived a need
for 91 additional resident and 50 visiting medical oncologists (Appendix E, Table
E11). It should be noted that some general surgeons who responded to the AMWAC
survey could come from the same geographic area with the potential for this data to
exaggerate the numbers of additional medical oncologists required).

General surgeons were also asked whether they ever had to modify their
management of any cancer patients from what they perceived as the ideal because a
medical oncologist was not available. Appendix E, Table E12 shows that 21% of
general surgeons reported in the affirmative and that a higher proportion of rural
surgeons fell into this category. In total, 40.4% of rural surgeons reported having to
modify their management of cancer patients either occasionally or frequently,
compared with only 11.9% of metropolitan surgeons.

An association was observed between respondents who considered there to be a
shortage of medical oncologists in their area and general surgeons who reported
having to modify their management of cancer patients (Appendix E). A further
association was observed between the number of resident and visiting medical
oncologists that general surgeons perceived were required in their area and general
surgeons who reported having to modify their management of cancer patients.

General Practitioner Assessment

The AMWAC 2000 survey of Divisions of General Practice found that 64.6% of
responding Divisions considered that access to medical oncology services was either
in short supply or that access was totally inadequate (16.9%), while 33.9% indicated
that the supply was about right. In total, responding Divisions indicated requirements
for 28 additional resident medical oncologists, with 71.4% of these positions required
by Divisions in Victoria and Queensland (Table 40).

Not unexpectedly, rural Divisions of General Practice perceived a greater need for
additional medical oncologists than metropolitan Divisions. Overall, 28.6% of
Divisions indicated that there were no resident or visiting medical oncologists in the
area served by their Division and 10 of these 16 Divisions were located in a rural
area. In total, rural Divisions required 16 additional resident medical oncologists and
33 visiting medical oncologists, while the corresponding figures for metropolitan
Divisions were 12 and 11, respectively (Appendix F).
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Table 40: Number of medical oncologists (resident and visiting) required in areas covered by
Divisions of General Practice, by State/Territory, 2000

NSW Vic Qld SA WA Tas NT Total
Resident 3 9 11 1 1 1 2 28
Visiting 6 13 12 5 5 1 2 44

Source: AMWAC 2000 survey of Divisions of General Practice (Appendix F)

State/Territory Health Department Assessment

The AMWAC 2000 survey of State/Territory Health Departments (Appendix D) found
that in New South Wales, some capital city based Area Health Services (such as
Central Sydney Area Health Service) perceived their oncology service to be totally
adequate. On the other hand, Western Sydney Area Health Service indicated that its
service was understaffed and under-resourced to meet current demand. Area Health
Services associated with large rural centres noted that demand for services was
increasing and that oncology service provision on a visiting basis was inadequate.
For example, one Area Health Service noted that ‘More needs to be done to
encourage medical oncologists to move into larger regional centres and for outreach
chemotherapy for patients’. It was also noted that rural regional centres had limited
access not only to medical oncologists, but also to haematological oncologists and
radiation oncologists.

The Victorian Department of Human Services reported that there were no delays in
access to public sector medical oncology clinics. While at least one hospital reported
having delays in admitting patients to multi-stay beds, these delays were attributed to
the generally high level demand for inpatient beds rather than specific factors relating
to the medical oncology workforce. The Department of Human Services also
indicated that there was a relationship between access to medical oncology and
access to radiation oncology. Radiation oncology is equipment dependent and
therefore access to medical oncology forming part of a multi-modal treatment
(combined chemotherapy of single-machine radiotherapy) is dictated by access to
radiation oncology. The introduction of single-machine radiotherapy units will assist in
dispersing access to radiation oncology services.

The response from Victoria also noted that some specialists had expressed concern
about access to services in some outer metropolitan locations in rural areas, where
medical oncology service provision may be limited. In many of these situations,
public sector medical oncology services are provided under a ‘satellite’ model,
whereby a tertiary referral hospital operates clinics in a community or regional
hospital. The access issues described in this context are considered to reflect
planning decisions about the delineation of hospital roles rather than workforce
issues per se. The Department also reported that in rural areas, specialist medical
oncology services are provided in major regional cities but generally not in outlying
towns. They also commented that while access has improved in recent years, rural
hospitals continue to experience difficulties in attracting suitably qualified specialists
to rural positions. The Department is involved in a number of initiatives, many of
these being joint Commonwealth-State, to increase the attractiveness of rural
specialist and trainee specialist positions.
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With respect to haematologists, the Victorian Department of Human Services said
that a ‘specialist haematologist considered that an independent haematology unit
would not be viable outside of the Melbourne/Geelong area and therefore the
“satellite” model, linking regional hospitals to metropolitan tertiary referral hospitals,
would continue to be the appropriate model for Victoria’. This model requires acute
leukaemia inpatients in rural areas to be transferred to a metropolitan tertiary referral
hospital. The response from Victoria also drew attention to expected changes to the
RACP requirements for haematology specialist training noting that these changes
could result in viable independent clinical haematology practice in rural areas in the
future.

The response from Queensland Health noted that services were concentrated in the
metropolitan area with outreach services to a limited range of provincial centres.
Apart from these outreach services providing outpatient clinics outside the
metropolitan area; public medical oncology and haematological oncology specialist
services are only available in Nambour and consequently general physicians and
GPs provide some of the services. The Queensland response also noted that there
were 0.4 medical oncologists per 100,000 population in Queensland and that this
ratio was low when compared with the other States. It also stated that ‘the Oncology
Services Advisory Panel identified a shortage of medical specialists in oncology and
the inadequacy of both undergraduate and postgraduate training positions in
oncology was a limiting factor in the development of services to meet need.
Appropriately trained nurses and pharmacists were also essential’ (Appendix D).

The response from the South Australian Health Commission noted that both medical
and haematological oncology services in the public sector in South Australia are
adequate. Waiting times for consultation are reasonable being within 24 hours for in-
hospital consultations and within one week for outpatient consultations for adults
(Appendix D).

The response from Tasmania noted that the supply of medical oncologists was
barely adequate to meet current demand, while the supply of haematological
oncologists was sufficient to meet current service demand. In the Northern Territory
there is only one full-time medical oncologist (population 200,000) and that because
of the lack of resources and smallness of the population, patients from rural areas
are brought to Darwin and Alice Springs. It was also noted that GPs in Gove and
Katherine provide some treatment to patients under the direction of the Darwin based
oncologist (Appendix D).

The response from the Department of Health and Community Care, Australian
Capital Territory noted that up until July 1, 2000, there were only two medical
oncologists in the public sector in the Australian Capital Territory. Since this time
there have been 2.5. It was also noted that there may be unmet need persists in the
Australian Capital Territory and in south-east New South Wales (Appendix D).

Consultation Waiting Times

The AMWAC/MOG/HSANZ 2000 survey of medical and haematological oncologists
collected information on patient consultation waiting times. The results are shown
below in Table 41 and Appendix B.
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The average waiting time for a standard first consultation with a medical and
haematological oncologist in his/her private rooms was 9.7 days. To see an
oncologist in a private health care facility, patients wait 4.6 days, on average. Private
patients presenting to a public sector health service facility for a standard first
consultation wait, on average, 11.3 days, while public patients wait 12.3 days (Table
41). An association was observed between patient waiting times for a standard first
consultation in the oncologists private rooms and geographic location with patients in
‘other rural areas’ waiting, on average 25.7 days, compared with an average waiting
time for all locations of 9.7 days.

The average waiting time for a private patient with a clinically urgent condition to see
a medical and haematological oncologist in her/her private rooms was 2.1 days. The
average waiting time for a private patient to see an oncologist in a private health care
facility was 1.3 days and for a private patient presenting to a public health care facility
was 2.6 days. For public patients presenting to a public sector health care facility with
a clinically urgent condition the average waiting time is 2.9 days (Table 41).

For a clinically urgent condition, Table 41 shows little variation in the time that
patients wait to see either a medical oncologist or a haematological oncologist. On
the other hand, for a standard first consultation, patients wait between 5 to 6 days
longer to see a haematological oncologist than they do to see a medical oncologist
(Table 41 and Appendix B).

Table 41: Average patient waiting time (days) for a standard first consultation and for a
clinically urgent condition with a medical oncologist and a haematological oncologist, by type
of service, 2000

Private rooms Private health Private patient Public patient
care facility presenting to presenting to

public sector public sector

service service

Standard first consultation

Medical Oncology 7.4 4.1 8.6 10.0

Haematological 12.4 55 14.8 154

Oncology

Medical & haem. 9.7 4.6 11.3 12.3
ONCOlOGY

Clinically urgent condition

Medical Oncology 2.1 1.3 2.9 3.1
Haematological 2.2 1.4 2.2 2.6
Oncology
Medical & haem. 2.1 1.3 2.6 2.9
oncology

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Table 42 shows that to see a medical and haematological oncologists in their private
rooms for a standard first consultation, patients in Tasmania, New South Wales and
the Australian Capital Territory wait above average times, respectively 13.5 days, 11
days and 10.3 days. To see an oncologist in a private health care facility for a
standard first consultation, patients in New South Wales and South Australia wait
above average times, namely 6 days, compared with a national average of 4.6 days.
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Private patients presenting to a public sector health service facility for a standard first
consultation wait, on average, 11.3 days, with patients in the Australian Capital
Territory and South Australia waiting above average times (viz 25.7 days and 19.7
days, respectively). Public patients presenting to a public sector health service for a
standard first consultation wait 12.3 days, on average, with patients in the Australian
Capital Territory and Queensland waiting above average times: 26.6 days and 22.1
days, respectively.

The average waiting time for a private patient with a clinically urgent condition to see
a medical and haematological oncologist in his/her private rooms was 2.1 days, with
patients in the Australian Capital Territory waiting 4.7 days, on average. The average
waiting time for a private patient to see a medical and haematological oncologist in a
private health care facility is 1.3 days, with little variation by State/Territory. However,
while nationally the average waiting time for a private patient presenting to a public
health care facility is 2.6 days, in the Australian Capital Territory these patients wait
23.7 days. A similar situation applies for public patients with a clinically urgent
condition presenting to a public health care facility with the waiting times for patients
in the Australian Capital Territory (16.8 days) being well above the of 2.9 days (Table
42). These findings are consistent with the responses received from the Australian
Capital Territory Department of Health and Community Care (Appendix D) and
member organisations of the Australian Cancer Society in the Australian Capital
Territory (Appendix G). The Working Party noted that staffing levels have improved in
the Australian Capital Territory since the date of the AMWAC/MOG/HSANZ survey.
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Table 42: Average patient waiting time (days) for a standard first consultation and for a
clinically urgent condition with a medical and haematological oncologist, by Sate/Territory and
by type of service, 2000

Private rooms Private health Private patient Public patient
care facility presenting to presenting to

public sector public sector

service service

Standard first consultation

NSW 11.0 6.0 11.6 10.8
Victoria 8.4 3.0 8.2 9.6
Queensland 8.7 4.3 8.4 22.1
South Australia 8.2 6.0 19.7 11.9
Western Australia 8.5 3.4 9.8 11.8
Tasmania 135 3.3 9.3 9.3
ACT 10.3 2.0 25.7 26.6
Total 9.7 4.6 11.3 12.3
""""""""""""""""""""""""" Clinically urgent conditon
NSW 25 1.7 2.2 2.3
Victoria 1.8 0.9 2.2 25
Queensland 1.6 1.0 1.7 1.9
South Australia 2.3 1.9 3.1 3.6
Western Australia 1.9 0.8 14 25
Tasmania 25 0.5 1.0 1.0
ACT 4.7 1.0 23.7 16.8
Total 2.1 1.3 2.6 2.9

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Consumer Assessment

As indicated in the introduction to this report, to gain a ‘consumer' assessment of the
adequacy of access to medical oncologists, AMWAC surveyed all State/Territory
peak body member organisations of the Australian Cancer Society. Responses were
received from 5 of a possible 8 organisations. These responses indicated that with
respect to both private and public sector medical oncology services, opinion varied
according to State/Territory and geographic location. For example, in the Northern
Territory there was a perceived need for more visiting oncologists because the
current service was overloaded. Queensland noted that there was anecdotal
evidence of a shortage of oncologists, both medical and radiation. It was also noted
that there was a serious maldistribution of oncology services, with services mostly
located in the south-eastern corner of the State. ‘As a result it was difficult to attract
suitably trained doctors to practise in other parts of the Sate and those that do, find it
difficult to get suitable support and particularly suitable relief. In practice this means
that a number of patients, who could be treated close to their home, have to travel for
their chemotherapy’ (Appendix G). The response from Tasmania noted that some
people have to wait too long for an appointment and for results of tests. This applies
particularly to rural people, some of whom travel 200-300 kilometres to the city so
they can get their test results more quickly. Another rural consumer commented ‘At
the time of my diagnosis | lived in an isolated rural community. The only support
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group was 150 kilometres away and everyone in the group was over 65 years of age.
Consequently, | think additional services should be available for supporting rural
women who are often very isolated’.

The following comments provide a consumer perspective as to the situation in the
Australian Capital Territory: ‘Oncologists are very overworked so appointments must
be made 6 to 8 weeks in advance. That's OK except when you need an interim
appointment, then you are squeezed in and this causes congestion and extra hours
and stress for the practitioner and the staff in the unit. When chemotherapy is to be
provided four-weekly and | am told that | cannot be fitted in to the oncologist
schedule for my pre-chemo check, | feel even more distressed by the whole process.
I do not think that patients should have to fight for access to timely treatment’. ‘The
demand on the medical oncologist’'s time meant very long waits, no matter what time
your appointment was; an average wait of 1.5 hours’. ‘My oncology team met my
needs’, (Appendix G).

Professional Satisfaction with Workload

Data from the AMWAC/MOG/HSANZ 2000 survey (Appendix B) indicated that
medical and haematological oncologists are generally satisfied with ‘opportunity to
use their abilities’, ‘sufficient work to maintain competence’ and sufficient work to
maintain income’. On the other hand, they are relatively dissatisfied with dimensions
of their workload (viz hours of work and amount of work).

Satisfaction with amount of work

In total, 35.4% of medical and haematological oncologists were ‘dissatisfied’ or ‘very
dissatisfied’ with the amount of work they did, while 41.6% were ‘satisfied’, and the
remaining 22.9% were neither ‘satisfied’ or ‘dissatisfied’ (Table 43). This level of
professional dissatisfaction is high compared with some other specialist disciplines
surveyed by AMWAC. For example, the comparative level of dissatisfaction among
specialist psychiatrists was 21.8% (AMWAC 1999). An association was observed
between satisfaction with amount of work and age, with oncologists aged between
45-54 years less satisfied. A larger proportion of female oncologists (42.7%) was
dissatisfied with amount of work than male oncologists (33.9%). A larger proportion
of oncologists located in the Australian Capital Territory and New South Wales were
dissatisfied with amount of work, respectively, 66.7% and 44.3% than were
oncologists in other States. A large proportion of oncologists located in large rural
centres (63.6%) and other metropolitan locations (52.4%) were dissatisfied with
amount of work than oncologists in other locations (viz., 32.7% of oncologists in
capital cities).

Satisfaction with hours worked

Overall, 37% of medical and haematological oncologists were dissatisfied with the
hours they worked, 40.8% were satisfied, and 22.1% were neither, satisfied or
dissatisfied (Table 43). Of oncologists dissatisfied with ‘hours of work’, 83.7% were
also dissatisfied with ‘amount of work’. Oncologists working, on average, 50 hours or
more per week were less satisfied with this aspect of their work than those working
less than 50 hours per week. Compared with all specialists, the average hours
worked by medical and haematological oncologists are long. For example, the AIHW
1998 labour force survey showed that the average hours worked per week by all
specialists was 51.5, while for medical oncologists it was 56.8 hours and for clinical
haematologists it was 54.9 hours (Appendix B2). In total, 20.1% of specialists in all
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disciplines were reported as working, on average, 65 hours per week or more, while
the comparative figure for medical oncologists was 34% and for clinical
haematologists it was 21% (Table 43).

Table 43: Professional satisfaction with work and with workload, medical and haematological
oncologists, 2000

Percentage
Indicator
Very Satisfied Neither Dissatisfied Very
satisfied satisfied dissatisfied
nor
dissatisfied
The work itself
Opportunity to use your abilities 28.9 54.9 8.9 6.0 1.3
Sufficient work to maintain 39.8 47.0 10.6 1.7 0.8
LGOI NG
Workload
Hours of work 3.4 37.4 22.1 29.8 7.2
_Amountofwork 47 369 229 270 8.5
Level of income
Sufficient work to maintain 30.5 48.3 14.4 5.9 0.8
income

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Satisfaction with access to support from other service providers

Table 44 indicates that 20.5% of oncologists were dissatisfied with the availability of
‘similar consultants’ (ie other medical and haematological oncologists), 18.7% were
dissatisfied with the availability of skilled nursing staff and 17.3% were dissatisfied
with the availability of allied health personnel. On the other hand, there was little
dissatisfaction among medical and haematological oncologists with the support
available from primary care practitioners and ‘other’ specialists, with only 9.8% and
10.2%, respectively, expressing dissatisfaction. An association was observed
between level of satisfaction with the availability of similar consultants and
geographic location, with medical and haematological oncologists in other
metropolitan locations and rural areas less satisfied than oncologists in capital cities.
With respect to satisfaction with the availability of skilled nursing staff, oncologists in
Queensland and New South Wales were less satisfied than were oncologists in other
States.
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Table 44: Professional satisfaction with access to support from other providers in their service

area, medical and haematological oncologists, 2000

% Neither
Indicator % Satisfied satisfied nor % Dissatisfied
dissatisfied
Availability of similar consultants 27.7 39.6 12.3 14.5 6.0
Availability of skilled nursing staff 24.6 40.3 16.5 15.7 3.0
Availability of allied health personnel 10.6 47.0 25.0 14.8 25
Support from primary care 10.2 50.8 29.2 8.1 1.7
practitioners
Availability of other specialists 26.7 51.7 114 7.2 3.0

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Using data from the AMWAC/MOG/HSANZ 2000 survey, Table 45 shows that 43% of
medical and haematological oncologists considered that there was a shortage of
nurses (mainly specialist oncology, palliative care and haematology nurses) in their
area, and 26.6% indicated a shortage of allied health practitioners. Other provider
groups nominated as in short supply were radiation oncologists, medical oncologists,
palliative care physicians and ‘other medical specialists and GPs with special
expertise.

Table 45: Percentage of medical and haematological oncologists indicating provider shortages,

by provider group, 2000

Provider group Medical Haem. Medical &
oncologists oncologists Haem.
(n=128) (n=109) oncologists
(n=237)
Nurses — mainly specialist oncology and palliative 37.5 49.5 43.0
care nurses
Allied health practitioners 35.9 15.6 26.6
Radiation oncologists 11.7 12.8 12.2
Medical oncologists 9.4 3.7 6.8
Palliative care physicians 8.6 0.9 5.1
Medical specialists and GPs with special expertise 18.8 11.9 15.6
Junior medical staff 3.1 6.4 4.6
Pharmacists 3.9 4.6 4.2
Haematological oncologists 2.3 55 3.8
Other 5.5 5.5 5.5

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Conclusions on Adequacy of the Current Medical

Oncology Workforce

The Working Party concluded that the supply of specialist
haematological oncologists is deficient, particularly in

and Haematological

medical and

rural regional centres.

Moderate deficiencies were also evident in some metropolitan locations with
workforce shortages particularly evident in Queensland, Tasmania and the Northern
Territory. The Working Party concluded the current deficiencies in workforce supply
partly related to maldistribution plus there was an overall national shortage of no less
than 40 medical and haematological oncologists (27 medical oncologists and 13
haematological oncologists). This is the number of oncologists required to bring the
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national specialist per 100,000 population ratio to 1.6 full time equivalents (ie
adjusted for the time that haematological oncologists spend, on average, in oncology
practice). The Working Party estimated that Queensland required an additional 27
FTE oncologists.

Factors leading the Working party to these conclusions were:

= SPRs below the benchmark established by the ASCO in large rural centres where
it is reasonable to expect resident specialist oncologists;

= The high correlation in data from all sources (viz workforce distribution and data
derived from surveys);

= Assessment by State/Territory health authorities, general surgeons, Divisions of
General Practice and State/Territory member organisations of the Australian
Cancer Council that there were shortages in some States/Territories, particularly
Queensland and in rural regional centres in most States/Territories;

= The relatively long hours worked by a large proportion of the workforce together
with relatively low levels of professional satisfaction with both amount of work and
hours of work; and

= The fact that more rural general surgeons reported having to modify their
management of cancer patients from what they considered as ideal because a
medical oncologist was not available (40.4% of rural surgeons compared with
11.9% of metropolitan surgeons).

In considering the adequacy of the current workforce, the Working Party also noted
the level of infrastructure and other services required to support the provision of a
sustainable specialist therapeutic oncology service. These requirements are those
usually associated with a Level 5 (NSW) or above health care facility and include
access to Level 5 (NSW) pharmacy, pathology, x-ray, nuclear medicine and ICU
services (AMWAC 1998.7). This level of health care facility is normally associated
with large rural centres with population catchments of around 100,000 to 300,000 (eg
Ballarat and Cairns) and other metropolitan centres (eg Wollongong, Geelong and
the Gold Coast-Tweed Heads). It is the large rural centres where the shortage of
medical and haematological oncologists is most evident.
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PROJECTIONS OF REQUIREMENTS

Population

Australia has a growing and ageing population. The 2000 population was estimated
at 19.1 million, and the population is projected to increase to 20.0 million by 2005 and
to 21.0 million by 2011. Between 2000 and 2011, the overall increase is estimated to
be 9.9%, a compound annual increase of 0.9%. The ageing of the population is
expected to add a further 0.4% to the demand for medical services, for a combined
growth rate of 1.3%.

Estimates of population growth vary substantially among State/Territories (ABS
1998). For example, between 1997 and 2011, the highest average annual rates of
population growth are projected to occur in the Northern Territory (2.2%),
Queensland (1.7%) and Western Australia (1.6%), while the population of Tasmania
is projected to decline by 0.2%. Similarly, there are wide variations in the median age
of the population among States/Territories and in life expectancy at birth. For
example, the median age of the population in the Northern Territory is 28 years, while
in South Australia it is 35.9 years. Life expectancy at birth in the Northern Territory is
69.2 years for males and 75 years for females, while comparative figures for the
Australian Capital Territory are 76.6 years for males and 81.6 years for females.

Table 46 indicates variation in growth rates for the adult population by age group. For
example, between 1997 and 2010, while the estimated growth of the total population
is 0.9%, the number of adults aged 20 to 50 years is expected to increase by less
than 1%, while the population aged 50 to 69 years is expected to increase by 3% to
3.5%.

Table 46: Estimated average annual growth in population between 1997 and 2011, by age group
(ABS), 1998

Age Male Female Total population
20 - 29 years 0.2 0.1 0.1
30 - 39 years 0.1 0.01 0.05
40 - 49 years 0.7 0.9 0.8
50 - 59 years 2.8 3.2 3.0
60 - 69 years 3.6 34 35
70 - 79 years 15 0.7 1.1
80+ years 4.7 1.6 2.0
Total 0.9 0.9 0.9

Source: ABS 1998 (Catalogue No. 3222.0)

Age Profile of Patients of Medical and Haematological Oncologists

Data from the AMWAC/MOG/HSANZ 2000 survey showed that 47.1% of the
workforce’s direct patient care time was spent with patients aged 50 to 74 years,
25.1% with patients aged 25 to 49 years, 21.4% with patients aged 75 years and
over, and 6.4% with children and young adults up to 24 years of age (Table 47).
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Table 47: Percentage of direct patient care hours spent per week with patients in nominated
age groups, medical and haematological oncologists, 2000

Patient age group

0-14 15-24 25-49 50-74 75+ years Total
years years years years
Medical oncologists 0.1 3.6 24.0 50.8 21.6 100.0
(n=125)
Haematological
oncologists (n=102) 1.1 8.6 26.5 42.6 21.2 100.0
Total (n=227) 0.5 5.9 25.1 47.1 21.4 100.0

Source: AMWAC/MOG/HSANZ 2000 survey (Appendix B)

Data from Medicare indicated that the majority (84.6%) of patients receiving services
from medical and haematological oncologists were aged between 40-79 years
(Figure 7). This figure also shows that among patients aged 40-59 years, women
received 70% of the services.

Figure 7: Medical and haematological oncology Medicare services, by age and gender of
patient, 1998-99
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Source: DHAC

Incidence and Prevalence of Cancer

Cancer is the leading cause of death in Australia and a major cause of morbidity. It
accounts for 26.8% of all deaths, 29.7% of years of life lost due to mortality, 6.8% of
years lost due to disability and 19.1% of the total burden of disease born by the
Australian community. The latter measure is based on ‘disability-adjusted life years’
(DALY), which combines estimates of years of life lost due to both mortality and
morbidity, with one DALY equal to one lost year of ‘healthy’ life (AIHW 1999 report
‘The Burden of Disease and Injury in Australia’). Under Australia’s National Health
Priority Areas cancer control initiative, seven cancers have been targeted, namely:
lung cancer, skin cancer, cancer of the cervix, breast cancer (among women),
colorectal cancer, prostate cancer and non-Hodgkin’s lymphoma. These cancers
account for about 61% of the burden of cancer for men and 63% for women.

Based on disability-adjusted life years, the cancer burden for all Australians is
dominated by 10 cancers - namely, lung cancer, colorectal cancer, breast cancer,
prostate cancer, all skin cancers, lymphoma, leukemia, pancreas cancer, brain
cancer and stomach cancer. Three cancers account for around 51% of the burden of
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cancer born by men (viz lung, colorectal and prostate cancers). For women, breast,
colorectal and lung cancers account for around 50% of the cancer burden.

Per 1,000 population, the cancer burden peaks in the age range 55 to 74 years for
both men and women, with the rate for women smaller at all ages than that for men.
These findings are reflected in Table 48, which reports years of life lost due to cancer
by sex and age. Figure 8 shows that 52% of the total years of life lost due to cancer
in Australia are attributed to people aged between 55 and 74 years, 23.3% to people
aged 75 years and over and 20.4% to people aged 35-54 years. The remaining 4.7%
of years of life lost are attributed to people less than 35 years of age.

Table 48: Years of life lost due to cancer throughout Australia, by sex and age, 1996

Sex Age Total
0-14years 15-34years 35-54 years 55-74 years 75 + years

Male 2,455 6,462 36,933 117,897 47,254 211,001

Female 1,852 6,070 44,910 90,315 45,716 188,862

Total 4,307 12,532 81,843 208,212 92,970 399,863

Source: Derived from AIHW 1999 report 'The Burden of Disease and Injury in Australia’, p 219.

Figure 8: Years of life lost due to cancer, by age group, 1996
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Source: Derived from AIHW 1999 report 'The Burden of Disease and Injury in Australia’, p 219.

The AIHW estimates that each year approximately 345,000 new cases of cancer are
diagnosed in Australia. A large proportion of these cases, approximately 270,000, are
non-melanocytic skin cancers (NMSC), which if treated early, are less life threatening
than most other cancers. These skin cancers are frequently self-detected and are
usually removed in doctors’ surgeries. Excluding NMSCs, the age standardised
cancer incidence rates for males and females in 1994 were 516 per 100,000 and 334
per 100,000, respectively. In the same year, the age-standardised death rate from
cancer was 237 per 100,000 for males and 139 per 100,000 for females.

Mathers et al., indicated that, 'on average, one in three men and one in four women
are likely to develop cancer before the age of 75. The number of new cases has
been steadily rising, though much of this rise is due to population growth, the ageing
of the population and increased rates of detection for some cancers. Mortality from
cancer is decreasing, reflecting changes in patterns of exposure to risk factors,
changes in treatment and early detection techniques and the use of medical services'
(AIHW 2000 report ‘The Burden of Disease and Injury in Australia’, p 84).
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Table 49 shows that between 1988 and 1994, there was an average annual increase
of 3.6% in the incidence of cancer for males, while the similar rate for females
increased by 1.9%. However, there was wide variation in changes in the incidence of
cancer by type of cancer. For example, for males, there was a 21.2% average annual
increase in the incidence of prostate cancer and little change for all other cancers.
For females, the largest increase was for breast cancer (5.1%).

Table 49: Age-standardised incidence rates' for major cancers, by sex, 1988 to 1994

Cancer 1988 1989 1990 1991 1992 1993 1994 % change*
Males
Prostate 69.8 74.3 81.7 91.1 103.2 138.3 158.7 21.2
Colorectal 61.9 63.7 62.5 66 65.5 63.8 65.6 1.0
Lung 66.6 66.7 64.4 63.8 62.7 60.2 63.1 -0.9
Melanoma 404 39.3 39.2 38.8 41.2 43 42.9 1.0
Bladder 23.8 22.5 20.8 19.5 21.1 211 22.1 -1.2
Non-Hodgkin's lymphoma 15.6 15.9 16.5 17.5 18.2 17.8 17.2 1.7
All cancers 424.6 4299 4305 4452 4625 488.9 516.0 3.6
S Females
Breast 77.3 81 80.5 86.7 85.2 90.7 101 5.1
Colorectal 42.6 441 43 45.3 45.1 43.6 44.9 0.9
Melanoma 32.9 29.9 30.2 30.4 31.9 32.4 325 -0.2
Lung 19.1 19.9 20 20 20.3 20.9 211 1.7
Uterus 12.2 11.8 12 12.8 13 12.9 13.4 1.6
Non-Hodgkin's lymphoma 10.7 111 10.7 11.8 12.2 11.7 12.2 2.3
Cervix 12.8 12.4 12.3 12.1 11.4 10.9 12 -1.0
Bladder 6.9 6.1 5.8 5.2 5.3 5.5 5.7 -2.9
All cancers 304.2 306.4 3044 317.3 3185 319.8 338.8 1.9

1. Cancer incidence rates per 100,000 persons, age-standardised to the Australian population at 30
June 1991.
Source: AIHW

In 1998, Coory and Armstrong projected age-specific cancer incidence rates for New
South Wales for all cancers. The results of this analysis projected that the numbers
of new cases of cancer among males would increase from 13,230 in 2001 to 14,910
with a compound average annual increase of 2.5%. A smaller increase was projected
for females, viz., from 14,380 to 16,705 with a compound average annual increase of
1.1%. Coory and Armstrong noted that cancer incidence projections should be used
with caution because of the high level of uncertainty that applies to such calculations.
For example, these projections assume that past trends will continue into the future.
Hence, these projections should form only one part of the decision making process.

Table 50 shows that between 2002 and 2007 the number of new cases of cancer in
the adult Australian population is estimated to increase by 41%, with a compound
average annual growth rate of 3.5%. To calculate this estimate, age specific
incidence rates for the years 1983-1997, for all cancers combined (excluding
NMSC), for each 5-year age group, for both sexes, were used to predict age-specific
incidence rates for 2002 and 2007. These rates were applied to population
projections to obtain the estimated number of new cases of cancer. The predicted
age-specific rates were calculated by projecting a linear line of best fit of the 1983 —
1997 data to the years 2002 and 2007. (For further information about this calculation
see Appendix H.)
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Table 50: Projected number of new cancers, for the years 2002 and 2007, the recorded numbers
of new cancers in 1997 and the relative % change, for males, females and persons aged 20
years and over, 2001

1997 2002 2007 % increase 1997 — Compound average annual

2007 increase 1997 — 2007

Males 42,758 50,631 60,539 42% 3.5%

Females 35,900 43,014 50,646 41% 3.5%

Persons 78,658 93,645 111,185 41% 3.5%
Source: AIHW

The Working Party considered that increases in cancer survival rates were likely to
increase requirements for medical and haematological oncologists. At the time of
writing this report Australian data were not available. However, the AIHW reported
that it is currently addressing this issue. Data from England and Wales and the US
indicate that survival rates are improving. For example, ‘survival for all cancers
combined in England and Wales has improved from 52% for women diagnosed in the
early 1970s to 62% for those diagnosed during 1986-90, while corresponding gain
has been from 37% to 51% for men’ (Cancer survival trends in England and Wales,
1971-1995, UK Office for National Statistics, 1999). Similarly, the five year relative
survival rates from cancer (all sites, invasive) for women in the United States rose
significantly from 57.1% in 1974-76 to 61.7% in 1989-96. The corresponding gain for
was 41.1% to 58.4% (National Cancer Institute, 2000).

Trends in Service Provision

Ageing of the Population

A significant factor contributing to increases in service utilisation across all medical
specialities is the ageing of the population and this demographic trend implies a shift
in service provision for all specialties from care of the young to care of the elderly.
The ABS (1998) estimates that the median age of the Australian population will rise
from 34 years in 1997 to 35.5 years in 2001 and to 38.3 years in 2011. As a
proportion of the total population, those aged 65 years and over represented 12.1%
(2.2 million) in 1997, and will increase to 12.4% (2.4 million) in 2001 and to 14% (3.0
million) in 2011. The incidence of cancer is highest among persons aged 60 years
and over, ranging from 2,466 per 100,000 in people aged 80-84 years and 1,151 per
100,000 in people aged 60-64 years (Table 51). Hence, the ageing of the population
is expected to have an important impact on requirements for medical and
heamatological oncologists.
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Table 51: Cancer incidence rates' for major cancers, by age, 1989 to 1996

Age group 1989 1990 1991 1992 1993 1994 1995 1996 % %
Years change compd.
change
20-24 33.8 37.0 33.6 36.7 33.8 36.8 39.3 38.2 1.8 1.75
25-29 57.1 56.3 57.4 58.1 60.2 63.1 63.7 67.2 2.5 2.36
30-34 93.3 88.3 85.2 93.6 89.0 92.6 100.4 94.3 0.2 0.15
35-39 137.0 129.7 1323 1395 1374 1357 132.8 143.0 0.6 0.61
40-44 206.5 200.7 2026 207.0 2143 208.1 208.0 2141 0.5 0.52
45-49 309.8 319.3 310.0 3328 3246 330.1 338.0 330.2 0.9 0.92
50-54 465.0 466.9 473.2 4819 515.7 5242 538.7 526.4 1.9 1.79
55-59 682.9 6959 694.1 7399 749.0 7985 8124 789.2 2.2 2.09
60-64 1,030.3 1,006.0 1,024.1 1,087.7 1,136.8 1,219.9 1,187.4 1,151.3 1.7 1.60
65-69 1,319.8 1,351.2 1,415.6 1,515.5 1,623.3 1,736.8 1,689.9 1,591.2 29 271
70-74 1,738.4 1,719.9 1,806.7 1,866.2 2,088.9 2,152.8 2,068.3 1,997.3 21 2.00
75-79 2,002.7 2,008.9 2,156.9 2,270.3 2,379.7 2,463.2 2,422.9 2,266.2 1.9 1.78
80-84 2,241.2 2,189.4 2,387.4 2,526.6 2,526.5 2,608.1 2,512.4 2,466.2 14 1.38
85 & over 2,069.4 2,115.3 2,475.3 2,536.5 2,523.3 2,547.7 2,469.4 2,427.0 2.5 2.30
Total 489.1 493.1 5175 5471 562.2 586.7 5658 536.4 14 1.33
1. Cancer incidence rates per 100,000 persons.
Source: AIHW

Medicare Services and Hospital Services

Medicare data show that, over the last four years, services provided by medical and
haematological oncology specialists grew by 105.2%, with a compound average
annual increase of 19.7%. However, as previously indicated much of this growth is
attributed to broader health care system changes rather than to an increase in
demand for specialist medical and haematological oncology services (Table 52).

Table 52: Trends in service provision (Medicare services), 1995-96 to 1999-00

Indicator Compound average
Years annual increase %

1995-96 1999-00
Total MBS items 52,712 108,181 19.7

Sources: DHAC, AIHW

Table 53 indicates that between 1995-96 and 1997-98 there was a 9.9% increase
(4.9% average annual increase) in the number of hospital separations related to
cancer based on ICD-9-CM groupings. Marked increases are apparent with respect
to multiple myeloma, cancer of the penis, other male genital organs, cancer of the
eye, cancer of the small intestine and cancer of the liver. On the other hand, large
decreases are evident in the number of separations associated with Kaposi's
sarcoma and cancer of other endocrine glands (ie other than cancer of the thyroid).
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Table 53: Hospital separations, by principal diagnosis or external cause of cause, 1995-96 and

1997-98
Principal diagnosis 1995-96 1997-98 % % av.
change annual
change
Cancer of the lip 799 888 111 5.6
Cancer-oral cavity & pharynx 4036 4344 7.6 3.8
Cancer of the oesophagus 3618 3963 9.5 4.8
Cancer of the stomach 4736 5041 6.4 3.2
Cancer of the small intestine 315 379 20.3 10.2
Cancer of the colon 11826 12464 5.4 2.7
Cancer of the rectum 7872 8725 10.8 5.4
Cancer of the liver 1403 1684 20.0 10.0
Other cancer of the digestive organs and peritoneum 4934 5224 5.9 2.9
Cancer of the nasal cavity 422 409 -3.1 -1.5
Cancer of the larynx 1344 1423 5.9 2.9
Cancer of the trachea, bronchus & lung 15920 16890 6.1 3.0
Other cancer of respiratory & intrathoracic organs 1154 1333 155 7.8
Cancer of the bone, connective tissue, male breast 2904 2804 -3.4 -1.7
Malignant melanoma of the skin 5996 6943 15.8 7.9
Other cancer of the skin 47143 53225 12.9 6.5
Cancer of female breast 16459 17732 7.7 3.9
Kaposi's sarcoma 398 124 -68.8 -34.4
Cancer of cervix uteri 1948 1994 2.4 1.2
Cancer of the uterus 2567 2811 9.5 4.8
Other cancer of female genital organs 4298 4131 -3.9 -1.9
Cancer of prostate 12867 11682 -9.2 -4.6
Cancer of testis 1096 1080 -15 -0.7
Cancer of penis, other male genital organs 142 198 39.4 19.7
Cancer of the bladder 13754 14578 6.0 3.0
Cancer of the kidney, other urinary organs 3190 3435 7.7 3.8
Cancer of the eye 522 628 20.3 10.2
Cancer of the brain, nervous system 4236 4160 -1.8 -0.9
Cancer of the thyroid 1707 1917 12.3 6.2
Cancer of other endocrine glands 465 365 -21.5 -10.8
Other unspecified and secondary cancers 33882 38631 14.0 7.0
Cancer of lymphoid and histiodytic tissue 13786 15279 10.8 5.4
Multiple myeloma 4128 7780 88.5 44.2
Leukemia 10745 12108 12.7 6.3
Total separations 240,612 264,372 9.9 49

Source: AIHW National Hospital Morbidity Database

Table 54 indicates variation in the number of hospital separations per 1,000 persons
for cancer by State and Territory 1997-98. For example, while the separation rate
nationally was 25.8 per 1,000 persons, the rates for South Australia, Queensland and
Victoria were well above average, respectively, 29.4/1,000, 29.2/1,000 and
29.2/1,000. On the other hand, the rate for the Northern Territory was well below

average at 4.1 per 1,000 persons.
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Table 54: Hospital separations per 1,000 persons for all cancers, by State and Territory, 1997-
98

State/Territory Total separations Population (1997) Separations per

1,000 population
NSW 138,701 6,274,400 22.1
Victoria 134,283 4,605,100 29.2
Queensland 99,209 3,401,200 29.2
South Aust. 43,484 1,479,800 294
West. Aust. 41,567 179,8100 231
Tasmania 11,473 473,500 24.2
North. Terr. 765 187,100 4.1
ACT 8,445 309,800 27.3
Australia 477,927 18,532,200 25.8

Source: AIHW National Hospital Morbidity Database

Figure 9 shows a strong positive relationship between increasing age and the
number of hospital separations per 1,000 persons related to cancer.

Figure 9: Hospital separations per 1,000 persons for all cancers, by age group, 1997-98
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Source: AIHW National Hospital Morbidity Database

Table 55 shows that 58.6% of all cancer related hospital separations were from
public hospitals, while 41.4% were from private hospitals. This table also shows
variation in the percentage of separations from public and private hospitals based on
type of cancer. For example, separations mainly associated with the public sector
include, malignant neoplasm - lip, oral cavity and pharynx, malignant neoplasm -
respiratory and intrathoracic organs, malignant neoplasm - other and unspecified
sites, and malignant neoplasm-lymphatic & haemotopoietic tissue. On the other
hand, private hospitals account for more than 50% of separations associated with
benign neoplasms (52.2%) and malignant neoplasm - bone, connective tissue, skin
and breast (51.5%).
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Table 55: Separations of patients with cancer, public and private hospitals, by principal

diagnosis, 1997-98

Type of cancer Public hospitals Private hospitals

% of patients % of patients
Malignant neoplasm-lip, oral cavity & pharynx 78.5 215
Malignant neoplasm-digestive organs & peritoneum 62.0 38.0
Malignant neoplasm-respiratory & intrathoracic organs 76.3 23.7
Malignant neoplasm-bone, conn. tissue, skin & breast 48.5 51.5
Malignant neoplasm-genito-urinary organs 57.9 42.1
Malignant neoplasm-other & unspecified sites 72.1 27.9
Malignant neoplasm-lymphatic & haematopoietic tissue 73.7 26.3
Benign neoplasm 47.8 52.2
Carcinoma insitu 61.4 38.6
Other neoplasms 59.8 40.2
Total 58.6 41.4

Source: AIHW National Hospital Morbidity Database

Medical and Haematological Oncologists’ Perceptions of Issues Affecting
Workforce Requirements

In total, 96.1% of AMWAC/MOG/HSANZ 2000 survey respondents thought that the
ageing of the population would increase requirements for medical oncologists, while
only 3.1% thought it would have no impact (Appendix B). Oncologists also perceived
that many other factors would increase workforce requirements over the next 10
years. These other factors included:

= patients’ expectations and knowledge;

= growth in consumer demand;

= change in indication for treatment;

= advances in medical technology;

= need for improved geographic distribution of specialists;

» multidisciplinary team provision;

» increasing doctor specialisation; and

» changing patterns of health and illness.

Only two factors were perceived by 20-25% of the workforce as likely to reduce
workforce requirements, viz., lifestyle changes that improve population health and
substitution of specialist services by other providers.

Consumer Expectations of the Services Provided by Medical and
Haematological Oncologists

Among the factors influencing requirements for any medical workforce are consumer
preferences and expectations. The survey of member organisations of the Australian
Cancer Society sought the views of consumers as to their expectations of a quality
medical and haematological oncology service and how access to these services
could be improved.

The type of services that people with cancer and their carers most value receiving

from oncologists include:

= gpecific, expert, evidence-based information about diagnosis, prognosis and the
side effects of drugs, presented in an open, frank and comprehensible manner;

= state of the art therapies, including treatment choices and options;

» guidance to enable patients to access further information and support services;
and
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»= ateam approach to patient management.

Suggestions for improving access to services included:

» increasing the supply of medical oncologists in the Australian Capital Territory;

= providing additional visiting medical oncologists in the Northern Territory;

= addressing the maldistribution of medical oncologists within Queensland;

= providing a multidisciplinary approach to all medical, allied health and support
services in all cancer centres in South Australia; and

= through quality assurance activities and improved communication between
oncologists and patients in Tasmania.

State/Territory Health Department Perceptions of Issues Affecting Workforce

Requirements

The Victorian Department of Human Services indicated that specialist oncologists

had predicted a dramatic increase in requirements for medical oncologists over the

next 10 years due to an:

» increase in incidence of cancers concomitant with the ageing of the population;

* increase in extended cancer treatment, including the emergence of effective
second and third line treatments, which increases the specialist inputs required
over the course of the disease;

= increase in the complexity of cancer treatments, including multi-modal treatments
(combined chemotherapy and radiotherapy), which increases the intensity of
specialist inputs required,;

* increase in community expectations regarding access to specialists and choice of
treatment options; and

= expected rapid progress with new therapies, based on molecular mechanisms of
cancer, which are currently at a very early stage of development. The precise
impact of a new generation of treatments is difficult to predict but it is reasonable
to assume that effective treatments will become available for many cancers that
currently cannot be adequately treated.

With the increased complexity of medical oncology due to the reasons described
above, specialists expect that increased subspecialisation will become a necessity.
Subspecialisation will tend to further favour large tertiary referral centres and work
against smaller units (which will need to be more generalist in their focus).

Trends in Medical Practice and Medical Technology

The Working Party believes that changes in medical and haematological oncology
are likely to be incremental rather than radical. The increased use of adjuvant
chemotherapy (ie in conjunction with radiotherapy and/or surgery) in the treatment of
a range of cancers (eg breast, oesophagus cancer and colorectal cancer) is
expected to continue as will technological advances in oncology chemotherapy. The
increased use of adjuvant chemotherapy will increase requirements for medical and
haematological oncologists as will the use of increasingly powerful and expensive
drugs. The latter will necessitate higher levels of medical supervision.

During the past five years, Australia has experienced a general shift in where
oncology services are provided, notably, from in-patient to community based services
and in the proportion of Medicare oncology services (Tables 19 and 20) provided by
specialists oncologists. These trends are consistent with international trends (Ginder
& Kennedy 1997) and are expected to continue.
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The AMWAC/MOG/HSANZ 2000 survey indicated that compared with other
specialist workforces, medical and haematological oncologists spend a significant
amount of their work time (15.6%) in teaching and research. This aspect of the role of
the specialist medical and haematological oncologist is expected to continue.

Summary and Conclusions

Requirements for the services provided by medical and haematological oncologists
are expected to increase as a result of growth in consumer demand due to
population growth, population ageing and growth in the incidence of cancer; changes
in patients’ expectations and demands; demand for equitable geographic access;
change in indication for treatment; and advances in medical technology.

The Working Party considered that workforce requirement growth would not be less
than that indicated by estimated growth in the adult population and the impact of
ageing on requirements for medical services. It was also considered that it would not
be greater than 3.5%. These two estimates provided growth in workforce
requirements of between 1.7% and 3.5%.
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PROJECTIONS OF SUPPLY

Entry Into the Workforce

Medical oncologists

Over the past 5 years, on average, 13.6 new medical oncologists, have entered the
workforce per year and over the next two years a further 23 (11.5 per year) are
expected to enter the workforce.

Haematological oncologists

During the last four years, 29 new clinical haematologists have entered the workforce
(le an average of 7 per year) and over the next three years the number of
completions from the Joint RACP/RCPA training program in haematology is expected
to be 40 (ie 13.3 per year).

The AMWAC/HSANZ 2000 survey of haematology trainees found that 17 expected to
spend about 20% of their work time in oncology practice in the short term, while in
the long term 30 (on average 6 per year) plan to spend time about 40% of their time
working in oncology. The Working Party considered that when confronted with the
reality of the work environment, the number of graduates choosing to work in
oncology is likely to be greater that 6 per year. For projection purposes, it was
decided to base this estimate on the profile of the current workforce in which 71% of
haematologists spend approximately 61% of their work time in oncology practice. In
other words, it was estimated that for the next three years, each year 9 of the 13
graduates would spend 61% of their work time in oncology practice.

Overseas Trained Doctors

On average, it is estimated that around two overseas trained medical oncologists and
two haematological oncologists enter the permanent medical workforce per year.
However, the number of Australian trained medical and haematological oncologists
migrating overseas offsets this figure.

Retirements

In total, 6 medical oncologists and 14 haematological oncologists
(AMWAC/MOG/HSANZ 2000 survey) indicated that they intended to retire in the next
five years, respectively, approximately 1 and 3 per year. A further 21 medical
oncologists and 20 haematological oncologists indicated they intended retiring within
the next ten years. The expected age of retirement ranged from 45 to 75 years for
medical oncologists and for haematological oncologists from 50 years to 80 years.
The average age of expected retirement for both specialist groups was 63 years. It
was estimated that in 2001, there would be one retirement among medical
oncologists and 3 among haematological oncologists, with a net gain of 12 medical
oncologists and 8 haematological oncologists.

Female Participation in the Workforce

The representation of women in the workforce is 20%. It is expected that the
proportion of women in the workforce will increase as the number of female trainees
continues to increase and the male cohort of medical and haematological oncologists
aged 65 years and over progressively retires. Currently, 54% of medical oncology
trainees are women and 26.7% of haematology trainees are women, while there are
no women among the small number (ie 1.3% of the workforce) of oncologists aged
65 years and over. As previously indicated female medical and haematological
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oncologists, on average, work 49.1 hours per week and the comparative figure for
male oncologists is 56.4 hours.

Expected Changes in Work Hours

According to the AMWAC/MOG/HSANZ 2000 survey, 49% of medical and
haematological oncologists expect their work hours to remain the same. A higher
percentage of younger female medical oncologists (75%) expect their work hours to
remain the same than do male medical oncologists (42.9%). In total, 31.5% of
medical oncologists and 32.1% of haematological oncologists expect their work
hours to increase over the next three years. In order of frequency, the reasons for an
expected increase in work hours were:

= changed patient numbers;

= impact of changes in clinical practice;

= work place change;

= to build practice income;

= impact of changes in disease patterns; and

= family considerations.

The survey data also indicated that 19.2% of medical oncologists and 19% of
haematological oncologists expect a decrease in the hours they work. The two main
reasons for decreasing their work hours were family considerations and lifestyle.

Adjustments Required to Trainee Numbers

In total, 28% of medical oncologists (AMWAC/MOG/HSANZ 2000 survey) and 19%
of haematological oncologists considered that there should be an increase in the
number of trainees in their respective subspecialty. On the other hand, 37.6% of
medical oncologists and 37.1% of haematological oncologists thought the number
should stay the same, while 14.4% and 13.3%, respectively, thought there should be
a decrease (Appendix B).

Provision of Services in Rural and Remote Areas

The Working Party considers that the provision of medical and haematological
oncology services to large rural and remote centres is inadequate. As previously
reported, per 100,000 there were approximately 0.8 full-time-equivalent medical and
haematological oncologists located in large rural centres compared with 2 per
100,000 persons in capital cities and 1.4 per 100,000 in other metropolitan locations.
In addition, 30.4% of medical and haematological oncologists provided services to
rural areas on a regular visiting basis.

The major methods for the provision of oncology services in rural areas are outlined

in recent report by MOG (2001) and include:

= Group practice with two or more resident medical oncologists in larger non-capital
cities. These are usually hospital based with infrastructure support and the
availability of other specialist disciplines/services in close proximity;

= Solo practice in regional centres with the medical oncologist usually based in a
smaller regional hospital with 100-150 beds, which provides facilities for
administration of chemotherapy. Medical oncologists in this situation sometimes
have to take on general receiving duties at their local hospital and often are the
main provider of palliative care as well, so their general medical skills need to be
maintained during their oncology training program;

75

AMWAC 2001.2



= Qutreach clinics provided by medical oncologists visiting from a larger centre.
These services may be provided as public clinics from a major urban or regional
hospital or as privatised clinics in public or private hospitals or private rooms; and

= Very remote centres. These are usually too small to justify a clinic, or are too far
from established clinics for patients to travel for each treatment. Here the
oncologist may conduct an initial consultation at a major centre or outreach clinic,
with services subsequently provided by local general physicians or GPs.
Telemedicine may be used. MOG reports that special issues arise in relation to
training GPs or other health care professionals for tasks that are usually provided
by specialists and in adjusting programs to the local services that are available.

To help gain an insight into why medical and haematological oncologists undertake
rural practice and rural outreach work, the AMWAC/MOG/HSANZ 2000 survey asked
respondents providing rural services to indicate their main reasons for undertaking
rural practice.

The main reasons for living and working in a rural area were the nature of the clinical
work, rural lifestyle, came from the country, good place for children and better
income.

The main reasons given by metropolitan medical and haematological oncologists for
providing rural outreach services were:

= my employing hospital has an arrangement with rural providers;

» adds variety to my work;

= opportunity to expand my practice; and

= came from the country.

Of the 16 resident rural medical oncologists who participated in the
AMWAC/MOG/HSANZ survey, 11 indicated that if a specialist locum scheme were
available they would make use of it. Respondents indicated an average yearly locum
service requirement of 5.2 weeks (minimum 3 weeks, maximum 8 weeks).

The Working Party considers that strategies are required to address the needs of
rural communities for specialist medical and haematological oncology services and
the professional support needs of specialists who choose to practise in rural areas.
However, in some situations it may not be possible for resident specialist medical
and haematological oncology services, and as a result, basic medical and
haematological oncology services will need to be provided by visiting specialist
oncologists and by other physicians and health care providers. Essentially, this will
be in the smaller rural and remote rural communities where there is insufficient
workload and infrastructure to warrant recruitment of medical and haematological
oncologists or the provision of outreach clinics. Hence, it is important for general
physicians and other health care providers in these situations to obtain and maintain
basic skills in the diagnosis, treatment and management of patients requiring
chemotherapy for the treatment of cancer. These providers should be adequately
supported by specialist medical and haematological oncology outreach services.
MOG (2001) maintains that in these areas it is important to establish a network that
links experts with local health care providers in order to disseminate information on
state-of-the-art care. This may involve the implementation of comprehensive follow
up protocols, which can be performed locally by general practitioners. The role of
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enabling teleconferences between rural doctors and specialists is becoming
increasingly valuable and cost-effective (p 18).

Substitution

Patients with cancer frequently require a multidisciplinary approach to the provision
of services. For example, surgeons, radiation oncologists, palliative care physicians,
oncology and palliative care nurses and social workers. Demarcation of territory is
not always obvious under these conditions. Furthermore, comments from medical
and haematological oncologists indicated that there was some blurring of the clinical
boundaries between medical oncology and haematological oncology.

Data from Medicare indicated that a wide range of doctors in addition to medical and
haematological oncologists, were involved in the provision of the three Medicare item
numbers selected as indicative of the provision of specialist oncology services. Other
service providers included surgeons (general and specialist), radiation oncologists,
anaesthetists, obstetricians and gynaecologists, physicians (internal medicine,
general medicine, neurology, paediatrics and thoracic medicine) and general
practice. However, the data also showed that the trend was toward the three selected
Medicare item numbers being provided by medical and haematological oncologists
and a corresponding decrease in the proportion provided by doctors from ‘other’
disciplines.

Table 56 indicates that in 1995-96, medical and haematological oncologists provided
64.5% of the three selected Medicare item numbers, by 1999-2000, this figure had
increased to 75.6%.

Table 56: Medicare oncology services® 3provided by registered medical and haematological
oncologists and ‘other’ service providers~, 1995-96 to 1999-00

1995-96 1996-97 1997-98 1998-99 1999-00

Medical and haematological oncologists

Number of

services provided 52,712 61,505 67,797 88,756 108,181
Percent of total

services provided 64.5 67.5 68.9 73.7 75.6

Other providers®

Number of

services provided 28,970 29,655 30,610 31,665 35,004
Percent of total

services provided 35.5 32.5 31.1 26.3 24.4

1. Medicare item numbers: 13915 Cytotoxic Chemotherapy Administration Intravenous <1 hour
duration; 13918 Cytotoxic Chemotherapy Administration >1&<6 hours; 13921 Cytotoxic
Chemotherapy Administration Infusion >6hours;

2. Compound annual change;

3. Other service providers include surgeons (general and specialist), radiation oncologists,
anaesthetists, obstetricians and gynaecologists, physicians (internal medicine, general medicine,
neurology, paediatrics and thoracic medicine) and general practice.

Source: DHAC

Table 57 indicates variation in the proportion of Medicare oncology services provided
by medical and haematological oncologists by State. For example, in Queensland
and Tasmania 86.2% and 81.7%, respectively, of the provision of the three selected
Medicare items were provided by medical and haematological oncologists, whereas
in Western Australia only 55.9% of these services were provided by these specialists.
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No data were available with respect to this issue for the Northern Territory and the
Australian Capital Territory.

Table 57: Medicare oncology services® provided by medical and haematological oncologists
and ‘other’ service providersz, by State, 1998-99

Medicare provider/State NSW Vic Qld SA WA Tas Aust.

Medical oncologists
32,681 19,456 9,401 5,216 6,293 1,070 74,268
Haematological oncologists

3,685 2,358 7,290 155 757 243 14,488
Total services provided by
medical & haematological 36,366 21,814 16,691 5,371 7,050 1,313 88,756
ONCOlOgIStS
Other providers? 11,871 8,918 2,678 1,694 5,567 294 31,665
Total services 48,237 30,732 19,369 7,065 12,617 1,607 120,421
“%of services providedby
medical & haematological 75.4 71.0 86.2 76.0 55.9 81.7 73.7

oncologists

1. Medicare item numbers: 13915 Cytotoxic Chemotherapy Administration Intravenous <1 hour
duration; 13918 Cytotoxic Chemotherapy Administration >1&<6 hours; 13921 Cytotoxic
Chemotherapy Administration Infusion >6hours;

2. Other service providers include surgeons (general and specialist), radiation oncologists,
anaesthetists, obstetricians and gynaecologists, physicians (internal medicine, general medicine,
neurology, paediatrics and thoracic medicine) and general practice.

Source: DHAC
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in Queensland in this category, 5.9% of surgeons in Western Australia, 5.7% of
surgeons in South Australia and 5.6% of surgeons in Victoria.

Table E7: Visiting medical oncologists providing services in areas in which general surgeons
provide services, by State/Territory, 2000

State/Territory Mean number of Number of surgeons % of surgeons with no

visiting medical with no medical medical oncologists

oncologists  oncologists visiting in visiting in area

area

New South Wales 25 6 7.1

Victoria 3.2 13 18.1

Queensland 2.3 7 13.5

South Australia 4.1 3 15.8

Western Australia 1.6 2 9.5

Tasmania 1.0 5 71.4

Northern Territory 0.3 2 66.7

Australian Capital 0.5 1 50.0
Territory

Total 2.6 40* 15.0

*State/Territory data missing for 1 respondent;
Source: AMWAC 2000 survey of General Surgeons

Table E8: Percentage of surgeons with no visiting or resident medical oncologists in the area
in which they practice, by State/Territory, 2000

State/Territory % of general surgeons with no resident or visiting
medical oncologists in the area in which they

practice

New South Wales 23
Victoria 5.6
Queensland 8.0
South Australia 5.7
Western Australia 5.9
Tasmania -

Northern Territory -
Australian Capital Territory -
Total 4.5

Source: AMWAC survey of General Surgeons

Adequacy of the supply of medical oncologists

In total, 69.7% of general surgeons considered that the supply of medical oncologists
was about right, while 25% considered they were either in short supply or that access
was totally inadequate (3.4% indicated that it was totally inadequate). In all, 5.3% of
general surgeons thought there was an oversupply (Table E9).
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Table E9: Adequacy of access to medical oncology services in areas in which general
surgeons practice, by State/Territory, 2000

Adequacy of NSW Vic Qld SA WA Tas NT ACT Total
access

Oversupply 4.6 10.3 4.0 5.9 - - - - 5.3
About right 70.0 66.3 74.3 70.6 69.7 92.3 - 33.3 69.7
Short supply 22.3 20.6 16.2 14.7 30.3 7.7 100.0 66.7 21.6
Totally inadequate 3.1 2.8 5.4 8.8 - - - - 3.4
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Source: AMWAC 2000 survey of General Surgeons

Importantly, a difference was observed in the response from surgeons located in
rural areas and surgeons located in metropolitan areas, with a higher proportion of
rural surgeons perceiving the supply of medical oncologists to be either totally
inadequate or in short supply (p<0.0001) (Table E10).

Table E10: Adequacy of access to medical oncology services in areas in which general surgeons
practice, by geographic location, 2000

Adequacy of access  Oversupply About right  Short supply Totally Total
inadequate

Metropolitan 7.8 75.4 15.7 1.1 100.0

Rural 0.8 55.2 35.2 8.8 100.0

Total 5.6 69.0 21.9 3.6 100.0

Source: AMWAC survey of General Surgeons

Requirement for additional medical oncologists

Responding general surgeons perceived that there was a requirement for 147
additional resident and 96 visiting medical oncologists. It should be noted that some
general surgeons could come from the same area with the potential for this data to
exaggerate the numbers required (Table E11).

In total, general surgeons in metropolitan areas perceived a requirement for 91
additional resident and 50 visiting medical oncologists, while general surgeons in
rural locations perceived a requirement for 56 resident and 46 visiting medical
oncologists.

Table E11: Number of medical oncologists (resident and visiting) required in areas in which
general surgeons practice, by State/Territory, 2000

NSW Vic Qld SA WA Tas NT ACT Total
Resident 48 40 28 6 16 3 1 5 147
Visiting 27 16 22 7 21 - 2 1 96

Source: AMWAC survey of General Surgeons

Impact of supply of medical oncologists on management of cancer patients by
general surgeons

The questionnaire asked general surgeons whether they ever had to modify their
management of any cancer patients from what they perceived as the ideal because a
medical oncologist was not available. Table E12 shows that 21% of general surgeons
reported in the affirmative and that a higher proportion of rural surgeons fell into this
category. In total, 40.4% of rural surgeons reported having to modify their
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management of cancer patients either occasionally or frequently, compared with only
11.9% of metropolitan surgeons (p<0.001).

There was also a significant association between respondents who considered there
to be a shortage of medical oncologists in their area and general surgeons who
reported having to modify their management of cancer patients (p<0.001). In
addition, there was a positive correlation between the number of resident and visiting
medical oncologists that general surgeons perceived were required in their area and
general surgeons who reported having to modify their management of cancer
patients.

Table E12: Percentage of general surgeons who have had to modify their management of
cancer patients, by geographic location, 2000

Metropolitan Rural Total
Never 88.1 59.5 79.0
Occasionally 11.2 34.1 18.5
Frequently 0.7 6.3 25
Total 100.0 100.0 100.0

Source: AMWAC 2000 survey of General Surgeons

Comments provided by general surgeons to inform the Working Party

The comments provided by general surgeons were analysed by State and Territory

and by geographic location. The main themes to emerge were:

» the importance of multidisciplinary care;

= a need for more private sector oncology services;

» the increasing cost of chemotherapy;

= the heavy workload of many medical oncologists in both urban and rural areas;

» the inadequacy of the supply of medical oncologists in many rural and remote
areas which means that waiting times for patients to see an oncologist are too
long and that the time that resident and visiting oncologists have to spend with
patients is too short; and

= marked variation in the adequacy of supply by geographic location within States
and Territories with some surgeons perceiving there to be an oversupply of
medical oncologists in their area while others reported a serious shortage.

The following selected comments from general surgeons exemplify these themes.

Multidisciplinary care and issues of quality

= Medical oncology should not be considered separate from other oncology
services eg surgical, paediatric oncology and support specialities eg
psychiatry/psychology, palliative care, social work support etc. Oncology services
must be applied as part of multidisciplinary care.

= Care should be holistic and should include as many specialists as possible. A
multidisciplinary clinic should be available.

= Surgery needs to keep up to date with what is currently best practice. Colon,
breast, melanoma guidelines are excellent, similar guidelines would help in other
areas (eg stomach, pancreas, advanced head and neck cancers). When not to
treat or when to stop still remains one of the most difficult decisions - needs
GP/surgeon/oncology input with patient/relatives.
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More consultative clinics involving surgeons /oncologists /radiotherapists.

We have recently achieved regular visits by a radiotherapist to the area and
ideally we could coincide these visits with those of an oncologist to provide
multidisciplinary management of things such as breast cancer (rural South
Australia).

A need for annual intensive updates between surgeons and oncologists
especially in regional and rural areas where surgeons may work in isolation (ie a
travelling tutorial system) (rural Western Australia).

Need for cooperative management of cancer and development of agreement of
use of surgery, radiotherapy and chemotherapy in a combined appropriate way
(urban Tasmania).

The increasing cost of chemotherapy

Blowout in costs of chemotherapy has meant restrictions on budget and delays in
beginning treatment. Increasing oncologists will not alter this.

The visiting medical oncologist does provide a wonderful service but it is limited to
once a month. (Phone contact at any time). There has always been an absolute
block from the local public hospital to treatment by chemo because of cost.

Implications for surgeons and patients of the heavy workload of many medical
oncologists in other metropolitan and rural areas

Good access (other metropolitan New South Wales) but they are overworked due
to high patient load.

The ideal would be appointment of a resident oncologist followed by appointment
of a second resident oncologist. The current visiting service is not optimal
because (1) only available every second week and a different oncologist each
visit affects continuity of care (2) the workload on each visit is excessive with long
waiting times for patients (2-3 hrs). The visiting oncologist provides as good a
service as time permits and provides ready telephone access (rural Victoria).

Our oncologist is overworked and it is often difficult to get a timely appointment for
patients — as opposed to readily available discussion and advice.

Long waiting time to get an appointment. All medical oncologists are too busy.

The inadequacy of the supply of medical oncologists in many ‘other metropolitan’ and
‘rural and remote’ areas

Undeniable delay in obtaining appointments, leading to unnecessary stress for
patients (other metropolitan New South Wales).

Waiting approximately 4-5 weeks for new patient appointments (other
metropolitan New South Wales).

We have one resident haematologist. There are increasing delays in referrals to
visiting oncologists. The visiting oncology services are currently stretched to the
limit (rural New South Wales).

Patients wait for 6 to 8 weeks (sometimes longer) to see an oncologist (rural New
South Wales).

For many years there was no service. Now there is a fortnightly visiting service.
Also have phone access for more urgent matters.

Access is limited to one day a week when the oncologist may see 60-100
patients. The quality of the service is substandard - but better than travelling to
Sydney or Newcastle (rural New South Wales).

Waiting lists to see public patients can be over 6-8 weeks for initial consultation
(rural Victoria).
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We have an excellent medical oncologist who visits every two or three weeks - a
weekly service is needed. There can be no question that Australians living in rural
and regional Australia suffer because of the lack of access to oncology services.
Few people at all living in the capital cities have the foggiest idea of the cost, in
real terms, of having to travel to a capital city for treatment, or to call an oncologist
for an opinion etc. (rural Queensland)

Tertiary referral is very expensive for patients. There is a need for more
oncologists to visit and a need to avoid having patients travel outside the region
(rural Queensland).

Medical oncology has been provided as an outreach service from Townsville,
however the population of the Cairns district is greater than that of the Townsuville
area. Not having a resident medical oncologist reduces supervision of
chemotherapy or requires patients to travel to Townsville (400 km ) for treatment.
Currently in our region patients have to travel to the city for medical oncology
services (3 hour drive). Some of the oncology treatment is delivered in our region
by general practitioners under supervision/oncologists. Need an oncologist to visit
our area on a regular basis (rural South Australia).
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APPENDIX F: AMWAC SURVEY OF DIVISIONS OF GENERAL PRACTICE

METHODOLOGY

To obtain information about the adequacy of the supply of medical oncologists
throughout Australia, AMWAC administered a mailed survey of all Divisions of
General Practice between May 2000 and July 2000. In addition to seeking the views
of GPs, the questionnaire also provided opportunity for consumer comment on the
adequacy of access to medical oncologists. Most Divisions have established
advocacy groups from which they seek consumer input.

RESULTS

Response

Out of a possible 124 Divisions, 67 responded to the survey (a response of 54%),
and 60 Divisions completed questionnaires. Seven Divisions indicated that they were
currently unable to provide the information requested by AMWAC as it would require
surveying their members.

Of the 60 completed questionnaires, 70% were from New South Wales, Victoria and
Queensland, while 21.7% were from South Australia and Western Australia and the
remaining 8.3% were from Tasmania and the Northern Territory. An above average
response was received from Queensland (66.6%), while the 3 Divisions in the
Northern Territory responded as did 2 of the 3 Divisions in Tasmania (Table F1).

Table F1: Number of Divisions of General Practice that responded to the survey, by total
number surveyed and by State/Territory, 2000
NSW Vic Qld SA WA Tas NT ACT Aust.

Number completing 16 12 14 7 6 2 3 - 60
questionnaire

Number surveyed 37 31 21 14 15 3 3 1 125
% response 43.2 38.7 66.6 50.0 40.0 66.6 100.0 - 48.0
Unable to complete 1 2 - 1 1 - - - 5

guestionnaire
Source: AMWAC 2000 survey of Divisions of General Practice

Distribution of respondents

Table F2 shows that 60% of responding Divisions were located in a rural area and
40% were located in a metropolitan area. New South Wales was the only State in
which the representation of metropolitan Divisions was greater than that of rural
Divisions.

Table F2: Distribution of responding Divisions of General Practice, by State/Territory and
geographic location, 2000

NSW Vic Qld SA WA Tas NT Australia
Metropolitan% 56.3 36.4 42.9 25.0 42.8 - - 40.0
Rural% 43.7 63.6 57.1 75.0 57.2 100.0 100.0 60.0
Total% 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Source: AMWAC 2000 survey of Divisions of General Practice
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Population catchment

The majority of Divisions (65.6%) covered population catchments of between 51,000
and 200,000 people, with 14.1% of Divisions covering small populations of between
15,000 and 50,000 and a further 18.8% covering large populations of between
200,000 and 500,000 (Table F3).

Table F3: Size of the population catchment covered by Divisions of General Practice, 2000

Population Percentage of Divisions
catchment

NSW Vic Qld SA WA Tas NT Total
15,000-50,000 - - 7.1 62.5 14.3 - 66.7 14.1
51,000-99,000 31.3 35.7 14.3 - 57.1 - - 25.0
100,000-199,000 43.8 64.3 42.9 - 14.3 100.0 33.3 40.6
200,000-350,000 25.0 - 42.9 2.8 14.3 - - 18.8
Total number of 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Divisions

Source: AMWAC survey of Divisions of General Practice

Size of Divisions

In total, 54.9% Divisions had between 11 and 100 GPs associated with their Division,
while 29% had between 101 and 200 and 16.1% had more than 200 (Table F4).
Based on these figures it can be estimated that the 60 Divisions had somewhere
between 5,582 and 10,400 GPs associated with them. In 1998, the total number of
employed primary care practitioners throughout Australia was estimated at 20,852
(AIHW, 1999).

Table F4: Number of general practitioners associated with responding Divisions of General
Practice, 2000

Number of GPs Percentage of Divisions

NSW Vic Qld SA WA Tas NT Total
11-50 12,5 - 8.3 62.5 57.1 - - 19.4
51-100 31.3 64.3 25.0 12,5 14.3 50.0 66.7 35.5
101-200 25.0 28.6 50.0 - 28.6 50.0 33.3 29.0
201-300 18.8 7.1 8.3 - - - - 8.1
301-500 12,5 - 8.3 25.0 - - - 8.0
Total number of 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Divisions
Source: AMWAC 2000 survey of Divisions of General Practice

Triggers for general practitioner referral to a medical oncologist

The most important triggers for a referral to a medical oncologist are lack of
experience within the practice regarding the condition and/or treatment, condition
unresponsive to treatment and severity of condition (Table F5).
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Table F5: Rated importance of eight ‘triggers’ for general practitioner referral to a medical
oncologist, 2000

Referral trigger Not Very
important important

1 2 3 4 5

Lack of experience within the practice re: condition/treatment 3.8 17.0 37.7 415
Condition unresponsive to treatment 3.8 135 423 404
Severity of condition 3.8 57 11.3 37.7 415
Rarity of diagnosis 17.0 75 245 245 264
Request of patient to be referred 25 101 316 418 13.9
Age of patient 148 241 29.6 222 9.3
Social circumstances of patient 358 208 17.0 17.0 9.4

Source: AMWAC 2000 survey of Divisions of General Practice

Divisions were asked to indicate any other factors of importance when referring to a
medical oncologist. Table F6 summarises these comments by State.

Table F6: Other factors important to general practitioners when considering a referral to a
medical oncologist, by State, 2000

New South Wales

= To optimize treatment

= Patient anxiety

Victoria

= Just the availability of best practice treatment

= Most oncology services need to be provided by specialists as opposed to say dermatology
services

= Need prompt, early opinion as to most apt treatment

= Poor access is in itself a disincentive to refer a patient or for the patient to be willing to go for

o lreatment

Queensland

= Availability of specialists locally to coordinate management plan. Need access to chemotherapy
and radiotherapy and other services

South Australia

= Patient requires chemotherapy

= Medical oncology services are only available in Adelaide

= Second opinion is very important

Western Australia

= Cancer patients are usually referred on diagnosis to an oncology surgeon and then on to an
oncologist

=  When the form of cancer would not be readily cured by surgery

= When there is a need for coordination of specialist services

Source: AMWAC 2000 Survey of Divisions of General Practice

Supply of medical oncologists

Resident medical oncologists

In total, 28 Divisions indicated that there were 44.5 medical oncologists resident in
the areas served by their Divisions with the majority (85.3%) located in the three
Eastern States (New South Wales, Victoria and Queensland). Overall, 38 (67.9%)
Divisions indicated that there were no medical oncologists resident in the area
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covered by their Division, with all responding Divisions in South Australia indicating
that there were no medical oncologists resident in their area (Table F7). Of Divisions
without any resident medical oncologists, 77% were located in a rural or remote area.

Table F7: Resident medical oncologists providing services in areas covered by Divisions of
General Practice, by State/Territory, 2000

Number of resident medical

oncologists

State/Territory Number of Number of Number of % of Divisions
Divisions medical Divisions with  with no medical

oncologists no medical oncologist

oncologist

New South Wales 16 12 9 56.2
Victoria 12 13 8 66.6
Queensland 13 13 8 61.5
South Australia 5 - 5 100.0
Western Australia 6 4 6 100.0
Tasmania 2 1.5 - -
Northern Territory 2 1 2 100.0
Total 56 44.5 38 67.9

Source: AMWAC 2000 survey of Divisions of General Practice

Outreach services

In total, 30 Divisions indicated that there were 48 medical oncologists providing rural
outreach services in the areas served by their Divisions with the majority (79.2%)
located in the three Eastern States (New South Wales, Victoria and Queensland).
Table F8 shows that a similar pattern of the supply of outreach medical oncology
services applies to that indicated for resident medical oncologists. In total, 29 (51.7%)
Divisions indicated there were no medical oncologists providing outreach services in
their area.

Importantly, 28.6% of Division of General Practice had no resident or visiting medical
oncologists in the area served by their Division and 10 (62.5%) of these 16 Divisions
were located in a rural area.
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Table F8: Medical oncologists providing rural outreach services in areas covered by Divisions
of General Practice, by State/Territory, 2000

Number of visiting medical

oncologists
State/Territory Number of Number of Number of % of Divisions
Divisions medical Divisions with  with no resident
oncologists no medical or visiting
oncologist medical
oncologist
New South Wales 16 12 9 31.3
Victoria 12 13 5 16.7
Queensland 13 13 6 15.4
South Australia - 6 100.0
Western Australia 4 2 33.3
Tasmania 1 1 -
Northern Territory 5 - -
Total 56 48 29 28.6

Source: AMWAC 2000 survey of Divisions of General Practice

Adequacy of the supply of medical oncologists

In total, 64.4% of Divisions of General Practice considered that medical oncology
services were either in short supply or that access was totally inadequate (16.9%
indicated that it was totally inadequate). In all, 33.9% of Divisions considered that
access was about right, while one Division in New South Wales thought there was an
oversupply. No differences were observed between metropolitan Divisions and rural
Divisions with respect to perceptions of the adequacy of access to medical oncology
services (Table F9).

Table F9: Adequacy of access to medical oncology services in areas covered by Divisions of
General Practice, by State/Territory, 2000

Adequacy of access Number of Divisions

NSW Vic Qld SA WA Tas NT  Total
Oversupply 1 - - - - - - 1
About right 8 2 5 2 - 1 2 20
Short supply 8 6 3 4 1 - 28
Totally inadequate 2 2 2 2 - 10
Total 16 12 13 7 6 2 59

Source: AMWAC 2000 survey of Divisions of General Practice

In total, 47.5% of Divisions provided a consumer perspective on the adequacy of
access to medical oncology services. Overall, 67.9% of these responding Divisions
indicated that their consumers considered access to be either totally inadequate
(28.6%) or that medical oncologists were in short supply (39.3%), while a further
28.6% thought that supply was about right (Table F10).
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Table F10: Consumers’ views on the adequacy of current access to a medical oncologist in
areas covered by Divisions of General Practice, by State/Territory, 2000

Adequacy of access Views of consumers

NSW Vic Qld SA WA Tas NT Total
About right 3 2 2 - - - 1 8
Short supply 3 4 3 1 - - - 11
Totally inadequate 2 1 1 1 3 - - 8
Total 8 7 6 2 3 1 28
No response 8 5 7 5 3 1 2 31

Source: AMWAC survey of Divisions of General Practice

Requirement for additional medical oncologists

Table F11 indicates that responding Divisions of General Practice perceived a
requirement for 28 additional resident medical oncologists, with 71.4% of these
additional positions required by Divisions in Victoria and Queensland. Not reported in
the table is that 57.1% of these positions were required by Divisions located in rural
areas, while 42.9% were required by metropolitan Divisions.

Table F11 also indicates that Divisions perceived a need for an additional 44 visiting
medical oncologists. Not unexpectedly, rural Divisions required the majority (74.3%)
of these additional services.

Table F11: Number of medical oncologists (resident and visiting) required in areas covered by
Divisions of General Practice, by State/Territory, 2000

NSW Vic Qld SA WA Tas NT Total
Resident 3 9 11 1 1 1 2 28
Visiting 6 13 12 5 5 1 2 44

Source: AMWAC survey of Divisions of General Practice

Comments provided by Divisions of General Practice to inform the Working
Party

The comments provided by Divisions of General Practice were analysed by State
and Territory and by geographic location. The main themes to emerge were:

= the role of the GP as interpreter of medical information;

» GPs require treatment guidelines to provide ongoing patient care;

= an inadequate supply of medical oncologists in some rural areas;

= visiting services need to be provided on a regular basis;

= patients need more time to talk with medical oncologists.

The following selected comments provided by Divisions of General Practice
exemplify these themes:

The role of the general practitioner - interpreter of medical information and ongoing

local care for patients

= Consumer comment - Consumers who are terminally ill, undergoing cancer
treatment, or who are in remission, ideally require ready access to both

150

AMWAC 2001.2



specialists, informed GPs, and allied health providers, in order to facilitate
appropriate choice between domiciliary or institutional care, or a mixture of both.
In this way real options remain open and viable, through multidisciplinary sources,
during the course of the illness.

There are times when from a GP point of view you may not know who has a
subspecialty interest in medical oncology and therefore may not make the right
choice (ie surgical oncologist or medical oncologist) when advising patients with
various cancers - lung, breast, prostate, bowel, gynaecology or haematology.

The main issue with oncologists (and other specialists) who are part of the team
of doctors looking after a patient with cancer, is communication. The patient often
asks their GP for advice on choices put to them by the oncologist. They trust the
GP as their interpreter of medical information. And they often assume that there
Is a seamless connection between hospital and community services. A contact
person/phone number for the GP to discuss and gain answers to simple patient
information requests would be useful.

An inadequate supply of medical oncologists in some rural areas

There are no medical oncologists currently in our area. This presents a problem
for a number of patients as they need to travel some distance to access services.
Public transport from the area is inadequate and often inappropriate for unwell
patients. Our area should have an oncologist that visits on a regular basis and
has a clinic (rural New South Wales).

There are long waiting times for patients to see the specialist in our region. He is
overworked and when the patient finally sees him he is unable to spend adequate
time with them with little time for explanations and discussion (rural New South
Wales).

Because we are a rural Division on the urban fringe east of Melbourne we are
part of the rapid population growth. We lack services in all medical areas
especially after-hours services and hospital services. This is reflected in oncology.
As a result patients have to travel quite far for services.

Our oncologist is hopelessly overworked but provides good service within time
limitations (rural Victoria).

The distribution of actual services to rural consumers is poor, the lack of, and high
cost of transport in rural areas only aggravates this situation. Consumers require
more visits to remote towns and centres by these specialists (rural Victoria).
There are no oncology services in the Western portion of our Division (Southern
Queensland Rural). All patients must travel to Toowoomba.

Patients from the Central Western Queensland Division access oncologists on the
Coast (ie Rockhampton or Townsville). Both are approximately 700 kms away
and Brisbane is 1,200 kms. GPs in the Division would almost never directly refer.
Patients would usually be sent to the major centre for management under a team.
Local GPs do administer and liaise with oncologists based in major centres.

We need a full time medical oncologist at the Townsville General Hospital. We
have ready access to 2 full time haematologists-oncologists at the Townsuville
General Hospital but not a full time medical oncologist.

The Ipswich and West Moreton Division is in an interesting area in that we have
easy access to Wesley Hospital, with a good supply of oncologists, for private
patients. However, the public list could do with a better service.

The local clinics lack the capacity to provide diagnostic (eg MRI) services and
clinical (eg outpatient chemotherapy, radiotherapy) services.
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Consumer comment — | am aware of several people who have gone to the
expense of private oncology treatment, despite a lack of private health insurance
because of a perception that the public system is too hard to access, and may be
too delayed.

The main barriers to the provision of medical oncology services in our area are
lack of immediate access to pathology services (white cell count etc) and the
prohibitive costs of drugs to the health unit. We have local facilities suitable for the
administration of chemotherapy, and GPs willing to provide the service, nursing
staff willing and trained to participate. Any move to increase this service would be
welcomed. Chemotherapy is currently provided in liaison with oncologists in
Adelaide.

Requirements for visiting medical oncology services

We have a visiting service only for a few days every month. Ideally, we require
one full day a week at the two ends of the Division’s region (ie Swan Hill and
Mildura). This would make access to the service infinitely better. If the population
cannot sustain this level of service a fortnightly visiting service would be
acceptable. Possibility of travelling round to small isolated centres for sessions
could be considered. Physicians in Mildura, GPs in Swan Hill and other smaller
hospitals have, and do, provide chemotherapy services to patients, however,
recommendations on best practice, frequency of use etc is usually sought from
specialist oncologists. Patients are referred to tertiary centres for medical
treatment and then returned to rural centres nearer to home.

Our region requires more local visits (2 to 3 days per week) to provide
consultation, chemotherapy and radiotherapy. Consumers from our region tabled
a document in State Parliament expressing their concerns about there being no
residential service for consultations and chemotherapy. Travel to the regional
centre is too far (ie >200 kms) one way (rural Victoria).

The infrastructure required to provide medical oncology services locally would be
unacceptable due to the small size of our communities ie a population of 50,000
spread over 100 different locations across 25,000 km? with 14 hospitals (rural
South Australia). However, chemotherapy is probably a device that could easily
be provided locally by the GPs.

Given our population, we would not have enough work for a resident medical
oncologist. Given that Adelaide is one hour away, most oncology patients can
travel to the city to be seen. The main use for a visiting medical oncologist would
be for inpatients or patients being cared for at home who are too sick to travel to
Adelaide. Often, even for these people we can obtain telephone advice and
continue to care for them ourselves. Where it is logistically possible to obtain the
drugs we also can give chemotherapy ourselves, as directed by an Adelaide
oncologist. Certainly in discussions of our medical staff society we have not
identified a burning need for visiting medical oncologists.

Suggestions for improving access to services

Much chemotherapy could be given by local visiting medical officers in the District
Hospital with guidelines for overnight.

Workforce demands depend largely on the degree of interventional approach
taken by the treating parties eg adoption of 3 and 4™ line therapies as opposed
to a more non-chemotherapeutic approach. Promoting shared care and teamwork
in which the patient and their GP can be more involved in decision making and

152

AMWAC 2001.2



management, may improve the work load on medical oncologists to the benefit of
all concerned.

Travel for sick, older, frail patients is difficult and disease complications and
treatment compound the difficulties for patients. Local GPs could provide
treatments in local hospitals if provided with appropriate guidelines (ie oncologist
as consultant, not as treating physician) (rural Western Australia).

There should be more shared care similar to the practice and philosophy of other
physicians. This is particularly important in rural areas (rural Western Australia).
GPs have very little background knowledge re medical oncology and depend on
specialists for review. Many initial referrals to oncologists are made by the initial
surgeon/consultant physician and patients travel back and forward to these
clinics. Palliative care services are generally poor and medical oncology is poorly
taught to medical students and to GPs (rural Western Australia).
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APPENDIX G: AMWAC SURVEY OF MEMBER ORGANISATIONS OF THE
AUSTRALIAN CANCER SOCIETY

METHODOLOGY
AMWAC conducted a mailed survey of all State/Territory member organisations of
the Australian Cancer Society in order to obtain information about the adequacy of
access to the services provided by medical oncologists from a consumer and carer
cancer support group perspective. The survey was conducted between May 2000
and December 2000. The survey sought to obtain consumer comment on:
» the type of services that people with cancer and their carers most value
receiving from medical oncologists;
e consumer satisfaction with access to the services provided by medical
oncologists;
* barriers to accessing the services provided by medical oncologists; and
* suggestions as to how access to services could be improved

Responses to the survey were received from member organisations of the Australian
Cancer Society in six of the eight States/Territories, with no member organisations in
New South Wales or Victoria responding.

MAIN FINDINGS

Type of services that people with cancer and their carers value

The type of services that people with cancer and their carers most value receiving

from medical oncologists were reported to be:

» specific, expert, evidence-based information about diagnosis, prognosis and the
side effects of drugs, presented in an open, frank and comprehensible manner;

» state of the art therapies;

e guidance to enable patients to access further information and support services;

e treatment choices and options;

» ateam approach to patient management;

 sufficient time for questions and answers; and

* being treated as an intelligent individual.

Consumer satisfaction

Consumer satisfaction with access to services provided by medical oncologists
varied by State/Territory and within each State/Territory. Overall, consumers in South
Australia were mostly satisfied with access to services. In the Northern Territory with
only one resident medical oncologist located in Darwin, limited visiting services and
patients having to travel interstate for treatment, services were described as
overloaded. Queensland advised of anecdotal reports of an undersupply of medical
oncologists and their significant maldistribution within the State that resulted in a
number of patients having to travel for chemotherapy. In Tasmania opinion was
divided between access to services in the private sector being ‘about right’ and
services being ‘in short supply’, while 75% of respondents thought services in the
public sector were ‘in short supply’ or ‘totally inadequate’. Consumers in Tasmania
were dissatisfied with long waiting times for appointments; long waiting times for test
results in rural areas; and insufficient choice. In the Australian Capital Territory
consumers were dissatisfied with the long waiting times for appointments.
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Barriers to accessing services

Barriers to accessing the services provided by medical oncologists included:

* long waiting times for appointments;

» lack of coverage when medical oncologists are on leave;

» lack of choice of medical oncologist;

« having to travel for treatment;

» the referring doctor’s attitude towards referring a patient to a medical oncologist;
« lack of awareness about the role of medical oncology;

« fear of chemotherapy gained from the media or hearsay; and

» lack of privacy during consultations.

Suggestions for improving access

Suggestions for improving access to medical oncology services included increasing
the supply of medical oncologists (the Australian Capital Territory), providing
additional visiting medical oncologists (the Northern Territory), addressing the
maldistribution of medical oncologists within the State (Queensland), providing a
multidisciplinary approach to all medical, allied health and support services in all
cancer centres (South Australia), and through quality assurance activities and
improved communication between medical oncologists and patients (Tasmania).
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APPENDIX H: CANCER INCIDENCE PROJECTIONS FOR AUSTRALIA'S
ADULT POPULATION

Introduction

This analysis contains cancer incidence projections for the years 2002 and 2007 for
all cancers combined in the Australian population 20 years and over, but excluding
non-melanoma skin cancers (NMSC).

General method

Age specific incidence rates for the years 1983 — 1997, for all cancers combined
(excluding NMSC), for each 5-year age groups starting at age 20, for both sexes,
were used to estimate age-specific incidence rates for 2002 and 2007. These rates
were applied to population projections to obtain the estimated number of new cases
of cancer.

The estimated age-specific rates were calculated by projecting a linear line of best fit
of the 1983-1997 data to the years 2002 and 2007.

Coorey and Armstrong (1998) have noted the following in respect of this method:
‘Projecting rates by extrapolating past trends is not ideal because trends of the past
will not necessarily continue for more than a few years into the future. However, there
is currently no better mathematical guide to future cancer incidence rate than their
past. This technique will generally hold good for cancers in which the trends are
small and risk factors, if changing at all, are changing at steady rates. It is unlikely to
project accurately where there are large trends, particularly those due to introduction
of a screening program'.

Verification of method

The described method was used on the female 1983 — 1992 incidence rates to
predict the number of new cases for females, in 1997, for all age groups. The method
predicted 36,734 new cases; the actual number of new cases in 1997 was 36,296.
The difference, 438, was an overestimation of approximately 1.2%.

Modified method
The general method was used to project the number of new cancer cases for
females.

This method was modified to project the number of new cases for males because the
introduction of prostate-specific antigen testing (introduced around 1990) caused a
dramatic rise and subsequent decline in the number of new prostate cases detected.
Prostate cancer is the largest contributor to the male all cancer combined statistic
and the prostate age-specific rates from 1992— 1997 were likely to over-estimate
projected rates for 2002 and 2007.

Prostate rates for 1983 — 1991 were used to project the prostate component of the all
cancers combined rates for 2002 and 2007. These rates were applied to the
population projections to estimate the expected number of new prostate cancer
cases in 2002 and 2007 (A). Age-specific rates for all cancers combined (excluding
NMSC) minus age-specific rates for prostate cancer for the years 1983 — 1997 were
used to project the non prostate cancer component of the all cancers combined rates
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for 2002 and 2007. These rates were applied to the population projections to
estimate the expected number of new cancer cases excluding prostate cancer and
NMSC (B). A and B were combined to produce the projected number of new cases
for all male cancers combined (excluding NMSC) for 2002 and 2007.

Results

The following tabulates the projected number of new cancers, for the years 2002 and
2007, the recorded numbers of new cancers in 1997 and the relative % change, for
males, females and persons aged 20 years and over.

Table H1: Projected number of new cancers, 2002 and 2007

1997 2002 2007 % increase  Average annual

1997 — 2007 increase 1997 —

2007

Males 42,758 50,631 60,539 42% 3.5%

Females 35,900 43,014 50,646 41% 3.5%

Persons 78,658 93,645 111,185 41% 3.5%
Source: AIHW
Discussion

The 5 year projection to 1997 of 1983 — 1992 cancer incidence numbers for females
produced an over-estimate of 1.2%, compared to the actual numbers in 1997. If the
same error was to occur in the 10-year projections above, then the number of new
cases of cancer in 2007 may be over-estimated by almost 3%.

The number of new cases is not the only contributor to the workload of medical

oncologists. The following points also need to be taken into consideration:

» workload is also related to the total number of persons with cancer;

» there may be changes in medical treatment of cancer over the next 10 years;

e survival of cancer patients is likely to increase and affect the quantum of
treatment; and

» earlier detection of cancer through screening and earlier presentation will affect
the treatment workload.
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