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Rural and Remote Health Workforce Innovation and Reform Strategy 

Submission to Health Workforce Australia 

Introduction 

The National Rural Health Alliance is comprised of 32 Member Bodies, each a national body 

in its own right, representing rural and remote health professionals, service providers, 

consumers, educators, researchers and Indigenous health organisations (see Attachment). 

 

The vision of the Alliance is good health and wellbeing in rural and remote Australia, and it 

has the particular goal of equal health for all Australians by 2020.  The Alliance believes that 

access to health care as close to home as possible is integral to achieving this goal. 

On health workforce, the Alliance’s general position is that a sufficient, well-trained, well-

supported multi-disciplinary health workforce should be distributed throughout Australia so 

that access to relevant healthcare is available according to the health needs of the population.   

As is well-known, health outcomes for the more than seven million people who live in rural 

and remote Australia are significantly worse than for those in major cities.  The serious 

maldistribution of health professionals must be addressed so that people in rural and remote 

areas have access to levels of health services comparable to those in other parts of the nation. 

The parlous state of Indigenous health remains the most important social challenge for 

Australia – and 70 per cent of the nation’s Indigenous people live outside the capital cities.  

To help to remedy this situation, action must be taken to increase the numbers of Aboriginal 

and Torres Strait Islander health workers in all professions.   

At the same time, action is required to ensure that all health professionals have the 

understanding necessary for them to provide service in a culturally-aware fashion.  And 

health service providers must recognise and manage power differentials to ensure that health 

services are culturally safe for Aboriginal and Torres Strait Islander people.  

Recognition and support must also be given to members of the unpaid and voluntary health 

workforce such as carers, support workers and consumers themselves. 

The free market and the fee-for-service system alone will not deliver a fair amount of health 

care or a fair distribution of the health workforce, especially where populations are small and 

distances vast.  An effective and equitable health service system will require planning and 

management by all levels of government – including ‘positive discrimination’ and 

intervention where needs are greatest; moderating the demand for care through health 

promotion and other upstream activity; as well as increasing the supply and managing the 

distribution of the health workforce and of other elements of health care.   

It must be recognised that, in remote areas, health service delivery is largely dependent on 

remote area nurses, Aboriginal Health Workers and visiting or emergency staff, including the 

RFDS.  Funding and support for these essential services must be guaranteed and flexible. 

The priority for addressing health workforce issues must be ‘worst first’, making Aboriginal 

health and issues affecting the allied health workforce and oral health the places to start.   

In recent years, a number of programs have been implemented to encourage medical students 

and young doctors to take up rural practice.  These include a 25 per cent target for intake of 

rural students to medical schools; scholarships; and HECS reimbursement in return for 
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practising in rural or remote areas.  To improve the health of people in rural areas, patients 

need access to multi-professional teams.  Therefore strategies similar to those in place for 

doctors should be implemented for other health professions, especially in light of the greater 

number of nursing, dental and allied health students now in training. 

Health service managers are critical to the provision of effective services and to the 

recruitment and retention of health professionals. The Australian Government should 

undertake substantial new investment in the education, training and support of rural and 

remote health service managers to assist in the implementation of the health reform agenda 

and to underpin safety and service excellence. These activities would ideally be undertaken in 

an interprofessional framework. 

The Alliance recognises the value of outreach and visiting services to communities without a 

full range of health services.  Similarly, e-health initiatives have a great contribution to make 

to such communities.  However, these should always be seen as complementing and 

enhancing the capacity of local health services, with ongoing relationships built through face 

to face services as the model of first choice. 

Support should be provided for rural communities to ‘grown their own’ workforce.  A 

community could identify and mentor potential health workers from the community and its 

schools or from within the current workforce.  Provision of funding to enable a community to 

support a local person to complete education and training, perhaps with an obligation to 

return and work in local health services during holidays and on graduation, would empower 

small communities to build their workforce from within the community. 
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DOMAIN 1 

Health Workforce reform for more effective, efficient and accessible service delivery 

Reform health workforce roles to improve productivity and support more effective, 

efficient and accessible service delivery models that better address population health 

needs. 

 

Key lessons from the literature: 

 Promote, value and support generalist practice across all professions  

 Expand existing roles  

 Develop new roles, such as support and assistant roles  

 Sustain what has worked in the past, such as GP proceduralists  

 Address attraction and retention of health professionals through a range of initiatives  

 

Questions: 

1.1 In what ways (if any) would health workforce roles and responsibilities need to change to 

improve the accessibility of health services or to support appropriate models of care in 

rural and remote settings?  

 

The Alliance supports the increased focus on generalist practice across all professions, with 

broader scopes of practice and less rigid professional boundaries.  The role of multi-

professional teams in primary care is well recognised and current and future health 

professionals should be encouraged to go through a process of education and change 

management to optimise the functioning of these teams.  Inter-professional learning as 

students and through continuing professional education will help health workers to adapt to 

the required changes in roles and responsibilities.    

 

At the same time, the Alliance is concerned at the lack of specialists in rural and remote areas 

and advocates for greater numbers of specialist training places in rural and remote areas.  The 

Medical Specialist Outreach Program and telehealth initiatives are assisting in increasing 

access to specialist care.  However, these programs should not substitute for increasing 

numbers of specialists living in rural areas, so that people in rural and remote areas can 

develop long term relationships with their specialist and be able to have face-to-face 

consultations in the same way as city dwellers.    

 

A strong shift to patient-centred care will improve health outcomes.  To enable this to 

happen, practitioners and health systems need to be more flexible, less ‘siloed’ and to 

recognise the roles and contributions of the patient themselves and the people in the patient’s 

life: family, carers and community supports.  There need to be enhancements of health 

literacy and competencies within the community and for general workers within the health 

system, such as receptionists and ward clerks.  

 

The roles of case coordinator and care coordinator are an essential part of a multi-

professional team.  All health staff need to learn and take on the new role of ‘health system 
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navigator’ to assist consumers and their families to work their way through the complexities 

of our health system.  This will improve the provision of holistic care and the patient journey. 

      

1.2       What are the major issues facing health workers that impact on productivity and their 

capacity to deliver services in ways that best meet community need?  

 

Many health professionals cannot operate at their highest level of efficiency because of 

excessive red tape, or lack of coordination, support or appropriate supervision.  Such 

problems frequently lead to long hours of work and the potential for errors or burnout.  In 

many rural and remote health services, the provision of adequate support, both within and 

outside the workplace (and for the health professional as well as their family), would make a 

significant difference to retention of the workforce.  The up-and-coming workforce from 

Generation Y seeks a work-life balance and its members are unlikely to want to work the 

same number of hours and overtime as rural and remote health professionals in the past, 

making it even more important to address these issues.Young health professionals who move 

into rural communities need a package of support to ease their transition into a fulfilling work 

life.   

 

A national system to support the provision of local orientation and induction to both the 

workplace and the community; social and professional support; and capacity to take leave for 

continuing education and holidays would make rural practice more inviting and more 

sustainable for the longer term. 

      

The design of care delivery in some rural services needs to be flexible enough to 

accommodate models which better serve small populations, for example caseload models of 

midwifery care.  

 

1.3       What strategies have already been successful in reforming workforce roles and 

responsibilities to better address need?  

 

While the notion of increasing mental health literacy is not universally applauded and is 

certainly not a sufficient response to challenges in the mental health sector, the way in which 

the Mental Health First Aid training initiative has been rolled out provides a good example of 

how to increase health literacy within the community and for a wide range of health workers 

at all levels.  This approach could be used across a range of health issues such as diabetes 

management and heart health. 

 

The use of technology for e-health and telehealth initiatives, for professional education and 

training, mentoring and professional support can be successful and should continue to be 

expanded.  Similarly, provision of outreach and visiting services (such as the Medical 

Specialist Outreach Program and the Visiting Optometrists Scheme) has been very successful 

but access is limited in many areas. 

 

The wider use of caseload service systems would help. 

 

Increased positions and support for Nurse Practitioners and therapy assistants would also be 

useful.  The nurse practitioner role was introduced as an expansion of registered nurse 

practice ten years ago and the promotion and support of the role of nurse practitioners and 

eligible midwives in rural and remote practice should be encouraged. 
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1.4       What strategies show enough promise that they could be considered for broader 

implementation?  

 

There is potential for physician assistants to enhance the capacity of existing medical 

practices and health services through the provision of medical care under medical practitioner 

supervision.  It is also important to promote the role of highly qualified, regulated registered 

nurses, midwives and nurse practitioners working to their full scope of practice in rural and 

remote areas.  

 

Medicare Locals (MLs) have the potential to improve the coordination and delivery of 

primary care.  But for this potential to be met, program allocations as well as overhead 

support will need to reflect that additional costs that rural MLs will face.  Some 

State/Territory Departments accommodate such higher costs and the same must be true for 

the funding of MLs.   

 

If they are appropriately funded and work collaboratively with Local Hospital Networks, 

Integrated Regional Training Networks, University Departments of Rural Health (UDRHS), 

Rural Clinical Schools (RCSs) and other local stakeholders, MLs in rural areas will be able to 

lead effective activity to address local workforce issues. 

 

1.5       What new or novel strategies could be considered in relation to reforming workforce 

roles to increase access?  

 

The National Rural Health Students’ Network, made up of 29 Rural Health Clubs and 9,000 

members, reports that some teaching staff at Universities display a negative attitude towards 

rural practice.  This is clearly inappropriate and dysfunctional.  At all levels and in all 

possible ways, universities need to encourage students to consider a career path in rural and 

remote settings. 

 

Students should be aware of the many different life circumstances that may impact on a 

person’s health care choices and be informed of various care options that can be offered to 

the patient.  This will ensure a flexible and culturally variable approach and the capacity for 

patients to make informed choices about their health care.  This should result in greater 

willingness to access care on the part of people who are inhibited by a range of barriers. 

 

A patient-centred and health promoting culture should also be encouraged within health 

educational settings, including in high schools, at undergraduate and postgraduate level, and 

in the registration and CPD processes of the professions. 

 

Reducing the rigidity of registration requirements for practitioners in the later stages of their 

career could enable them to contribute to the development of the health workforce in a 

number of ways and delay the loss of their expertise.  These very experienced practitioners 

could act as supervisors and mentors for the up-and-coming workforce.   

 

Establishing a greater number of salaried health professional positions would make a 

significant difference in rural and remote areas and would meet the preferences of a 

significant number of new and future graduates in all professions.  Comprehensive primary 

care services with salaried staff, similar to the Aboriginal Medical Service model, can 

provide rural communities with access to a range of disciplines under one roof.  Involvement 
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of local government and the local community in the establishment and governance of such 

services can enhance the attractiveness of positions and the rural lifestyle, and help encourage 

practitioners to stay. 

 

As well as failing in remote and sparsely populated areas, the current MBS fee structure does 

not adequately support the provision of preventive health service or health promotion.  MBS 

items and rebates for such services could change the emphasis of service delivery (e.g. for 

getting people into group sessions, such as for diabetes education).  Management of chronic 

diseases requires input from health professionals who do not have access to the MBS, with 

the result that many patients cannot access these services because of the out of pocket 

expense.  Extending the capacity of GPs to refer patients to other professionals under the 

MBS would improve health service delivery and outcomes.  Where access to doctors is 

limited, these multidisciplinary services can be block-funded. 

 

1.6       Are there potential barriers (e.g. organisational, industrial, professional) to achieving 

change in this domain? What are they? How could they be overcome?  

 

At an organisational level, poor leadership can act as a barrier to innovation, adapting to new 

models of service delivery, and the  ready acceptance of other health professions.  

Professional boundaries and competition can also inhibit change and innovation.  Leadership 

development involving all disciplines and working through professional associations is 

required to help overcome such issues. 

 

Registration requirements can limit flexibility.  Agencies with responsibility for setting and 

applying such requirements should be aware of the particular need in rural and remote areas 

to strike an appropriate balance between safety/competence and enabling innovation and 

adaptability.   

      

1.7       Are there things in rural and remote communities that could be built on to seed or 

speed innovation and change in models of care and the workforce reform needed to support 

them?  

 

Regional Development Australia committees have great potential to have a positive impact 

on health systems and infrastructure.  Each regional committee should be required to have a 

health sub-committee to work with agencies in the region to improve health infrastructure, 

workforce and service availability. 
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DOMAIN 2 

Health workforce capacity and skills development 

Develop an adaptable health workforce equipped with the requisite competencies and 

support that provide team-based, interprofessional and collaborative models of care. 

 

Key lessons from the literature: 

 Increase initiatives to attract more Aboriginal and Torres Strait Islander people and 

more people of rural origin to the health workforce  

 Sustain the benefits of exposure to rural practice during training programs 

 Provide culturally appropriate training and continuing professional development for 

the whole health workforce 

 Adequately prepare students and staff for working in regional, rural and remote areas 

 Develop curricula, teaching approaches and articulated programs throughout the 

continuum of education that build and develop generalist skills in all disciplines yes 

with qualification e.g child health Northern Territory 

 Implement interprofessional learning throughout the continuum of education 

 Retain and support workplace supervisors and mentors 

 Improve access to continuing professional development for all health roles 

 Use technologies, such as simulation and distance technologies, for training and up-

skilling 

 Build capacity for rural health research this must be applied, tied to health service 

improvement and build local capacity 

 

Questions: 
2.1       What could be done at the undergraduate level to encourage people to take up health 

careers in rural and remote settings?  

 

Increasing the number of rural and remote area placements for students and young graduates 

in all health professions will undoubtedly expose Aboriginal and Torres Strait Islander people 

to career options in the health sector.  

 

This exposure could encourage Aboriginal and Torres Strait Islander persons who have 

chosen to undertake the Aboriginal and Torres Strait Islander Primary Health Care Certificate 

II and III to further their study and access pathways to a range of health careers.  

 

Building the capacity of the community controlled sector with additional placements of 

young graduates will have a positive effect on the Aboriginal and Torres Strait Islander 

Health Worker (ATSIHW) workforce. These placements will promote peer supervision; 

formal and informal continuing professional developments (CPD) of the students and young 

graduates, and hopefully provide learning opportunities for the ATSIHWs. Informal learning 

activities such as self-study of reference material, clinical case discussion with other health 

professionals and internet research could indirectly assist ATSIHWs. 

 

From July 2012 people who register under the grandfather clause or who may be working 

towards achieving the Aboriginal and Torres Strait Islander Primary Health Care CERT IV – 

Practice (in order to become registered under the National Registration and Accreditation 

Scheme as Aboriginal and/or Torres Strait Islander Health Practitioners) could also have the 

opportunity of having onsite access to supervision and CPD. 
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All applicants for Aboriginal and/or Torres Strait Islander health practitioner registration 

must be able to demonstrate they have an adequate command of the English language to the 

satisfaction of the Board. Given that in some of the remote services English is often a second 

or third language, the opportunity to practise English language skills is fragmented.  Having 

an increased workforce and placements undertaking frequent visits to very remote 

communities would assist in English language proficiency. 

 

It is well documented that rural background, rural education and training experiences, and 

rural scholarships are predictors for rural work location
1
 
2
.   Establishment of a clear, well 

defined pathway to a health career in a rural or remote location, with appropriate support and 

mentoring through the years of education and during transition to work in a rural or remote 

area, would assist in attracting people to rural health careers.  It would be essential to develop 

and implement a strong marketing campaign targeted at high schools; university schools of 

health;  students and their families; and rural health professionals.   

 

A rural pathway is relatively well developed for medicine.  University medical schools are 

expected to meet a target of having 25 per cent of their intake from rural areas.  A number of 

generous scholarships are available for medical students and they are supported to undertake 

rural placements which include the provision of travel and accommodation assistance.  HECS 

reimbursement following a period of rural practice obviously makes that option more 

attractive for junior doctors.   

 

However, this pathway could be streamlined and made more successful.   Compulsory rural 

placements for students who are not interested in rural health are not helpful and students and 

young graduates who have demonstrated a commitment to rural practice or who have a strong 

rural connection may miss out on their choice of a rural placement.  Students who have 

demonstrated a commitment to rural practice should be given preferential entry to rural 

training posts or placements.  For example, The Australian General Practice Training (AGPT) 

program and the Prevocational General Practice Placements Program (PGPPP) are effective 

in increasing exposure of general practice trainees to rural experience.  However, there is no 

explicit policy within these programs to ensure that an adequate proportion have a strong 

rural connection.  Regional Training Providers (RTPs) who deliver these programs should be 

able to select on the basis of individual applicants’ ‘connection to rural’.   

 

The Rural Clinical Training and Support (RCTS) Program managed by the Australian 

Government Department of Health and Ageing provides funding and resources to medical 

schools to meet certain targets (such as the 25 per cent intake for rural students) and 

undertake rural-focused programs aimed at increasing the likelihood that medical graduates 

take up rural practice.  Universities should be held accountable for meeting these targets and 

should be encouraged to share successful strategies for encouraging students to choose 

rural/remote practice. 

 

A rural pathway similar to that available to medical students should be developed and 

marketed for other health professions including dentistry, allied health and nursing.  Rural 

                                                           
1
 Choosing general practice as a career – the influences of education and training, Bunker and Shadbolt, Australian Family 
Physician 38:5, May 2009 

2
 Nature of association between rural background and practice location: A comparison of general practitioners and 
specialists, Matthew R McGrail, John S Humphreys, and Catherine m Joyce, BMS Health Services Research 2011 
http://www.biomedicacentral.com/a472-6963/11/63  

http://www.biomedicacentral.com/a472-6963/11/63
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entry schemes and selection criteria that take into account applicant openness to pursue future 

rural practice are likely to ensure that a greater proportion of health graduates choose rural 

and remote careers. Most rural entry schemes currently apply only to medical courses and 

should be expanded to include all health disciplines.  Nursing, dentistry and allied health 

students continue to lack access to quality and well-supported rural placement opportunities 

both as part of their degree and also extra-curricular opportunities. Extension of the RCTS 

Program to include all health disciplines would assist in addressing this issue.  Only when 

appropriate pathways and supports are available will sufficient of these graduates take up 

rural practice.   

 

University Departments of Rural Health (UDRHs) have had a significant impact on providing 

positive rural experiences for students, especially in nursing and allied health, in the regions 

that they cover.  They also provide significant support for clinical supervisors.  Rural Clinical 

Schools (RCSs) have had a similar impact for medical students.  If both UDRHs and RCSs 

catered for all health professions, the impact would be much greater with the likely outcome 

that more graduates would take up rural practice. 

 

2.2       What are the major issues in educating and training and supporting the workforce in 

rural and remote settings?  

 

Cultural awareness and provision of culturally safe health services for Aboriginal and Torres 

Strait Islander people is particularly important for health professionals in rural and remote 

Australia because of the significant proportion of Indigenous people who live there.  There 

should be cultural awareness education and training for all health professionals. 

 

Shortage of accredited training positions and a limited numbers of clinical supervisors are 

major issues.  The following comments relate to junior doctors but the principles apply in the 

areas of dentistry, allied health and nursing and similar strategies need to be put in place for 

these professions. 

 

For junior doctors, reduced working hours, shorter rotations and job sharing
3
 have been 

proposed as potential ways of adding to the stock of accredited intern and junior doctor 

training places.  Limiting the hours that individuals are allowed to work would also reduce 

the occupational health and safety and clinical risks associated with long working hours. 

 

Increasing the number of innovative training places should be a high priority.  State/Territory 

jurisdictions have already introduced a range of non-traditional placements for junior doctors, 

such as in rural general practice, Aboriginal Medical Services (AMSs), palliative care and 

paediatrics.  The number of such positions should be increased, and expanded to include 

other settings such as the Royal Flying Doctor Service (RFDS), radiology, and pathology.   

 

In any such expansion of intern and junior doctor training positions, a number of challenges 

need to be addressed in order to ensure that patient safety and community needs are taken 

care of, and that junior doctors receive positive clinical experiences. 

 Postgraduate Medical Education Councils (PMECs) and the Medical Board of Australia 

will need to act cooperatively and quickly to accredit the new positions. 

                                                           
3
 An urgent challenge: new training opportunities for junior medical officers,  Brendan J Crotty and Terry Brown, Medical 
Journal of Australia 2007: 186: S25–S27 
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 More clinical and community infrastructure needs to be provided to accommodate greater 

numbers of junior doctors, including in settings which have not had a history of having 

them. 

 

Increasing the number of clinical supervisors in rural and remote areas is essential.  In all 

professions, expert clinicians need to commit time, energy and infrastructure to undertake this 

role, reducing their capacity to carry a full clinical load.  In rural hospitals and private 

practices, this can have a significant impact on the clinician’s ability to meet the needs of the 

community and on their earning capacity.  In city teaching hospitals, systems have been 

funded and established to cater for students and junior clinicians.  Governments need to 

commit similar resources to enabling rural hospitals and private practitioners to provide 

clinical supervision. 

 

Indirect and distance supervision are already accepted practice in rural and remote parts of 

Australia and represent perhaps the area of greatest potential for increasing supervision in 

rural and remote areas.  The Australian College of Rural and Remote Medicine (ACRRM) 

Independent Pathway
4
 and the Remote Vocational Training Scheme (RVTS)

5
 both provide 

successful models of distance supervision.  Expansion of these schemes and applying similar 

strategies for other professions should be explored. 

 

Another potential source of clinical supervisors is clinicians who are approaching the end of 

their career, semi-retired and newly retired.  A project to identify existing barriers which 

discourage senior clinicians from clinical supervision, and finding ways to overcome them, 

would be beneficial.   

 

Establishment of integrated regional and local training networks should be a high priority.  

These networks will coordinate and develop training programs and placements in rural areas; 

facilitate the accreditation of new training positions; and provide support for clinical 

supervisors.  These networks should build on existing programs and resources and make best 

use of the scarce human and physical resources available in rural areas.
6
  These regionalised 

networks would need to include Regional Training Providers, Medicare Locals, Local 

Hospital Networks, University Departments of Rural Health (UDRHs) and Rural Clinical 

Schools (RCSs).  The system being developed in Western Australia to enhance rural and 

remote opportunities for junior doctors could provide a model.  It includes: 

 

 regional and local education structures to provide teaching and administration support to 

both junior doctors and supervisors; 

 training positions so that the junior doctors are employed;  

 simulated training environments; and   

 financial support for travel and accommodation for junior doctors. 

 

2.3       What are the major issues facing health workers in rural and remote settings in 

relation to continuing professional development, access to mentoring and support and 

clinical supervision?  

 

                                                           
4
 http://www.acrrm.org.au/files/uploads/How%20to%20Apply%202011%20Guide_0.pdf 

5
 http://www.rvts.org.au/ 

6
 Lyle, D. and Perkins, D. (2010), Health Workforce Australia: For all?. Australian Journal of Rural Health, 18: 179–180. 
doi: 10.1111/j.1440-1584.2010.01158.x 

http://www.acrrm.org.au/files/uploads/How%20to%20Apply%202011%20Guide_0.pdf
http://www.rvts.org.au/
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The difficulty in accessing continuing professional development (CPD) locally is a major 

issue.  Rural and remote health workers face significant travel and accommodation costs as 

well as the problem of leaving a gap in service provision for the time they are away.  Similar 

issues make leave for other purposes problematic as well, which can lead to burnout, 

disillusionment and departure from rural practice. 

 

Limited funding is available for scholarships to assist with CPD travel and accommodation 

costs but funding and the number of scholarships available does not meet the need.  The 

Nursing and Allied Health Scholarship and Support Scheme is available for nurses and at 

least 14 allied health professions in a range of streams to cover undergraduate, postgraduate, 

CPD and clinical placements.  The chances of an individual being successful in gaining a 

scholarship are slim. 

 

Complementing these CPD scholarships is the Nursing and Allied Health Rural Locum 

Scheme (NAHRLS) which provides locums so that health professionals in rural and remote 

Australia can get away to do CPD. The NAHRLS arranges and pays the locum's travel, 

accommodation, meals and incentives payments whilst on placement, but not the base locum 

wage for the period during which the locum is required.  Feedback received by the Alliance 

indicates that some health service providers, including some State and Territory health 

departments, are unwilling to cover the salary of the incumbent as well as the locum, with the 

result that the health professional is unable to attend the CPD.  Ways and means of 

addressing this problem need to be explored. 

 

The use of technology to provide access to CPD, mentoring, support and clinical supervision 

needs to be increased.  For many rural and remote health service providers, financial support 

will need to be made available to set up the required infrastructure and to train local health 

personnel in its use. 

2.4       What strategies have already been successful in addressing these issues? 

      

Technological solutions offer great potential to address issues of professional isolation, 

mentoring and CPD.  Health workers in rural and remote areas will be among those seeking 

further assurances that the NBN reaches all areas of Australia (including remote and very 

remote) with sufficient speed and at an equitable cost.  Additional support is needed for the 

development of educational products and programs to be delivered with the technology. 

 

Based on their success in addressing these issues, the number of UDRHs and RCSs should be 

expanded so that all regions have access to their services. 

 

The establishment of the Mental Health Professionals Network provides a model for reducing 

professional isolation and providing mentoring and support, especially for young 

professionals new to rural and remote practice.   

 

Medicare Locals (MLs) and Local Hospital Networks (LHNs) will also have a significant 

role which has yet to be developed.  Funding and contracts need to specify expectations in 

relation to addressing these issues and MLs and LHNs must be held accountable for meeting 

these expectations. 

 

2.5       What strategies show enough promise to be expanded?  
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The success of the Queensland Rural Generalist Pathway in attracting junior doctors to rural 

practice and meeting some of the requirements of Queensland Health should be used as a 

model for development of rural pathways in all professions.  The clarity of the career 

outcome for those undertaking the training pathway is one of its main attractions.   

 

Mentoring for students during rural placements and for new graduates starting a rural career 

can make a huge contribution to the development of their confidence and competence.  The 

Rural Australia Medical Undergraduate Scholarship Scheme (RAMUS) provides and 

supports rural mentors for RAMUS scholars throughout their training.  Feedback indicates 

that this is one of the factors contributing to positive rural experiences and to the scholars’ 

intentions to take up rural practice.  The RAMUS scheme gives clear expectations for the 

mentoring and provides support to both mentors and mentees.  If this became part of all rural 

scholarship schemes, for all health professions, the uptake of rural careers may be 

significantly increased.   

      

2.6       What new or novel strategies could be considered?  

 

On-line mentoring and supervision should be funded and supported.  In NSW, a ‘virtual’ 

mentorship program is provided via Skype with both participants receiving a fee. 

 

The National Rural Health Students’ Network reports that the up and coming workforce will 

expect access to broadband and social networking for both professional and personal support.  

The roll out of the NBN to all parts of Australia has potential to assist with this but attitudes 

of the current health workforce may inhibit acceptance. 

      

2.7       Are there potential barriers to achieving change in this domain? What are they? How 

could they be overcome? 

 

Change management strategies, education and programs to develop leadership at all levels of 

the health system will be necessary for successful transition to new ways of doing things.  

Health service managers are particularly important in this context.   

 

The rural and remote health sector in particular needs to be more aware of the potential 

benefits of change management and leadership programs and needs to support the attendance 

of staff at such courses and the development of new courses tailored to the needs of their 

sector.   

 

There needs to be a better understanding of the reasons why some health professional 

organisations choose to slow down health workforce reform or redesign and some of the 

things that contribute to it, such as Inter-Professional learning, changing scopes of practice 

and work to build multidisciplinary teamwork.  Armed with better understanding it will be 

easier for the change managers and leaders to overcome organisational and institutional 

barriers.       
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DOMAIN 3 

Leadership for the sustainability of the health system  

Develop leadership capacity at all organisational levels to support and lead health 

workforce innovation and reform. 

 

Key lessons from the literature: 

 Strengthen and support leadership capacity throughout the system 

 Prepare the rural health workforce for their leadership role in smaller communities 

 Enable front line clinical leaders to implement reforms 

 Develop leadership programs that are relevant to the non-urban context. CEC Clinical 

leadership program is exemplary. 

 Acknowledge and support Aboriginal and Torres Strait islander leadership within the 

health system 

 Enhance social capital in rural communities through cross-sectoral leadership 

 

Questions: 
3.1       What are the major challenges facing health leaders and health service managers in 

rural and remote settings? 

 

Keeping abreast of changes in policy and practice is always a major challenge.  The health 

reforms currently being implemented are not well understood on the ground and the way that 

new structures (such as Medicare Locals) relate to health workforce reform will develop over 

time.  Strong two-way communication strategies to keep people informed about changes and 

to monitor the impact of these changes on the ground will need to be put in place. 

 

Health service managers will have a critical leadership role to play in keeping health workers 

informed, leading and managing change and in recruiting and retaining staff.  The Australian 

Government should undertake substantial new investment in the education, training and 

support of rural and remote health service managers to assist in the implementation of the 

health reform agenda and to underpin ongoing excellence. These activities would best be 

undertaken in an interdisciplinary framework. 

 

The Australian Safety and Quality Framework for Health Care specifies three core principles 

for safe and high-quality care. These are that care is consumer centred, driven by information 

and organised for safety.  The professional and service culture changes demanded by these 

principles will require passion, courage and persistence, and managers will have a crucial role 

in driving this change.  

 

There is often great resistance from professionals to the concept and practice of patient-

centred care, firstly, because of the disorienting change required in the power dynamic 

between professionals and their patients; and secondly because it is seen as demanding more 

resources to deliver an outcome whose quality may be difficult to assess.  This in turn 

requires more resources to gather the information to provide the evidence base. 
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3.2       What strategies have already been successful in addressing these?  

 

Developing leaders and health service managers from within the community and from within 

the existing health workforce may be a successful strategy.  Education, CPD, networking, 

mentoring and support as well as the ability to take recreation leave are as essential for these 

workers as for clinicians, and strategies need to be implemented to ensure they are accessible. 

      

3.3       What strategies show enough promise to be expanded? 

 

On-line mentoring, networking, supervision and support have great potential.  Fast broadband 

at equal prices should be guaranteed to health professionals as well as others in remote areas. 

 

Governments should build and maintain strong working relationships with peak bodies in 

Indigenous health such as NACCHO, AIDA, CATSIN and IAHA. 

 

The leadership and mentoring capacities of older health professionals should be better 

utilised.  Leadership should be expected and supported from the full range of health 

professionals.  Collaborative leadership across sectors (education, housing, transport 

economic development, health), which reflects the reality of life in rural communities, should 

be supported through rural leadership programs. 

 

Existing regional entities such as local authorities, Regional Development Australia 

committees, Medicare Locals and Local Health/Hospital networks should be encouraged and 

resource for cross-sectoral leadership and regional sustainability activity.  

 

The key place of rural social capital should be reflected in national programs relating to 

infrastructure, natural disaster planning and relief, and rural development and income 

maintenance.     

 

Regional universities should be encouraged to provide leadership, research expertise and 

advice to regional agencies. 

 

Greater equivalence of support from the public purse would be both fairer and useful in 

underpinning the establishment and operation of multidisciplinary teams.  

      

3.5       How could the system better support and empower Aboriginal and Torres Strait 

Islander people to be leaders at all levels within the health system?  

 

Governments should continue to build and maintain strong working relationships with peak 

bodies such as NACCHO whose members are in the best position to provide the opportunities 

for young health professionals to service their own people.  It is well documented and widely 

researched that the best gains in health improvements for Aboriginal and Torres Strait 

Islander people occur when provided with good quality comprehensive primary health care 

through community controlled services. 

 

The education system from early childhood through to tertiary education needs to be 

strengthened to meet the needs of Aboriginal and Torres Strait Islander people.  A broad 

range of supports, mentoring, and supportive articulated professional education are required 

throughout the educational pathway.  
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Identifying potential leaders or potential health professionals at an early age and supporting 

them throughout their education and career development would assist.  Leadership 

development programs and mentoring are very important because of the numerous demands 

placed on Aboriginal and Torres Strait Islander leaders who need to advocate for their people 

in multiple forums, to meet family obligations as well as community obligations (both 

Indigenous and non-Indigenous). 

      

3.6       Are there potential barriers to achieving change in this domain? What are they? How 

could they be overcome? 

 

Rigidity among and between health professional bodies can be a barrier to innovation and 

reform and needs to be better understood.  Lessons may be learned from overseas research 

into institutions and change management in the health sector.  

Health service managers need to navigate between the ‘business’ side of their position and 

the clinical aspects of running a health service.  Lack of understanding or resistance from 

clinicians to having a non-clinician being involved in some decisions can make their job 

particularly difficult.  Education of health professionals about the roles and responsibilities of 

health service managers may assist.  Health service managers need to develop excellent 

negotiation and mediation skills. 

      

3.7       How would you strengthen and support leadership capacity throughout the health 

system? 

Establishing leadership and change management support networks across the health system, 

between large and small hospitals, private and public services, and regional centres and more 

remote services would be helpful in terms of problem solving and support.  

 

Leadership in the health sector needs to embrace a health promoting and patient-centred 

service culture.  The development and prosecution of such a culture requires support 

networks founded on common values, beliefs, goals and practices involving all parts of the 

health system and all professions.   
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DOMAIN 4 

Health workforce planning 

Enhance workforce planning capacity, taking account of current and emerging health 

needs and changes to health workforce configuration, technology and competencies. 

 

Key lessons from the literature: 

 Plan for a health workforce that is based on local need and context 

 Move beyond simply planning for existing professional groups  

 Collect and use appropriate data that reflects regional, rural and remote contexts 

 

Questions: 
4.1       What are the major issues that need to be taken into consideration in planning the 

health workforce for rural and remote settings? 

 

A fundamental issue is the lack of adequate data about the existing health workforce 

(particularly allied health), community needs and appropriate levels of workforce for the 

population.   

Recent and current planning has primarily focused on the medical workforce despite the 

government’s recognition of the importance of multi-professional teams in primary care and 

in reducing avoidable hospital admissions.  It has also focused on increasing the number of 

graduates in a range of professions without addressing the maldistribution of the health 

workforce. 

Strategies suggested in this submission will have a fiscal cost but this is justified by the fact 

that, to date, workforce programs have failed to meet rural and remote area needs. Funding 

streams and workforce programs need to ameliorate and then end the inequitable situation, 

and meet the needs of rural and remote communities.  For years there has been a primary care 

funding deficit in rural and remote areas, which currently amounts to at least $2.1 billion a 

year.  This equates to a shortage of 25 million services a year, and includes a rural Medicare 

deficit which has now reached $1 billion a year
7
.   

A re-distribution of funding and tailoring of workforce programs would reduce this rural 

primary care deficit by increasing access to general practitioners, medical specialists and 

other providers of primary care.  This redistribution of funding will be the basis for the 

establishment of additional public and private sector places for health professionals in rural 

and remote areas.   

There is a need to consider the career preferences and expectations of Generation Y. It is 

important that health systems in rural and remote settings are responsive to these so that they 

can be best placed to attract a health workforce into the future. Today’s health students 

expect:  

 to know what communities can offer in terms of work and lifestyle opportunities for 

them and their families when deciding on where to train and work; 

                                                           
7
 Fact Sheet 27 The extent of the rural health deficit, National Rural Health Alliance, March 2011 
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 a good work-life balance; (so it may not be sufficient to aim to recruit one new 

Generation Y health professional for every baby boomer health professional who 

retires); 

 to work in multidisciplinary teams - they do not want to work in silos;   

 to work in multi-professional practice and be supported by appropriate staffing; 

 alternative employment models; and  

 adequate accommodation, educational resources and technology while on rural 

placements so they are not educationally disadvantaged. 

 

4.2       What strategies have already been successful in addressing these? 

 

Some rural communities have developed innovative strategies to attract workers.  These often 

focus on increasing the attractiveness of the location to the worker and their family.  These 

strategies should be analysed and developed and promoted widely.  Regional Development 

Australia committees and the Department of Regional Australia should be engaged in this 

activity. 

     

4.3       What strategies show enough promise to be expanded? 

 

Many rural health services have developed local solutions that make the best use of scarce 

human resources and the particular skills available locally, thereby improving the efficiency 

and quality of local services.  These solutions should be publicised and promoted widely so 

that other communities can build on these ideas. 

 

There should be greater equivalence of support across all health professions. 

 

On-line services and other e-health applications show great promise but need to be available 

uniformly in all areas and at uniform prices to consumers and other users. 

 

The competence of newer health professionals can be supported by leadership and mentoring 

from older health professionals. 

 

Planning and management of workforce demand and supply would be simpler and more 

effective with better data on workforce issues.  To this end, non-traditional data sources such 

as commercial survey systems should be considered as adjuncts to public data systems and 

the capacity of those public systems to obtain and analyse for rurality should be enhanced.  

Regional universities and other such entities should be involved in such work. 

 

Medicare Locals should work together and with Local Health/Hospital networks should be 

encouraged and resourced to undertake local workforce planning for local needs. 

      

4.4       What new or novel planning strategies could be considered? 

 

Additional research to examine issues that impact on health workforce and health care 

delivery in rural and remote areas should be undertaken so that appropriate strategies can be 

developed.  The best strategy would be to assess the health profile of rural communities and 

then calculate the workforce required to address the identified challenges of the region or 

community.  This would establish a workforce benchmark that all parties could then try to 



19 
 

meet over time.  Once bedded down and adequately funded, Medicare Locals could be the 

key drivers in such a process.  

 

A planned approach such as this has the capacity to build and sustain systems of patient-

centred comprehensive primary health care.  It would also be valuable to understand more 

about the reasons why people leave rural practice as well as why they stay; about peaks and 

troughs of demand for locums or fly-in, fly-out workers; how to modify demand on health 

services by more effectively delivering preventive health measures and health promotion; 

social marketing strategies that are appropriate for rural and remote areas; and appropriate 

media for the effective delivery of health messages in rural areas.   

 

Among other things, a patient-centred system might need to provide longer appointment 

times and specific information to patients on their condition before deciding treatment 

options.  It would be necessary to solicit information from the patient about any cultural 

aspects of the condition being treated and the treatment options.  The treatment and 

management schedule would take account of the patent’s needs, not just those of the hospital 

or the clinician.  And the patients and their families would be treated at all times with respect 

and dignity.  All of these characteristics of care have implications for the education and 

training, enculturation, continuing professional development and indeed numbers of health 

professionals.  

 

4.5       How would you suggest that current data collections and data collection methods 

about workforce be improved to better capture an accurate picture of the rural and 

remote workforce? 

  

All funding allocation, health service and health workforce data should be identified by 

rurality (using the ASGC-RA categories) so that all reporting can be analysed by rurality.  

Only then will an accurate picture of health service delivery and health outcomes in rural and 

remote Australia be available.  This will permit ongoing evaluation of outcomes and 

monitoring of health service development in many areas that are currently being served 

inequitably.  

     

4.7       Who could or should be working together to improve local planning capacity? 

      

MLs and LHNs will have a strong role in analysing population health, identifying gaps in 

service provision and addressing workforce shortages.  It will be crucial for these 

organisations to work together and to collaborate with UDRHs and RCSs which have the 

capacity to act as research and evaluation partners and have experience in education of health 

professionals.        
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DOMAIN 5 

Health workforce policy, funding and regulation 

Develop policy, regulation, funding and employment arrangements that support health 

workforce reform. 

 

Key lessons from the literature: 

 Support rural and remote workforce flexibility with appropriate health and education 

policy, funding mechanisms and regulations  

 Develop registration requirements that accommodate isolated practitioners and 

maximise the supervisor workforce outside urban areas 

 Use policy and funding levers to support, value and encourage generalist practice and 

increase flexibility in course and training site accreditation 

 

Questions: 
 

As previously mentioned, the following strategies are advocated by the National Rural Health 

Alliance to address a range of barriers. 

 Existing funding mechanisms and allocations for workforce initiatives have had limited 

success in addressing the maldistribution of health workforce.  Funds to address rural 

workforce shortages need to be increased, specifically targeted and closely monitored. 

 Monitoring will only be effective if data are available to give a complete picture of health 

workforce and health service delivery.  Immediate action needs to be taken to ensure that 

data are available for all health professions and that all data can be analysed by rurality. 

 A number of initiatives have been funded to encourage medical students and doctors to 

take up rural practice.  A similar level of funding and activity needs to be applied to 

dental, nursing and allied health initiatives to make sure that multi-disciplinary teams are 

available to people living in rural and remote areas. 

 Existing funding arrangements for health service delivery have been developed based on 

service delivery models which are effective in cities and large regional centres.  Flexible 

funding models must be developed which are appropriate for innovative and flexible 

models of care which are utilised in rural communities.  These may include 

comprehensive primary care centres where positions are salaried rather than fee for 

service and mixed funding models. 

 The flexibility of the MBS could be increased so that services delivered by a greater 

variety of health professionals could be charged against the MBS and preventive and 

health promotion services appropriately remunerated. 

 Registration standards and requirements are necessary to protect the public.  However, 

greater flexibility in application of those standards to enable experienced practitioners to 

act as clinical supervisors and mentors to students and young professionals would help 

meet the shortages that will worsen as members of the ageing workforce in rural areas 

retire. 
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 ADDITIONAL INFORMATION: 

 What are some of the most innovative and successful health workforce reforms that 

you have been a part of?  

1. Gradual integration of nursing and allied health into national health workforce 

planning and management.  (But still have a long way to go!) 

2. Engaging researchers with clinicians and policy makers in setting and working 

towards shared goals and endeavours.  

3. Encouraging discussions of health workforce re-design – sometimes necessarily 

‘in camera’ – and bringing combined rural/remote voice to the national table. 

4. Provision of scholarships for undergraduate medical students from rural areas and 

scholarships for continuing professional education for a wide range of health 

professionals.  

5. Providing a biennial national opportunity for the exchange of reports on health 

service and workforce success as well as failure, and producing a range of regular 

and ongoing communications tools in which debates on these matters can be 

held.      

 Do you give permission for HWA to follow up with your organisation to obtain 

further information about these reforms?   

Yes 
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Attachment 

 

Member Bodies of the National Rural Health Alliance 

 

ACHSM Australasian College of Health Service Management 

ACRRM Australian College of Rural and Remote Medicine 

AGPN Australian General Practice Network 

AHHA Australian Healthcare & 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 Psychology 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 

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  

NRHSN National Rural Health Students’ Network 

PA (RRSIG) Paramedics Australasia (Rural and Remote Special Interest Group 

RACGP (NRF) National Rural Faculty of the Royal Australian College of General Practitioners  

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 

RNMF of RCNA Rural Nursing and Midwifery Faculty of the Royal College of Nursing Australia  

ROG of OAA Rural Optometry Group of the Australian Optometrists Association 

RPA Rural Pharmacists Australia—Rural Interest Group of the Pharmacy Guild of 

Australia, the Pharmaceutical Society of Australia and the Society of Hospital 

Pharmacists of Australia 

SARRAH Services for Australian Rural and Remote Allied Health 

 

 


