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are more likely to have earlier onset and higher rates of certain chronic diseases and •	
preventable cancers such as those associated with sun exposure or smoking; and 
have lower rates of certain medical treatments – for example, death rates from heart •	
disease are 40 per cent higher than in cities but coronary artery bypass grafts are 30 
per cent lower in rural and regional areas.

Indicators such as smoking and alcohol consumption suggest that public health strategies have not 
yet reached the young population of remote and rural areas. A higher proportion of people living 
in remote areas reported daily or current smoking (28 per cent) compared with those living in 
major cities (20 per cent). This difference was particularly marked among men and women aged 
25 to 44 years.5

In remote and rural Australia, there are fewer services than in the cities. Country people are 
often disadvantaged in the areas of education and employment, and also in access to goods 
and services. They have fewer choices when it comes to schools, jobs, shopping centres, clubs, 
community groups, open spaces, and sports and leisure activities. In remote Australia these 
differences are stark. In some areas, there is no, or limited, access to basic necessities such as 
clean water and a reliable affordable supply of fresh food. Significantly, the costs of delivering 
services are much higher in remote and rural settings than in metropolitan settings. Conversely, 
some areas of remote Australia contribute a significant proportion of the nation’s wealth and even 
these areas struggle to have reliable health services provided. 

Generally, there are fewer health services. At the same time, the data paints a very limited picture 
of what services are provided by what types of health professionals6:

Currently remote practice is invisible in the national data set – the data is not collected, so 
tracking of progress or analysis of trends in primary care is not at all possible.

People who live in remote and rural areas acknowledge that, given budgetary constraints, it is not 
possible for government to provide the same level of health services to all. 7 However, they have 
the right to expect reasonable access to health services, including primary health care, prevention 
and health promotion, with health outcomes equivalent to people living in larger regional and 
metropolitan areas. In the words of the Health Consumers of Rural and Remote Australia8:

… health services in rural and remote areas would be improved significantly if the 30% of the 
population living in these areas received a similar percentage of health funding.

9.2	 Building on our strengths
Historically, the support and connection between remote and rural people and their services has 
been creative. Many small country hospitals were built or equipped by remote and rural people 
and their organisations. Examples include: 

The Country Women’s Association built maternal and child health facilities in many of •	
their halls across Australia. 
In more recent times, the Western Desert Dialysis program was funded by the Pintubie •	
artists of Kintore.

5	 Australian Institute of Health and Welfare (2008), Australia’s Health 2008 (Australian Institute of Health and Welfare: Canberra).

6	 CRANA (2008), Submission 73 to National Health and Hospitals Reform Commission.

7	 Health Consumers of Rural and Remote Australia (2008), Submission 393 to National Health and Hospitals Reform Commission.

8	 Health Consumers of Rural and Remote Australia (2008), Submission 393 to National Health and Hospitals Reform Commission.
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There have been many achievements in remote and rural health in recent years: most importantly, 
health improvement. A range of innovative health service and support initiatives has been 
implemented across Australia, noting that an integral component to their success has been flexibility:

Service models must vary in order to take account of the specific geographical, social, economic 
and cultural contexts that differentiate the many remote and rural communities …9

Remote and rural health has been regarded as a responsibility of both state/territory and 
Commonwealth governments. To date, this has been acknowledged by the Australian health 
ministers’ endorsement of two national frameworks for joint government action. 

The first National Rural Health Strategy in 1994 was a Commonwealth and state/territory 
initiative that recognised the importance of flexibility in meeting the diversity of local need and 
circumstances.10 It was replaced by the Healthy Horizons Framework in 1999.11 The second 
version of Healthy Horizons in 2003 acknowledged the changing environment for health. That 
is, while access to hospital care was fundamental to health needs, there was an increased focus 
on illness prevention, long-term care and step up and step down services.12 However, there is still 
scope for much improvement in support for primary health care in remote and rural communities.

We should also build on current strengths, while learning from the complexities and outcomes at the 
program level. There are a range of rural health strategies and activities covering some elements of 
workforce, primary health care, mental health and aged care. An example is the Medical Specialist 
Outreach Assistance Program which improves access to specialist medical services for some remote 
and rural communities. This program provides funding to specialists to cover some costs in delivering 
outreach services including travel and accommodation, and delivery of training and up-skilling to 
local practitioners. During 2001–02, there were 150 services operational under the program, 
compared to more than 1400 services being provided in 2007–08.13 As part of the May 2008 
Federal Budget, the Commonwealth committed an additional $12 million over four years to support 
the expansion of the program. Longer-term strategic planning is, however, still needed for medical 
specialist services.

There have also been initiatives which have trialled alternative funding arrangements such as the 
Coordinated Care Trials. The trials were an initiative of the Commonwealth, state and territory 
governments aimed at strengthening primary health care to better meet the challenges associated 
with chronic disease management. The intention was to explore and test innovative approaches to 
the funding and delivery of health services more in line with and responsive to the needs of people 
with chronic and long-term health conditions.14 

Benefits of the Aboriginal and Torres Strait Islander coordinated care trials were achieved at a 
population health level and at funding levels still below mainstream norms. They found, importantly, 
that there was an increased access by people of services, including due to the provision of more 
culturally appropriate services. Underpinning these services was access to primary health care, best 
practice clinical guidelines and a developing system of care. Despite the success of these trials, 
application of the model has been limited. The Primary Health Care Access Program, which provided 
funding for the expansion of comprehensive primary health care services in Aboriginal and Torres Strait 
Islander communities, was hailed to be the next generation, yet has been limited in its implementation.

9	 J Humphreys and J Wakerman (2008), Primary health care in rural and remote Australia: achieving equity of access and outcomes 
through national reform, Discussion paper commissioned by National Health and Hospitals Reform Commission.

10	 Commonwealth of Australia (1994), Australian Health Ministers’ Conference, National Rural Health Strategy 1994, at: http://nrha.
ruralhealth.org.au/cms/uploads/publications/strat94.pdf 

11	N ational Rural Health Policy Forum and National Rural Health Alliance, Healthy Horizons 1999–2003, A framework for improving 
the health of rural, regional and remote Australians, at: http://www.health.nsw.gov.au/policy/hsp/hhoriz/1front.pdf and Australian 
Health Ministers Advisory Council, Healthy Horizons Outlook 2003–2007, A framework for improving the health of rural, regional and 
remote Australians, at: http://nrha.ruralhealth.org.au/cms/uploads/publications/hh_2003_03.pdf 

12	 Australian Health Ministers Advisory Council, Healthy Horizons Outlook 2003–2007, A framework for improving the health of rural, 
regional and remote Australians, at: http://nrha.ruralhealth.org.au/cms/uploads/publications/hh_2003_03.pdf 

13	 Department of Health and Ageing (2008), Information for National Health and Hospitals Reform Commission. 

14	 Department of Health and Ageing (2007), The National Evaluation of the Second Round of Coordinated Care Trials: Final report 
(Commonwealth of Australia).
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Other strengths of remote and rural health services include:

the development and successful implementation of clinical guidelines in remote primary •	
health care such as the Central Australian Rural Practitioners’ Association (CARPA) 
Standard Treatment Manual;
systems of care including quality improvement programs such as the Audit and Best •	
Practice for Chronic Disease project15; and
clinical education with the pioneering of the parallel rural community medical curriculum •	
in a rural setting16 and rural clinical schools. 

Rural general practitioners and general practitioner proceduralists, nurses, midwives and community 
health continue to provide comprehensive care in many regions, many with formal teaching as a 
routine part of their activities, and often because of personal relationships and longevity in the town 
rather than service structure. Submissions and forums identified more flexible funding arrangements 
as a means to build on this. The Far North West Queensland Allied Health Outreach Service is an 
example of where flexibility of funding and a critical mass of professionals with good support have 
facilitated unprecedented reach of their services.17

A major strength of health service delivery in remote and rural areas is the multidisciplinary team 
approach to care and a focus on generalists – a model frequently recommended in our frontline 
consultation forums around Australia18 and in several submissions. In the words of one submission19:

Collaborative practice and teamwork is a strong feature of remote practice. All professionals are 
required to work beyond traditional boundaries; there is much less patch protection and more 
genuine professional respect and support that have resulted in a strong collegiality.

It is therefore important to build on initiatives, past and present, noting the lessons learnt. There is 
still much to be achieved in order to improve the health of people in remote and rural Australia, to 
overcome disadvantage and to meet future challenges.

9.3	I dentifying the case for change
The health needs of Australian communities in remote and rural areas are still not being 
adequately met. 

Specific health status measures illustrate the generally poorer health of people living in remote and 
rural areas. For example, compared with people who live in cities, the life expectancy of people 
in regional areas is one to two years lower and for people in remote areas it is up to seven years 
lower due to higher coronary heart disease, other circulatory disease, and accidents.20 The lower 
life expectancy in remote areas is largely due to the reduced life expectancy of Aboriginal and 
Torres Strait Islander Australians, which is about 17 years lower than that of Australians overall.21

15	RS  Bailie and colleagues (2007), ‘Indigenous health: effective and sustainable health services through continuous quality improvement’, 
Medical Journal of Australia 186(10): 525–527. 

16	L K Walters and colleagues (2003), ‘The parallel rural community curriculum: is it a transferable model?’, Rural and Remote Health, The 
International Electronic Journal of Rural and Remote Health Research, Education, Practice and Policy, 1–9. 

17	 J Symons (2006), ‘Is it a bird? Is it a plane? No, it’s an allied health professional’, paper presented to National Services for Australian 
Rural and Remote Allied Health (SARRAH) Conference. 

18	 Consolidated frontline health worker report, National Health and Hospitals Reform Commission, at: http://www.nhhrc.org.au 

19	 CRANA (2008), Submission 73 to National Health and Hospitals Reform Commission.

20	 Australian Institute of Health and Welfare (2008), Australia’s Health 2008 (Australian Institute of Health and Welfare: Canberra).

21	 Australian Institute of Health and Welfare (2008), Australia’s Health 2008 (Australian Institute of Health and Welfare: Canberra).
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Figure 9.2: �People living in rural and remote areas have worse health outcomes than people living in 
urban areas 

Major 
Cities

Inner 
Regional

Outer 
Regional

Remote Very 
Remote

Years

Life expectancy at birth (males) 
(2002–04) 79 78 77 77 72

Life expectancy at birth  
(females) (2002–04) 84 83 83 82 78

Standardised ratio

Deaths  
(all ages, 2002–04) 1.00 *1.07 *1.12 *1.18 *1.69

Deaths, non-Indigenous  
(all ages, 2002–04) 1.00 *1.07 *1.11 *1.05 1.00

Deaths < 65 years  
(2002–04) 1.00 *1.15 *1.29 *1.50 *2.74

Deaths < 65 years,  
non-Indigenous (2002–04) 1.00 *1.14 *1.23 *1.10 *1.13

* Statistically significant difference from Major Cities.

Source: 	 Australian Institute of Health and Welfare (2008), Australia’s Health 2008

We heard through our national forums22 a number of common themes in relation to health care in 
remote and rural areas. Key concerns included the importance of community engagement; workforce 
shortage/mal-distribution; accessing specialist services; interdisciplinary training; support and access to 
professional development for health professionals; and the issue of funded patient travel to access health 
services not available locally. Better use of technology to deliver health services, including an electronic 
health record, unique health identifier and full broadband service, were also recurring hemes.

These issues all impact on the case for change, with workforce being an area where particular 
consideration needs to be given to innovative models:

Particularly in rural and remote areas, a new health system must be less dependent on health 
professionals. This will mean keeping people healthy through early intervention, health promotion  
and promoting healthy environments, enabling people to engage more fully in disease self-
management, redesigning professional roles and partnerships, and finding appropriate funding 
methods for a range of diverse circumstances.23

In remote and very remote areas, there are around 248 clinics staffed by 623 remote area nurses 
and 34 very remote hospitals with 1491 nurses and a further 54 remote hospitals. The strength of 
this is that they are located where people live. The number of RANs who are largely isolated, in the 
overall scheme of things, is small; however, the impact of their role is critical – they largely provide 
the service. While the remote area nursing workforce is very dispersed, supporting its deliberate 
development together with the similar small number of managers, Aboriginal health workers, doctors 
and allied health professionals to provide high quality health care is achievable.24

22	 For example, National Health and Hospitals Reform Commission consultation meetings (2008) with communities in Darwin and Cairns 
and frontline health workers in Dubbo.

23	N ational Rural Health Alliance (2008), Submission 333 to National Health and Hospitals Reform Commission.

24	 CRANA (2008), Submission 73 to National Health and Hospitals Reform Commission.
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Health care delivery design needs to be different in small communities, with the response more 
integrated than in larger communities. For example, service delivery in remote and small rural areas is 
not supported by the current funding model. In remote areas, primary health care is largely provided 
by remote area nurses and Aboriginal health workers with the majority of remote medical practitioners 
providing remote outreach and remote telephone support. The number of resident general 
practitioners is very small and they too identify the need for additional support. Primary health care 
funding provided on a fee-for-service basis through Medicare is not accessed by many small remote 
and rural communities because most are not sufficiently serviced by resident general practitioners. 
Most day-to-day remote primary health care services are provided by other professionals such as 
Aboriginal health workers and nurses who are not able to access most Medicare refundable items. 
Allied health services are varied and more invisible in national datasets.

Many doctors work in remote areas on a visiting basis, with associated travel time; few are 
resident, and many of those who are resident work under a fly-in fly-out rotation model. This 
reduces traditional patient throughput and Medicare income. Many comprehensive primary health 
care services, particularly population health and health promotion services locally delivered, 
are not refundable under Medicare; and even where Medicare services are claimable, the 
actual costs of delivering this service in a remote area are much higher than in urban or rural 
settings. Larger rural towns that support a combination of general practice (many who are 
general practitioner proceduralists), community health, and a hospital also require similar regional 
planning, governance and flexible funding to best meet local need – shared care between general 
practitioner obstetrician and midwife, for example.

There is a need for flexible funding arrangements that focus on both multidisciplinary practice and 
prevention targets. The multidisciplinary health teams, including nurse practitioners, are fundamental 
to provision of adequate health service delivery in remote and rural communities. Strengthened 
primary health care is central to the coordination and continuity of care and includes outreach 
specialists, mental health, pharmacy, dental and allied health services. Primary health care is 
responsible for referring out, receiving back and follow-up of care in the context of the person’s 
family and community. It needs to be supported by access to expert telephone advice, specialist 
consultation, regionally-organised public health and prevention, retrieval services and improved 
access to telehealth and patient care technologies. 

In many remote areas, high birth rates present the system with an immediate challenge as to how 
best to support children to be productive and healthy adults, and to give the children soon to be 
born the best start in life. Current and projected rates of chronic disease also present a convincing 
case for change. Risk factors such as smoking and alcohol intake pose significant public health 
challenges. If the health service is not robust and comprehensive, remoteness and rurality, in itself, 
is a significant risk factor for many who live there. 

Remote and rural health services, small and large, identified multiple short-term rigid funding silos, 
with complex and duplicated reporting requirements, as major barriers to the provision of quality 
care and services.25 

In identifying the case for change, it is vital that we look to the future. In remote and rural Australia, 
the big issues that influence and impact on the towns and communities and their economy include 
the weather and international commodity markets as well as transport, such as airlines and tourism. 
Hence, remote and rural communities are vulnerable to external shocks as well as local events. The 
frequency and severity of drought are likely to increase, and in between many periods are likely 
to be hotter, impacting on crop survival and dryness with both a physical and a social component 
leading to major upheaval and stress in rural communities which unfolds over years. Changes in 
vector-borne disease will need to be monitored. This will affect communities’ ability to attract and 
retain their residents. Based on such challenges, various experts have indicated the need to be 
planning for health needs of the future – that is:

25	 Health professionals (3 June 2008 and 2 July 2008), National Health and Hospitals Reform Commission consultation meetings with 
frontline health workers in Dubbo and Darwin.
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… greater investment in the capacity of existing primary and allied health care services in rural 
communities to enable them to be responsive to the physical and mental health impacts of future 
dryness. Governments must be more effective in encouraging people in rural communities to self-
identify their health needs and to be able to seek appropriate support at an early stage.26

Forecasts also include more frequent or severe wild weather events in Australia and the region. 
This has significant implications to remote and rural health services, particularly across northern 
Australia in responding to such events in the emergency and recovery periods. 27

9.4	 Creating a better future
A critical reciprocal relationship exists between services, especially health services, and sustainable 
communities. Access to appropriate health care is therefore of prime importance to residents in 
remote and rural areas. Reform should:

… build on service models that support flexible, integrated and sustainable service delivery 
to small communities. It should allow a community to improve the range of services offered 
locally, by integrating funding streams, co-locating services and creating supportive viable 
workforce conditions.28 

A more localised or ‘natural regional’ approach to the delivery of primary health care services in 
order to meet communities’ diverse needs was recommended in both submissions and the national 
consultations. Characteristics of such an approach could include:

population size small enough to enable a responsiveness to local issues and yet sufficient •	
to support an essential range of services; 
service area boundaries to reflect natural catchments/communities of interest and •	
transcend state borders;
cashing out and/or pooling of funds from multiple Commonwealth and state programs •	
with streamlined reporting arrangements. This would enable flexibility in how funding is 
used and services delivered to the communities. 
delivery of services funded though payments, i.e. a mix of core funding, fee for service, •	
salary and targeted incentives;29 and
capital and infrastructure support may be necessary to facilitate co-location of services •	
such as community health, general practice, ambulance, hospital and aged care. 

As we have noted, many Australians in remote and rural areas do not have equitable access to 
quality health care. They do not have ‘… equal access to equal care for equal need’30 due to 
a combination of factors including geographical isolation and lack of or underpowered health 
services and a higher burden of disease. We believe there is a need to build on existing financing 
arrangements to recognise contemporary needs better, noting that people in remote and very small 
rural areas are often unable to access traditional general practitioner or community health services 
because there are few or none. Submissions have suggested that it would be worth looking at 
the development of appropriate Medicare models for services provided by remote area nurse 
practitioners and midwives31, remote medical telehealth support, while the option of differential 
rebates for medical practitioners has also been proposed.32 

26	 Drought Policy Review Expert Social Panel (2008), Report to the Minister for Agriculture, Fisheries and Forestry, Canberra, It’s about 
People: Changing Perspectives, A Report to Government by an Expert Social Panel on Dryness (Commonwealth of Australia).

27	 Bureau of Meteorology and Australian Commonwealth Scientific and Research Organisation (2008), Drought exceptional 
circumstances: An assessment of the impact of climate change on the nature and frequency of exceptional climatic events 
(Commonwealth of Australia).

28	R ural Doctors Association of Queensland (2008), Submission 499 to National Health and Hospitals Reform Commission.

29	N ational Rural Health Alliance, NRHA seeks an overhaul of rural health, at: http://www.achse.org.au/ebulletin/Networker/nrha_
overhaul.pdf 

30	SR  Leeder (2003), ‘Achieving equity in the Australian healthcare system’, Medical Journal of Australia, 179 (9):475–478.

31	 CRANA (2008), Submission 73 to National Health and Hospitals Reform Commission.

32	R ural Doctors Association of Australia (2008), Submission 154 to National Health and Hospitals Reform Commission.
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9.4.1	 Applying equity across primary health care funding
We believe the principle of equity for Medicare and primary health care funding should be 
applied across the board. It is well documented and understood that Medicare, as a universal 
demand-driven system and as rebate-funded health care, cannot be accessed by a number 
of people, including Aboriginal and Torres Strait Islander people, in most remote and rural 
communities. For example, there are very different levels of access to MBS and PBS funding for 
some communities (see Figure 9.3), an issue which was raised in several submissions:

The most fundamental of these barriers is the system of Medicare rebates and the 
Pharmaceutical Benefits Scheme (PBS) which constitute 34 per cent of total federal and state 
government health expenditure. Of this spending $432 per person is spent in capital cites, 
$417 in outer metro areas, $350 in rural and remote areas, and a paltry $240 on Aborigines 
and Torres Strait Islanders. This is the inequity flaw built into the structure of the Medicare system. 
If there is no doctor in an area then there is no funding through Medicare rebates and the PBS. 
If there are plenty of doctors, the area gets huge funding.33

Figure 9.3: �In 2003, Australians used Medicare-funded primary health care from 
less than $80 per person in remote WA to more than $900 per person in 
metropolitan Sydney
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Source: 	 G Mooney (2003), ‘Inequity in Australian health care: how do we progress from here?’, Australian and 
New Zealand Journal of Public Health, 27 (3):267–270.

Data is not available on the level of community health and non general practitioner primary health 
care services provided across Australia, so this represents only some of the picture. It is recognised, 
however, that all are underfunded. At the same time, what has been learnt is that governments have 
trouble delivering services across the board in remote and rural communities.34 

In order to deal with disadvantage, disadvantage needs to be factored into the funding formula 
across primary health care for remote and rural areas. For example, the funding model for the 
Aboriginal and Torres Strait Islander coordinated care trials utilised funds pooling and cashing out 
of MBS and PBS funds, based on per-capita utilisation and loaded for remoteness and morbidity. 
These strategies were effective because they created additional funds and gave flexibility in 

33	 Doctors’ Reform Society (2008), Submission 78 to National Health and Hospitals Reform Commission.

34	 Desert Knowledge Australia (2008), Prospectus, remoteFOCUS: Revitalising Remote Australia (remoteFOCUS).
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use of funds which resulted in a greater focus on local needs.35 It is interesting to note that these 
services were quickly encouraged to utilise Medicare funding in recognition of the need for 
additional investment. 

More equitable health care requires more equitable distribution of funding resources. This 
means that funding based on the average per-capita utilisation figure for Medicare should be 
appropriately adjusted for remoteness and morbidity and then applied to under-served populations 
in remote and rural areas. This concept also needs to be applied across the whole suite of primary 
health care funding.

9.4.2	M eeting the needs of diverse remote and rural communities
There is no ‘one size fits all’ model which can service the health needs of diverse remote and rural 
communities. Service models should, therefore, focus on ensuring that key service requirements and 
community needs are met. This requires systemic changes relating to36:

regional models designed to maximise access to appropriate comprehensive primary •	
health care;
financing arrangements that resource communities independently of •	
workforce availability;
a service focus on health promotion and early intervention;•	
multidisciplinary teams that maintain a strong medical input;•	
adequate infrastructure to support an appropriate medical and health workforce;•	
a mechanism for monitoring progress against agreed indicators and targets, ensuring •	
quality and accountability for all players; and
community engagement.•	

Evidence on how remote and rural areas shape the nature of practice and service delivery shows 
there is a need to tailor service delivery to the populations. It is also important to have a critical 
population mass for an effective health service model and frame it within a primary health care 
framework.37 Under the current financing arrangements, there is a critical level of population below 
which sustaining a business model of a locally available, safe and affordable range of primary 
health care services may not be considered viable. 

Some remote and small rural communities currently have neither the critical mass nor the 
infrastructure to enable the residents to receive the range of clinical and health services 
characteristic of large urban centres. These require alternative service models with different funding 
arrangements, supported by a regional organisation which will have the critical mass for the 
provision of core and outreach services to effectively meet local need.

9.4.3	E xpanding the multi-purpose service concept
There has been a history of alternative models in health service delivery in remote and rural areas, 
particularly in small towns. In 1992–93 the Commonwealth and state/territory governments 
established the Multipurpose Services (multi-purpose service) program as a model of service 
delivery to address the difficulties of providing health, aged and community services in remote and 
rural communities.38 The program responds to a range of issues which may be evident in particular 
rural communities including isolation from mainstream services, difficulties in attracting and retaining 

35	 J Wakerman and colleagues (2006), A systematic review of primary health care delivery models in rural and remote Australia 1993–
2006 (Australian Primary Health Care Research Institute).

36	 J Humphreys and J Wakerman (2008), Primary health care in rural and remote Australia: achieving equity of access and outcomes 
through national reform, Discussion paper commissioned by National Health and Hospitals Reform Commission.

37	 J Humphreys and J Wakerman (2008), Primary health care in rural and remote Australia: achieving equity of access and outcomes 
through national reform, Discussion paper commissioned by National Health and Hospitals Reform Commission.

38	 Department of Health and Ageing (2002), The Multipurpose Service (MPS) Model, December 2002. 
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staff, and duplicated and inconsistent accountability requirements for the multiple funding streams 
which can be received by small services. 

The multi-purpose service program is, therefore, a model of health and aged care service delivery 
that aims to help small remote and rural towns to tackle some of the challenges they face. The 
threshold catchment population for sustaining mainstream services will vary due to state-specific 
factors, distance to nearest large centre, etc. The catchment population for the multi-purpose service 
model varies but is generally from around 1000 to 4000.39 It works well where:

the population is not large enough to support separate services such as a hospital, a •	
residential aged care service, and home and community care services;
there is support from both the Commonwealth and state/territory governments;•	
there is strong community commitment to improving the local health care; •	
the existing health service providers are supportive of a multi-purpose service; and•	
a multi-purpose service would be viable and sustainable under the funding arrangements.•	

We note that the strengths of the multi-purpose service model are its capacity to adapt to the 
circumstances of diverse rural communities and provide funds flexibly across health and aged care 
programs according to community needs. It offers improved access to a mix of services and quality 
of care, including consumer participation in services planning, plus cost-effectiveness and long-term 
viability of services. This support is critical in seeing the multi-purpose service through its peaks and 
troughs and goes beyond the impact of a single champion who may leave the area. The multi-
purpose service program successfully pools multiple resources under one management structure 
that is ‘cashed out’ funding for the provision of flexible health and aged care to remote and rural 
communities. It receives Commonwealth funding for flexible aged care places and state/territory 
funding for a range of health services and infrastructure. 

What we are proposing is that this type of approach be expanded in remote and rural areas. The 
current multiple program and funding silos would be collapsed, which means merging and pooling 
the funding programs, allowing local services to be reconfigured to meet local needs. The primary 
health care funding allocation would be based on the MBS allocation at an appropriate Australian 
average utilisation level, together with equivalent funding for other primary health care services. 

We are proposing that the expanded multi-purpose service model would be for towns with a 
population catchment of up to 12,000. This model would take into account the town’s proximity to 
larger population centres; that is, the population figure would not necessarily be fixed. It would take 
into account other factors, such as the distance to a larger population centre and whether there is 
public transport. 

As examples:

1. �Y is a town of 8500 within about 40 minutes drive of another larger or similar size town with 
complementary services. It would not necessarily require a multi-purpose service.

2. �Z is a town of 12,200 and 100 km from two towns that may both benefit from a multi-purpose 
service. Each of the other two towns may develop some expertise that could be shared such as 
midwifery services and general practitioner obstetric services.

39	 Department of Health and Ageing (2002), The Multipurpose Service (MPS) Model, December 2002.
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Reform direction 9.1

Flexible funding arrangements are required to reconfigure health service delivery to achieve the best 
outcomes for the community. To facilitate locally designed and flexible models of care in remote and small 
rural communities, we propose:

funding equivalent to national average medical benefits and primary health care service funding, •	
appropriately adjusted for remoteness and health status, be made available for local service 
provision where populations are otherwise under-served populations; and
expansion of the multi-purpose service model to towns with catchment populations of •	
approximately 12,000.

9.4.4	E nsuring access by consumers in remote and rural areas
We believe a continuum of primary health care and secondary care is vital to ensure equitable 
access by consumers to health services in remote and rural areas. Access can be either 
through locally delivered services or through patient assisted travel to services that cannot be 
delivered locally.

The employment and distribution of specialists in remote and rural areas vary across Australia. 
The more remote the location, the more likely medical and allied health specialists are salaried or 
contracted by the regional or state health service or the Commonwealth Government’s Medical 
Specialist Outreach Assistance Program, and not necessarily attached to a local secondary or 
tertiary hospital. Access to specialist services is an integral component of quality health care. 
Specialist outreach services should include the range of medical specialists, midwives, allied 
health, pharmacy and dental/oral health services that best meet local need. These services 
are very dependent on a robust primary health care service that can provide follow-up for the 
people referred.

Telehealth and telemedicine have been widely used in Australia over recent years as a means of 
overcoming limited access to health care, the mal-distribution of health professionals and provision 
of expert advice in remote and rural areas.40 Telehealth shares many of the characteristics of 
successful outreach or hub and spoke arrangements. Telehealth and telemedicine are not yet used 
to their full potential. 

Medicare has not adapted sufficiently to this form of service provision.41 With limited exceptions, 
current arrangements provide that the patient be present for a consultation and that only one 
provider can bill for a service with the same patient at the same time. If a telehealth consultation 
with a metropolitan or regional specialist is arranged and the general practitioner accompanies 
the patient, only one of the specialist or the general practitioner can bill for this service. Funding 
arrangements need to change for general practitioners, other primary health care professionals 
and specialists, to facilitate these new ways of working. Telehealth and technologies, for 
example, emerging point of care testing, teleradiology, dermatology and wound care, need to 
be adequately funded.42 These are complementary services that enhance and not replace the 
consultation. Some assist with diagnostics and involve the patient being present, and some with 
care planning that may not require the patient to be present in real time. At the same time, it is 
noted that many people prefer face-to-face interaction so the rationale and timing of use will need 
careful explanation.

Infrastructure is required to support information technology, communication, quality improvement, 
care coordination and staffing. Advances in information and communication technologies facilitate 

40	 J Wakerman and colleagues (2006), A systematic review of primary health care delivery models in rural and remote Australia 1993–
2006 (Australian Primary Health Care Research Institute).

41	 J Humphreys and J Wakerman (2008), Primary health care in rural and remote Australia: achieving equity of access and outcomes 
through national reform, Discussion paper commissioned by National Health and Hospitals Reform Commission.

42	 CRANA (2008), Submission 73 to National Health and Hospitals Reform Commission.
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new options for service delivery in remote and rural areas. For example, videoconferencing 
theoretically makes consultations possible over long distances and new technologies enhance the 
consultation and allow a range of tests and measurements to be performed remotely.

Referral and advice networks are well established in several regions of remote Australia. 
Developing from the original pedal radio services, to radio telephones, satellite phones and now 
some mobile phone coverage, regionally-organised telephone consultation services support remote 
area nurses and Aboriginal health workers to provide care in isolated areas. These services have 
grown to support general practitioners who also work in these areas, but the networks are less well 
organised in rural areas. 

The experience in remote areas demonstrates that these networks do provide the support for, and 
improve the quality of care provided by, remote and rural practitioners, and should be extended to 
other rural areas. We heard during the consultations that there was a strong need for such services. 
With the increased complexity of chronic disease, with women needing to travel for maternity 
services, and with people opting not to travel for palliative care, a dedicated service is needed 
so remote and rural general practitioners, nurse practitioners and remote area nurses can call and 
speak to a specialist who understands their context and can link them to appropriate advice. This 
needs to be a separate service that is staffed by designated staff so that quality and timely advice 
is given. In the words of one Dubbo forum participant:

In our emergency department we get many phone calls from rural doctors and rural nurses 
at hospitals that don’t have a doctor and it seems to me that we sometimes don’t give good 
advice because we are busy doing other thing s… So what I would like to see would be a 
system whereby there are designated or paid doctors that can actually give advice to rural 
centres. The importance of having that designated or paid person is that they’re expecting 
the call and they can give their full attention to that call … We also think that there should be 
a system whereby there are designated specialists that can give advice to remote doctors – 
whether that be the remote general practitioners or the base hospital. So if I want to talk to 
a neurosurgeon there may be an 1800 number, 1800 neurosurgery or 1800 cardiology or 
however you want to do it. 43

In principle, access to inpatient treatment is available for everyone without charge but this is not 
always provided in remote and rural areas where there may not be accessible hospital care close 
to a person’s place of residence. This means people may need to travel, and in the words of one 
of the submissions:

Many talk about the patient journey and the problems patients have in understanding and 
accessing the care they require; in the case of patients from rural Australia the situation is even 
more complex as they will often need to travel from their local communities if they are in need 
of complex care that can only be provided in a tertiary referral hospital or by a city based 
specialist. The situation where a patient is removed from their family and social supports, has to 
travel many hundreds or thousands of kilometres to receive care and may be away from their 
local communities for long periods to undertake courses of treatment and has to foot most of the 
associated costs is a common one.44

43	 Health professional (3 June 2008), National Health and Hospitals Reform Commission consultation meeting with frontline health 
professionals in Dubbo.

44	R ural Doctors Association of Australia (2008), Submission 154 to National Health and Hospitals Reform Commission.
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Reform direction 9.2

We propose that care for people in remote and rural locations necessarily involves bringing care to the 
person or the person to the care, through:

networks of primary health care services, including Aboriginal and Torres Strait Islander •	
Community Controlled Services, within naturally defined regions; 

expansion of specialist outreach services – for example, medical specialists, midwives, allied •	
health, pharmacy and dental/oral health services;

telehealth services including practitioner-to-practitioner consultations, practitioner-to-specialist •	
consultations, teleradiology and other specialties and services;

referral and advice networks for remote and rural practitioners that support and improve the quality •	
of care, such as maternity care, chronic and complex disease care planning and review, chronic 
wound management, and palliative care; and

‘on-call’ 24-hour telephone and internet consultations and advice, and retrieval services for urgent •	
consultations staffed by remote medical practitioners.

We propose that funding mechanisms be developed to support all these elements.

It has been argued that people with limited funds often choose not to travel which contributes to 
the higher mortality rates in remote and rural areas.45 We know, for example, that women will 
often opt for the more radical treatment option of a mastectomy, as travel for chemotherapy or 
radiotherapy is not an option financially or for family reasons. 

There has been longstanding support, currently by state/territory governments, to provide a 
financial contribution to patient travel and accommodation for medical specialist appointments, 
with significant differences between the various jurisdictions for eligibility and operation. Some 
groups have suggested that a uniform set of guidelines with national benchmarks should be 
established and monitored.46 This is consistent with a recommendation in the recent Senate 
Standing Committee on Community Affairs report that ‘… a set of national standards for patient 
assisted travel schemes that ensure equity of access to medical services for people living in rural, 
regional and remote Australia’ be developed.47 

We are strongly of the view that primary health care in the remote or rural setting includes the 
principle of bringing the care to the people or the people to the care.

The issues of the importance of patients being advised about travel assistance, being easily able 
to complete the necessary paperwork, and not bothering to apply because both those issues have 
been impediments, are concerns that have been raised in consultations and submissions.48 There 
is a need for a patient travel and accommodation assistance scheme with nationally consistent 
guidelines and user-friendly submission processes. This scheme should be funded at a level that 
takes account of the ‘real’ costs to families, and have regard to a safety net for frequent users of 
specialist services.

45	N ational Rural Health Alliance (2005), ‘Transport and accommodation assistance for health patients from rural and remote areas’, 
Position paper.

46	 For example, letter dated 29 July 2008 from the Health Consumers of Rural and Remote Australia to National Health and Hospitals 
Reform Commission.

47	S enate Standing Committee on Community Affairs (2007), Highway to health: better access for rural, regional and remote patients 
(Commonwealth of Australia).

48	 For example, National Seniors Australia (2008), Submission 127 to National Health and Hospitals Reform Commission.
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Reform direction 9.3

We propose that a patient travel and accommodation assistance scheme be funded at a level that takes 
better account of the out-of-pocket costs of patients and their families and facilitates timely treatment 
and care.

9.4.5	E nsuring a workforce into the future
A range of strategies, including education, will help to ensure that remote and rural areas not only 
retain the existing health workforce into 2020, but use the workforce differently and ‘grow’ it. The 
ratio of all health workers per 100,000 population decreases with remoteness for all states and 
territories as well as nationally.49 As noted in Chapter 14, the numbers of general and specialist 
medical practitioners, dentists and physiotherapists all decline rapidly as you move further away 
from major cities, while nurses are evenly distributed across regions (see Figure 9.4). 

Figure 9.4: �Nurses are evenly distributed across regions while the number of medical 
practitioners decreases with remoteness
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Source: 	 Australian Institute of Health and Welfare, Nursing and Midwifery Labour Force Survey 2005 and 
Australian Institute of Health and Welfare, Medical Labour Force Survey 2005.

49	 Australian Bureau of Statistics, 2006 Census of Population and Housing.
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We heard a range of solutions identified by people in the national consultations and from the 
submissions, including:

extending a range of incentives beyond general practitioners to health professional •	
groups50, particularly those in demand;
supporting international medical graduates, including through orientation, up-skilling, •	
cross-cultural training and mentoring;
supporting specialist locum programs, increased training posts across the professions •	
with adequate support, and the continuation and expansion of outreach programs51;
trialling cost-shared supernumerary staff specialist positions to maintain and enhance •	
obstetric, paediatric, emergency, surgical and anaesthetic services in regional and 
rural Australia52;
expanding capacity in rural areas – for example, through rural clinical schools and •	
university departments of Rural Health to provide rural education and training support;
providing internship places in rural and regional hospitals, rural primary health care and •	
remote health services53;
supporting different models of maternity care so women can receive timely antenatal and •	
post-natal care and safely have babies close to home54;
ensuring programs are regenerated, refreshed and renewed as workers and technology •	
change; and
supporting specific ongoing programs for Aboriginal and Torres Strait Islander health and •	
community health workers.

The issue of support for students in rural placements, including through experience in working in a 
multidisciplinary environment, has been identified by students themselves55 as important:

Key amongst these components underpinning effective regional models are multidisciplinary 
practice, infrastructure and financing. Multidisciplinary practice is critical and has broad 
implications for undergraduate, postgraduate and vocational education and training, as well as 
ongoing support for multidisciplinary team practice.56

We know there are health workforce pressures and mal-distribution across Australia. 

There is a big difference in access and levels of service provision between remote and rural 
areas versus regional and urban. For example, if a service is understaffed in an urban area, 
there is usually an arrangement that can be made to cover the services needed. This is not the 
case in remote and small rural areas where the service is reduced or not offered and this, in 
turn, impacts directly on the people who need to access those services – they go without. Single 
professional positions are not safe and are subject to burnout. Sustainable services are dependent 
on those who work in them. We need to build upon a foundation of services, commencing with 
those we currently have, recruiting students at the undergraduate level and continuing through to 
postgraduate education.

50	 Department of Health and Ageing (2008), Report on the Audit of Health Workforce in Rural and Regional Australia (Commonwealth of 
Australia), plus common theme in national consultations (2008) by National Health and Hospitals Reform Commission.

51	R oyal Australasian College of Physicians (2008), Submission 315 to National Health and Hospitals Reform Commission.

52	T he Rural Doctors Association of Australia, NSW Rural Doctors Network, College of Obstetrics and Gynaecology (2008), Submission 
415 to National Health and Hospital Reform Commission.

53	NS W Medical Students Council (2008), Submission 135 to National Health and Hospitals Reform Commission.

54	 Department of Health and Ageing (2008), Improving maternity services in Australia: a discussion paper from the Australian 
Government (Commonwealth of Australia).

55	N ational Rural Health Students Network (2008), Submission 522 to National Health and Hospitals Reform Commission.

56	 J Humphreys and J Wakerman (2008), Primary health care in rural and remote Australia: achieving equity of access and outcomes 
through national reform, Discussion paper commissioned by National Health and Hospitals Reform Commission.
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We know that outcomes from health education in remote and rural centres are as good as in cities. 
For example, the parallel rural community curriculum program, which received a national award in 
2006 for ‘Best Collaboration with a Regional Focus’, encourages medical students to spend one 
year of their training in rural general practice. The one year program has 25 per cent of Flinders 
University Graduate Entry Medical Program students undertaking one full year of their clinical 
education in rural South Australia, with 80 per cent of graduates from the program indicating they 
have plans for a rural medical career.57 This principle could be applied across the professions. 
For example, Queensland allied health professionals are supported to access a postgraduate 
certificate in remote practice as a practice improvement and retention strategy. Evaluation found it 
to be highly valued.58 

The Council of Australian Governments (COAG) is investing $175.6 million over four years in 
capital infrastructure to expand teaching and training, especially at major regional hospitals to 
improve clinical training in rural Australia. As COAG noted:

This is vital because students who train in rural areas are more likely to practice in 
rural Australia.59

We need to focus effort on recruiting locally, making health education available, and to train 
people locally so they either stay or return. 

Reform direction 9.4

We propose that a higher proportion of new health professional educational undergraduate and 
postgraduate places across all disciplines be allocated to remote and rural regional centres, where 
possible in a multidisciplinary facility built on models such as clinical schools or university departments of 
Rural Health.

57	M  Rann (2006), ‘Riverland medical student training program recognised’, press release, 27 November 2006; and LK Walters and 
colleagues (2003), ‘The parallel rural community curriculum: is it a transferable model?’, Rural and Remote Health, The International 
Electronic Journal of Rural and Remote Health Research, Education, Practice and Policy, 1–9. 

58	R  Cox and A Hurwood (2005), ‘Queensland Health trial of an allied health postgraduate qualification in remote health practice’, 
Australian Journal of Rural Health, 13(3):191–192.

59	 Council of Australian Governments (29 November 2008) Meeting Communiqué.
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