
 
 

                                                                                                                                                                                         ABN: 68 480 848 412 

National Rural Health Conference                                                               PO Box 280  Deakin West  ACT  2600 
Australian Journal of Rural Health                                               Phone:  (02) 6285 4660  •   Fax:  (02) 6285 4670 

Web:  www.ruralhealth.org.au  •   Email:  nrha@ruralhealth.org.au 
 
 
 
 
 
 
 
 
 
 
 

Discussion Paper  
 

on 
 

Issues relating to the NDIS in rural and remote areas of Australia 

 
 
 
 
 
 

21 February 2013 
 
 

 
 
 
 
 

 

http://www.ruralhealth.org.au/
mailto:nrha@ruralhealth.org.au


2 
 

Discussion Paper  
 

Issues relating to the NDIS in rural and remote areas of Australia 
 

Introduction 
This paper seeks to promote discussion on the issues of living with a disability in rural and 
remote areas of Australia.   
 
The NRHA wishes to ensure that the National Disability Insurance Scheme (NDIS) is 
equitably implemented for all Australians, including those who live in rural and remote areas.  
We are interested in your views and ideas about the issues raised in this paper and we need 
your responses to ensure that the recommendations we make to the NDIS Transition Agency 
are based on the lived experiences of rural and remotely based people.  With each issue listed, 
there are a number of related discussion points.  Many of these discussion points reflect direct 
quotations from submissions sent in by people in the NRHA network. 

The set of issues for discussion  
o Lack of availability of services in rural and remote areas  
o Transportation and mobility aids 
o Recruitment, training and retention of Health Professionals in rural and 

remote areas 
o Stroke rehabilitation 
o Publicising the NDIS 
o Identifying people who could benefit from the NDIS 
o Identifying resources, people with skills and knowledge, potential carers 
o Financial Counselling 
o Community and Social Involvement 
o Collaborative relationships between health care providers and between 

organisations 
o Cost reduction by utilising local expertise 
o Avoiding inequalities based on location 
o Educating people with a disability 
o Advocacy for people living with a disability 
o Culturally appropriate delivery of the NDIS 
o Human Rights model 
o Need for more supported accommodation and respite care in rural and 

remote areas 
o Review and Quality Control 

 
  
 
Please also feel free to bring other issues relating to disability in rural and remote areas to our 
attention if they are not mentioned in this paper. 
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Issues 

1. Lack of availability of services in rural and remote areas  
Lack of health, aged care and disability services availability in rural and remote areas.  

 
Below is a correspondent’s view on this issue: 

 
The Healthlink1 program that was funded federally in our area has been quite 
successful. Services that did not exist prior to this funding being made available are 
now established and well integrated. There is room for improvement as traditional 
carers (doctors and nurses - and some allied health professionals) resist any 
departure from the medical model of care.  Local knowledge is a great advantage. 
Allied health assistants help greatly to coordinate allied health services where 
service providers are a very limited resource. 

 
Discussion points 
- How to get more services made available in rural and remote areas? 
- Provide the same services by different means? eg telehealth care? Fly in fly out? 

RFDS?  
 

2. Transportation and mobility aids 
Transport is a particular challenge for many people with disabilities in rural or remote 
areas, where public or specialised transport is less readily available. Transport issues 
extend beyond health care to daily living and social needs.   
 
At the individual level, the issue is mobility, with people in rural and remote areas 
potentially having poorer access to mobility aids, higher costs and needing different 
types of aids (for instance for use over rough ground). 
 

I have a friend who when she had Chemo for Leukaemia and her immune  system 
was wiped out , developed toxoplasmosis with five tumours growing in her brain. 
She is severely disabled and overweight. She needs an injection of Botox in the 
muscle in her ankle as her foot is turned inward, making it very hard for her to walk. 
 
To have this injection she has to travel to Royal North Shore Hospital on 1st March.  
To do this she has go by Community Transport from Molong. She has to have a 
Carer go with her (that is me - 77 years of age). We have  to stay overnight and 
travel back the next day. All this costs a considerable amount of money. 
Here is the crunch line: If she had had a stroke, she could have the injection at 
Orange Base Hospital - one hour away. 
 

 
Discussion points 
- Are there cost effective ways to overcome these disadvantages? 
- Can eligibility rules be relaxed to provide transport assistance to a wider range of 

people with disabilities?  

                                                 
1 http://www.healthlink.net/index.htm 
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- What are the prospects for more and better use of community buses, school transport 
systems (during the day), and community taxis?  

- Video communications to link in with service providers in major centres. 
- Community transport needs to be subsidised for specific cases, maybe in the form of 

vouchers. 
- Volunteer carers (not receiving carer’s pension/payment) should be reimbursed for 

their expenses incurred when helping people with a disability – the actual cost of fuel 
and accommodation when necessary, as some specialist appointments are 350km or 
more away. 

3. Recruitment, training and retention of allied health professional 2(AHP) staff in rural 
and remote areas 
Can innovative and cost effective ways be found to encourage the recruitment, training 
and retention of allied health professionals in rural and remote areas?  Retention of allied 
health professionals in more remote communities is a huge problem.   
 

“Even in major regional areas, health professionals are often working at their first 
job and then they leave for the cities at the end of the year. Hospital Administration 
will often delay advertising their jobs to save money, and for months there may be 
no service available.” 
 
“A common issue associated with rural and remote areas is that the lack of trained 
staff in the area inhibits people from receiving hands-on rehabilitation. Community 
services may come to an area, but if a weekly service cannot be provided then the 
patient will not really progress with their ‘rehab’.” 
 
“A more global degree in allied health for rural areas. For example, if a worker 
had the skills to do Occupational Therapy, Speech and physio, perhaps as a first 
degree followed by sub specialisation into either stroke, paediatric, autism etc, or 
into traditional streams. The multi skilled staff would be ideal for small 
communities which may struggle to provide enough work in a single specialty. So 
long as there was good dedicated video support for such generalists, it would give 
them the back up to carry on and they would need plenty of respite to stay sane. 
Perhaps additional holidays earned by being a solo practitioner would prove 
attractive? The Colleges have to change to allow training in rural practices which 
often have part time practitioners with young children, or job sharing. This makes 
it hard to work full time with one person, but a placement that covered multiple 
specialties/ practitioners would be perfect.” 
 
“It should be remembered that scholarships and other inducements for rural 
students only work if the overall number of places at university and in rural areas 
is increased in line with the requirements for more allied health workers.” 
 
“Allied health assistants are working well in the areas in which I work. They 
streamline the day when allied health professionals visit remote locations and 
coordinate services as well as following through with basic programs or 

                                                 
2 An allied health practitioner is a tertiary trained professional who works with others in the health-care team 
to support a person's health care. Examples include physiotherapists, osteopaths, chiropractors, speech 
pathologists, podiatrists, dietitians, social workers, medical scientists and medical radiation practitioners. 
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interventions that they are competent with under the instructions of the AHP. 
Excellent program to support allied health professionals in rural areas.” 
 
“These allied health professionals need access to a panel of experts. People with a 
disability often have very specialised needs and care requirements during acute 
episodes. The local AHPs are well-placed geographically to provide long-term 
follow-up care. They may need advice, assistance and support from time to time. 
This should be made available through networks, professional supervision and 
mentoring in a formal way.” 
 
“Local kids need to be supported through the training pathway to become an 
AHP.” 
 
“Existing AHPs need to be well-supported to take on students so that trainee AHPs 
who may want to return to rural areas, gain experience and confidence in these 
specialised locations.” 
 
“Recognition as specialists in rural health – as other career pathways are blocked 
by staying in rural areas. Years of experience must count for something!” 
 
“Most people who live in rural areas have a connection to the agricultural 
calendar of events that predominates in that region. Often training courses or 
annual meetings coincide with a major event such as wheat harvest which prevents 
attendance at the annual conference or district meeting ….that automatically 
excludes those people – not just once but every year. So not only is there the 
barrier of distance, cost, arranging time from work, no back-fill for work, etc… it 
is very challenging to stay in the professional loop.” 
 
“A dedicated rural health careers website should include information about 
scholarships, financial assistance and incentives that are available for all health 
career paths.  There are anecdotes of Health Faculty Heads who are not aware of 
the HECS reimbursement scheme for medical students.  Such information needs to 
be readily accessible and well publicised to anyone considering or studying for a 
health career to make rural practice more attractive and achievable.”   

  
Discussion points 
- What ways can be found to overcome this problem of recruitment, training and 

retention of health professionals in rural and remote areas?  
- Is there a role for generic allied health assistants or similar?  
- Should carers be trained in massage? 
- More scholarships for allied health students and professionals? 
- Compulsory rural placements during training of health professionals similar to what 

is required of medical students, with the same level of support? 
- HECS reimbursement for those agreeing to work in rural or remote areas on 

graduation? 
- Special entry arrangements for rural school leavers? 
- Can University Departments of Rural Health play a role?  
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4. Stroke and Brain Injury rehabilitation 
Stroke rehabilitation is a particular problem in rural and remote areas, partially due to the 
difficulty in getting appropriate medical intervention within the critical time period of 
three hours.  

 
Prior to the Healthlink funding being made available in the Hillston area, there 
was only private physiotherapy for follow-up rehab available to people after 
stroke, cardiac event, or major surgery once discharged home from hospital. As 
the larger hospitals aim to send people home early, often people were missing out 
on follow-up treatment. The closest outpatient rehab/cardiac rehab or pulmonary 
rehab was in Griffith and was often fully booked. This required patients to arrange 
transport the 110km to Griffith and commit time and energy to this when they had 
not long returned and were often still not well. Many therefore chose to manage 
without any rehab. There is now an inpatient slow-stream rehab service available, 
an outpatient clinic for stroke rehab, falls prevention, cardiac rehab, pulmonary 
rehab as required. As numbers are small, it is person-centred rehab but based on 
guidelines set at larger centres within the Local Health district. The Healthlink 
program and chronic disease model of care also allows for follow-up at home with 
exercise programs and health coaching to support people in the optimal 
management of their disease. This is also happening in Hay in a slightly different 
way that optimises the services of the visiting allied health professionals. There are 
small towns nearby who are not so fortunate such as Lake Cargelligo and 
Coleambally.  

 
Discussion points 
- Stroke prevention: can high risk individuals be identified early?  
- Service models must be developed to ensure that there is capacity in non-

metropolitan areas to respond to the needs of rural and remote people who have had a 
stroke or brain injury.   

- Should regionally based (hub and spoke) brain injury rehabilitation services be 
integrated and resourced as part of a State-wide approach? 

- The specialist brain injury rehabilitation culture needs to be attuned to the clinical 
needs of rural and remote clients and families.  

- There must be regional services, with residential capacity, providing centre-based 
services for clients who live distantly, and outreach services to clients living in rural 
and remote areas.  

- Access to assessment and review by a brain injury medical rehabilitation specialist 
must be available.  

- There need to be ABI community workers located in smaller communities supporting 
clients and their families and community to implement rehabilitation strategies.  

- Rural and remote services could also be provided by fly-in or drive-in staff 
undertaking specialist clinical assessment and review clinics.  

 

5. Publicising the NDIS 
The NDIS must be effectively publicised to: 

a. people living with a disability in rural and remote areas; 
b. their families and carers; and  
c. health professionals who work in rural and remote areas. 
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If people don’t know about it, they can’t benefit from it. 
 

There must be a concerted publicity effort to ensure that service providers are 
knowledgeable about the NDIS and are able to inform their clients. A major issue 
in rural areas is that people are unaware of what is available to them, or have 
given up trying to access services which they would be in theory eligible to obtain. 
This can lead over time to enormous stress for family carers trying to manage by 
themselves, recourse to permanent institutional care away from home, or even 
premature and preventable death. The expansion of community based primary 
health care services, including disability services within primary health care, and 
publicising of what services are available could actually save money by reducing 
hospitalisation.”  

 
Discussion points 
- What are some innovative ways in getting this publicity out there?   
- Is television an option?  Eg Channel 600 (Rural Health Channel), NITV (National 

Indigenous TV)?  
 

6. Identifying people who could benefit from the NDIS 
How will people from rural and remote areas who are living with disability be identified 
to ensure that they obtain benefits from the NDIS? Some of these people may not be 
aware that they are eligible.  Innovative ways to bring people into the Scheme need to be 
found. 

 
 Discussion points 
- Could networks like Country Women's Association, ICPA, Shire councils, school 

systems, and Frontier Services be utilised? 
- Maybe DVDs and other materials need to be made available through these agencies? 
 

7. Identifying resources, people with skills and knowledge, potential carers 
How can the NDIS Transition Agency identify resources it can utilise in rural and remote 
areas: for example, people with useful skills and knowledge, potential carers? 

 
Discussion points 
- Local organisations that know the area and can provide valuable local knowledge.  
- What are some of the other sources of information?   
 

8. Financial Counselling 
People with disabilities and their carers in rural and remote areas may need financial 
counselling to make best use of the funding they are provided with under their plans.  
How can financial advice be sensitively delivered to ensure that the best possible use is 
made of funds?  

 
Discussion points 
- Learn from the Rural Financial Counsellors3 program?  

                                                 
3 See: http://www.daff.gov.au/agriculture-food/drought/rfcs 
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- What is the role of counselling by telephone, webinar, social media? 
 

9. Community and Social Involvement 
How can people with a disability become involved in community and social activities in 
their local regions?  

 
Discussion points 
- Can existing organisations or organisational models that are already providing 

employment/training/social inclusion in some regions of Australia be copied or 
cloned to other rural and remote areas? 

- Arts and disability?  
- By encouragement, training and assistance to get into the workforce? 
- Government funding for regional arts programs?  
- Crossover with the strategic framework for arts and health?  
- Australia Council? 

10. Collaborative relationships between health care providers and between organisations 
Can outcomes for people with a disability in rural and remote areas be improved by 
fostering collaborative relationships between Medicare Locals, local health networks, 
mental health facilities, aged care and disability services, and paramedics?   

 
It is necessary to ensure, particularly in rural and remote areas, that the health, aged care 
and disability sectors work together collaboratively to avoid fragmentation of care and 
to avoid ‘shuffling’ people around the system. 

 
The NDIS Transition Agency should endeavour to establish cooperative 
relationships with Medicare Locals, Local Health Networks, and other local 
services such as aged care, disability services and paramedics.  

 
Discussion points 
- How can these relationships be encouraged?   
- Should these groups be treated collectively by governments, funding bodies etc? 
- Can the NDIS Agency play a role?  
- Relationships between these agencies are critical for the future of health and aged 

care and disability services on the ground.  
- What role can the National Rural Health Alliance play?  
- What role for AMLA4 (Australian Medicare Locals Alliance)? 
 

11. Cost reduction by utilising local expertise 
Can the cost of delivering the NDIS in rural and remote areas be reduced by utilising the 
knowledge and expertise of locally based health care service providers? 

 
Discussion points 
- Could the cost be reduced below what it otherwise might be? What about in 

comparison with major cities? 

                                                 
4 See http://amlalliance.com.au/ 
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- How can locally based health and disability care service providers be most effectively 
utilised to implement the NDIS? 

 

12. Avoiding inequalities based on location 
The higher cost of delivering disability services in rural and remote areas must not cause 
inequalities in the life outcomes of people with a disability who live in rural and remote 
areas compared with those based in city and metropolitan areas. 

 
The following is part of a submission received by the NRHA on this issue: 
 

I think there are other areas in which support could be useful. In Victoria most 
allied health professionals type their own reports. This is inefficient. A secretary 
could do it more cheaply to free up more appointment spaces. 
 
Similarly, many hours are spent travelling to outlying communities. Organising 
mentors to visit and check on progress of clients and perhaps also checking by 
video link would be helpful. Alternatively, since some patients are difficult to 
transport, and often with no useful public transport, a minibus/ Special school bus 
etc. that brings several clients to the local outreach clinic, may be useful. Ideally a 
clinic might include neurology, psychiatry, orthopaedics along with specialist 
nurses and allied health plus social worker, flown in to see local clients over a two 
day period, for example. This might be a good model for implementation by 
Medicare Locals etc. Importantly it should also include the local allied health and 
doctors by way of up-skilling, and communication. 

 
Discussion points 
- Is there merit in the above submission? 
- Could not-for-profit service providers be encouraged to expand into rural and remote 

areas by designing services around the needs of a person with a disability, rather than 
about the availability of service providers?  

- Will the commercial viability of disability services be enhanced by providing people 
with a disability the means to bid for such services? 

13. Educating people with a disability 
What are the problems associated with providing appropriate education to children with a 
disability who live in rural and remote areas?  

 
The following related submissions were received by the NRHA.  

 
“As ‘security and familiarity’ are extremely important factors to children with 
disabilities, removal to urban/regional centres is not always the best option: that is 
where such professional / specific facilities and accommodation exist. Such 
accommodation needs to be structured; but to date such accommodation for rural 
students is very limited, particularly for children with marginal mental disabilities. 

 
Without suitable accommodation, educational and workplace opportunities, a move 
to urban /regional centres makes the experience of the students with disabilities more 
traumatic than it should be and often leads to social and emotional disorientation.  
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Should the option to return the student to familiar home and school environments be 
taken it is essential that one to one Student Support Officer (SSO) assistance be 
available and provision be made for specialized training and ongoing support for the 
SSO. This alternative, selected by many rural families and schools, means that a 
sympathetic staffing formula (ratio) needs to be applied to allow for the required SSO 
support. Experience has shown that the welfare of students with disabilities can be 
greatly enhanced when they are able to be resourced to remain in familiar 
surroundings.” 

 
“Particular issues in smaller country towns relating to support and education for 
children with disabilities include: 

o Small numbers 
o Access to service providers – specialists far away as well as local service 

providers needing support from experts. 
o Uncertainty about which programs are available for these people when 

service coordinators are not working with these younger people all the time 
(much more chronic disease and aged care work) and networks are not well 
established. Also, who administers what service seems to change often.”  

 
Discussion points 
- Should Student Support Officer assistance be made available more widely? 
- What experience has the School of the Air with education for children with a 

disability?  
- What about the Isolated Children's Parents' Association (ICPA) – this is one of its 

specialty areas. 
 

14. Advocacy for people living with a disability 
The NSW Council for Intellectual Disability included the following in their Senate 
Submission regarding the NDIS.   

 
Whilst the NDIS will deliver a fundamental change in the nature of the 
relationship between individuals with a disability, service providers and the 
community, people with a disability will still be reliant on the NDIS to provide 
the funding and the mechanism by which the funding is provided, in order for 
them to exercise their rights.  People with intellectual disability have the right 
to, and need for, independent advocacy to enable them to overcome these 
barriers in order to exercise these rights in the context of the NDIS.  
 
NSW CID believes that legislative effect should be given to the Productivity 
Commission’s recommendation that “advocacy would make an important 
contribution to the effective functioning of the NDIS and to the overall 
effectiveness of the NDIS in delivering on its key objectives”5 
 

Discussion points 
- What potential role does advocacy have in relation to the NDIS? 

 

                                                 
5 Productivity Commission Report  
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15. Culturally appropriate delivery of the NDIS 
How can the NDIS be delivered in a culturally appropriate manner, particularly for 
Aboriginal and Torres Strait Islander people located in remote communities? 

 
Discussion points 
- Should trained and culturally appropriate interpreters be provided to assist people in 

remote communities for whom English is a second language, to understand their 
rights under the NDIS? 

- What culturally appropriate services and supports should be available for Aboriginal 
and Torres Strait Islander peoples with disability and their carers? 
 

16. Human Rights model 
In essence, the human rights perspective on disability means viewing people with 
disabilities as subjects and not as objects. It entails moving away from viewing people 
with disabilities as ‘problems’ towards viewing them as holders of rights. Importantly, it 
means locating problems outside the disabled person and addressing the manner in 
which various economic and social processes accommodate the difference of 
disability - or not, as the case may be. 6 

 
Discussion points 
- Is the human rights model the appropriate model for the NDIS? 
- How to adopt and build on a Human Rights model for delivery of the NDIS rather 

than a welfare model. 
 

17. Need for more supported accommodation and respite care in rural and remote areas 
Should the NDIS address the need for more supported accommodation and respite care 
for people living with a disability in rural and remote areas? 
 

Hi – I’ve just returned to Adelaide after 17 years of Remote Area Nursing and 
health care for Aboriginal people in WA and communities around Broken Hill. 
The most significant thing that I saw re helping people care for someone with 
a disability was good respite care via the local/nearest hospital for the person 
with the disability. If the family felt as though the hospital understood the 
needs of their loved one and that they could receive respite as needed, this 
made a huge difference in their ability to care. 
 
I think having respite care booked in advance rather than waiting until they 
felt totally worn out seemed to work best, i.e. for 1 week 3-4 times per year, or 
a few weekends throughout the year. 

 
Discussion points 
- Should supported accommodation and respite care be within scope of the NDIS? 

 

                                                 
6 Human Rights and Disability – United Nations Geneva 2002 
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18. Review and Quality Control 
Should the NDIS Transition Agency provide some form of review and quality control for 
the services that are provided to people with a disability? 

 
Discussion points 
- The views of the person receiving the service should be paramount. 
- Some type of objective assessment of service quality should be performed on a 

regular basis? 
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Attachment 
 

Member Bodies of the National Rural Health Alliance 
 
ACHSM Australasian College of Health Service Management 
ACN (RNMF) Australian College of Nursing (Rural Nursing and Midwifery Faculty) 
ACRRM Australian College of Rural and Remote Medicine 
AGPN Australian General Practice Network 
AHHA Australian Healthcare and Hospitals Association 
AHPARR Allied Health Professions Australia Rural and Remote 
AIDA Australian Indigenous Doctors’ Association 
ANF Australian Nursing Federation (rural members) 
APA (RMN) Australian Physiotherapy Association Rural Member Network 
APS Australian Paediatric Society 
APS (RRPIG) Australian Psychological Society (Rural and Remote Psychological Interest Group)   
ARHEN Australian Rural Health Education Network Limited 
CAA (RRG) Council of Ambulance Authorities (Rural and Remote Group) 
CHA Catholic Health Australia (rural members) 
CRANAplus CRANAplus – the professional body for all remote health  
CWAA Country Women’s Association of Australia 
ESSA (NRRC) Exercise and Sports Science Australia (National Rural and Remote Committee) 
FS Frontier Services of the Uniting Church in Australia 
HCRRA Health Consumers of Rural and Remote Australia 
ICPA Isolated Children’s Parents’ Association  
NACCHO  National Aboriginal Community Controlled Health Organisation  
NRF of RACGP  National Rural Faculty of the Royal Australian College of General Practitioners  
NRHSN National Rural Health Students’ Network 
PA (RRSIG) Paramedics Australasia (Rural and Remote Special Interest Group) 
PSA (RSIG) Rural Special Interest Group of the Pharmaceutical Society of Australia 
RDAA Rural Doctors Association of Australia 
RDN of ADA Rural Dentists’ Network of the Australian Dental Association 
RHW Rural Health Workforce  
RFDS Royal Flying Doctor Service 
RHEF Rural Health Education Foundation 
RIHG of CAA Rural Indigenous and Health-interest Group of the Chiropractors’ Association of 

Australia 
ROG of OAA Rural Optometry Group of the Australian Optometrists Association 
RPA Rural Pharmacists Australia 
SARRAH Services for Australian Rural and Remote Allied Health 
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