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Introduction 
This submission is in response to one of the major recommendations in the Council of 
Australian Governments (COAG) Communiqué (10 February) in which “COAG 
recognised the urgency of addressing the national health workforce shortage and required 
Senior Officials to provide COAG in June 2006 with detailed information on the number 
of additional Commonwealth student places required along with related measures needed 
to ameliorate the situation”.i 
 
In its Submission to the Productivity Commission on the health workforce, the Alliance 
emphasised the inter-connectedness of health workforce numbers and aspects of health 
reform and funding.  In simple terms, the number of health professionals ‘required’ 
depends on: 
 

• the number and spatial distribution of people seeking health care; 
• the way health care is delivered, including the spread of care between different 

professions; 
• the way the health system is regulated; and  
• the way health care is funded.1 

 
Many developed and developing countries have embraced a range of hybrid health 
worker roles as a result of the global shortage of traditional professional groups.  This has 
resulted in a blurring of traditional roles across nursing, medicine and allied health.  The 
extent to which Australia will go down that path remains to be seen.2  But if this happens 
to any significant degree, considering only the numbers of traditional health professionals 
required will merely be part of the answer.ii  There needs also to be an understanding of 
the systemic forces impacting upon the work particular health professionals will be 
required in future to undertake. 
  
This submission is designed to inform senior officials of some of the claims and special 
concerns of the National Rural Heath Alliance.  Although it focuses on the number of 
additional health student places required, and some related matters, it will always be the 
case that ‘the right number’ of student places and health professionals is affected by these 
other major variables. 
 
Improving the supply of locally-educated health graduates will continue to require close 
liaison between State/Territory and Federal Ministers for both Health and Higher 

                                                 
1 The Productivity Commission noted in its Position Paper (p xviii): “Many of the changes required to 
improve health workforce arrangements could only occur as part of broader health policy reform, including 
to the funding of health care in Australia”. 
2 The NRHA is encouraging considered discussion of workplace innovation and job redesign, including the 
possibility that, in the right circumstances, GPs might delegate routine tasks to appropriately qualified other 
health professionals.  Changes to the MBS and to some aspects of registration would encourage such 
delegation. 
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Education, and with higher education institutions.  This collaboration across sectors 
cannot be taken for granted and will require further good will and effort. 

Addressing health workforce shortages 
In summary, the additional undergraduate health places Australia needs include: 
• up to 6,000-8,000 extra undergraduate places for nursing; 
• enough to give the nation 16,000 effectively full-time physiotherapists by 2020, with 

proportional targets3 for the other allied health professional groups;  
• enough to provide up to 1,200 new entrants to general practice each year between 

2007 and 2013; and 
• an additional 120 in dentistry. 
As well, there needs to be strong support for Aboriginal and Torres Strait Islander Health 
Workers and further development of their role in health care for Indigenous peoples.  

Nursing 
Australia has a very serious shortage of nurses, particularly in rural and remote areas and 
in the aged care sector and a variety of nursing specialties.  There are around 40 schools 
of nursing in Australia producing between 100-200 graduates a year.  This equates to 
4,000-8,000 Registered Nurses from domestic institutions potentially seeking work each 
year.  The best estimates are that between 10,182 and 12,270 new graduate nurses are 
required to enter the workforce this year, and between 10,712 and 13,483 in 2010.iii   
 
This means that the number of additional undergraduate nursing places needed to 
meet workforce requirements, assuming all Australia’s nursing graduates start 
working in Australian nursing jobs and no national intake of trained nurses, may be 
as high as 6,000-8,000 (10,182-12,270 less the minimum number currently trained 
through domestic institutions, 4,000). 
 
So in round terms Australia is currently producing about half the number of nursing 
graduates it requires to meet existing vacancies.  Although the mobility of the nursing 
workforce makes the precise numbers uncertain, it is known that significant numbers of 
nurses in all geographic areas will be retiring in the next decade, compounding the 
current shortfall substantially. 
 
Qualified and experienced nurses are leaving the nursing workforce and some graduates 
are not entering the profession or are leaving shortly after registration.  Re-entry 
scholarship schemes have been a positive step, but will only make a small contribution to 
the shortfall that exists.  Workforce measures must therefore accommodate and/or 
improve initial entry and retention figures in nursing.  A wide range of issues explains the 
gap between the numbers graduating and the numbers working in the sector, including 
‘casualisation’, widespread dissatisfaction with salary and conditions, and the lure of 
overseas work.  It is also the case that there is a growing disparity in the mental health 

                                                 
3 physiotherapy and psychology are currently the largest of the allied health groups.  The relative size of the 
others was detailed in the Report from the National Rural and Remote Allied Health Advisory Service.  
The numbers required in future will be determined by the demand for their respective services. 
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and aged care sectors between metropolitan and remote areas; the latter have few 
appropriately qualified staff but rapidly growing numbers of residents and patients.iv  
 
The nursing workforce in rural and remote areas appears to be older on average than the 
nursing workforce overall.  In 2002 the average age of nurses in rural and remote areas 
was 38 years, with 35 per cent of this workforce being older than 45 years.v  Other 
studies suggest that the average age of the nursing workforce in parts of the health and 
aged care sector in rural and remote areas may be even older.vi vii 
 
Employing overseas nursing staff can and no doubt will ameliorate the shortage to some 
extent, and some people expect dramatic increases in Australia’s 'imports' in this area in 
the next decade.  For example, it has been reported to the Alliance that there are nursing 
homes in remote areas that rely on overseas agency staff for all of their registered nurses.  
In at least one case not a single Australian registered nurse was employed other than the 
Director of Nursing.  The extent to which this is replicated around the country is 
unknown, but it is clearly much more costly to employ staff through an agency, as well as 
the added cost of repeated orientation of new staff. 

Allied health 
There is little contemporary supply or demand data for allied health professionals.   
 
In the past decade there has been a significant increase in schools of allied health and 
therefore of training places – despite what some see as a degree of obstructionism on the 
part of some of the ‘old’ training institutions.  
 
The number of physiotherapy schools has doubled overall in the past five years, yet 
Australia is still experiencing shortages.  This is due to both an increase in demand for 
physiotherapy services and to workforce attrition.  Department of Employment and 
Workplace Relations surveys consistently show that even in large regional centres there 
are shortages of specialty physiotherapists, especially for paediatric and geriatric work.    
 
The Australian Physiotherapy Association’s Vision for Physiotherapy 2020 reports 
that Australia will need 16,000 EFT physiotherapists by 2020, based on therapists' 
opinion rather than quantitative research evidence.viii 
 
The most comprehensive recent data relate to 2001.  Work of the National Rural and 
Remote Allied Health Advisory Service (NRRAHAS)ix produced a range of facts and 
figures about the allied health workforce based on the 2001 Census.  On census night 
there were approximately 52,000 Australian residents recorded in twelve allied health 
professions.x  55 per cent of them were in private practice, with a particularly high rate in 
physiotherapy. 
 
There are far more people qualified in the twelve allied health professions included in the 
NRRAHAS study than working in the professions.  Three quarters of working allied 
health professionals were based in the eastern seaboard states of Queensland, Victoria 
and NSW, primarily within the capital cities.  Work in Queensland of the Allied Health 
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Recruitment and Retention Taskforce revealed that despite the rapidly increasing 
population in the State since the 1970s the public allied health sector barely grew at all.   
 
Allied health professionals in Australia are employed in many different settings and by a 
large number of employers.  At Commonwealth level they work with war veterans, 
residents with a disability, pensioners, rural and remote residents, and Aboriginal and 
Torres Strait Islanders through specific nationally-funded programs and agencies.  At 
State and Territory levels they are employed in Departments of Health in hospitals, 
community health services, paediatric units, rehabilitation services, outpatient units, 
mental health services; and in Departments of Education, Disability Services, Child 
Welfare and Justice.  Allied health professionals are also employed by non-government 
agencies such as in disability services, aged care, health promotion, and Aboriginal 
Community Controlled Organisations. 

Medicine 

It has been estimated that 1,100 to 1,200 new entrants to the general practice 
workforce will be required each year between 2007 and 2013 to address current 
shortages.xi  
 
Even allowing for an increased supply of International Medical Graduates, this would 
still mean almost doubling the current vocational training places.  That means a sizeable 
increase in the student numbers to allow for the usual allocation across the range of 
specialties, including general practice.  
 
It has been estimated that, in the twenty years from 2006 to 2026, about 13,000 GPs (or 
about 35 per cent of the current workforce) will leave the workforce through retirement 
alone.  This does not take account of additional doctors needed as a result of rising 
demand due to an ageing population or declining hours of work.xii xiii 
 
Furthermore, GPs located in major cities are, on average, almost four years older than 
those located in remote areas,xiv with the baby boomer generation making up 52 per cent 
of city GPs but 59 per cent of rural GPs in 2001, indicating that retirement is a more 
imminent issue for rural areas. 
 
There should be a renewed policy emphasis on broad skill-sets and generalist training 
outcomes for specialised medical practitioners - not only in rural medicine, but also 
internal medicine, surgery and paediatrics. 
 
The length of time taken to complete medical specialist training could be shortened and 
ways of facilitating movement between one area of sub-specialty practice and another 
should be explored.  Options include incorporating more early post-graduate year (PGY) 
time into specialist training pathways and creating short, structured training options for 
specialists qualified in one area to be credentialed in another.  
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Dental 
No consideration of the urgency of increasing the supply of health professionals would be 
complete without mention of the urgent need to improve the supply and distribution of 
oral and dental professionals and their services.   
 
There is a need for 120 extra graduates per year to add to the 220 currently 
produced per year nationally from the five existing dental schools.xv 
 
Australia has the second worst adult oral health of all OECD countries.   
 
Tooth and gum diseases are common causes of morbidity and have serious negative 
effects on quality of life.  There is clear evidence of the link between dental disease and 
other chronic diseases.  Oral and dental health problems are largely preventable.   Those 
with the worst problems are public patients, many of whom live in rural and remote 
areas.  Indigenous children have more than twice as many caries as non-Indigenous 
children. 
 
The number of dentists being educated has been in decline since the 1940s and is clearly 
an issue for the Australian Government.  There are currently insufficient dentists and an 
inequitable distribution, with a very serious shortage in rural and remote areas.  There is 
expected to be a 15 per cent increase in demand for dentists by 2010.  
 
There are 55 dentists per 100,000 people in the major cities compared with 17 per 
100,000 in western New South Wales and even less in remote Queensland.  Over one-
third of practising dentists are over 50 years of age.  83 per cent of dentists work in the 
private sector. 

Indigenous Health Workers 
Indigenous Health Workers comprise an important yet historically low profile sector in 
terms of their vital contribution to the health and welfare of Indigenous Australians, 
particularly in rural and remote areas.xvi  There is significant capacity to develop 
further the role of the Aboriginal and Torres Strait Health Worker, including in 
particular in the context of the rural and remote health workforce.4 
 
There are relatively small proportions of Indigenous nurses, doctors and allied health 
professionals.  This means that Aboriginal Health Workers make up a significant 
proportion of the overall Indigenous health professional workforce. 
 
The current diverse and complex roles of Aboriginal Health Workers have evolved into 
an amalgam of both health and community service functions and are not limited to 
clinical care.  They play a central role in providing health care to Indigenous Australians 
within contemporary primary health care settings especially within rural, regional and 
remote areas of Australia.  The role has expanded greatly since its inception in the 1950s.  
The role was further developed and consolidated with the advent of Aboriginal 
                                                 
4 The Alliance is producing a Position Paper on Aboriginal and Torres Strait Islander Health Workers.  
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community-controlled health services in the early 1970s, and through their employment 
in state/territory government funded community health services and hospitals. 
 
Contact with Aboriginal Health Workers gives Indigenous people some cultural safety 
and they usually feel more comfortable relating to another Indigenous person.  The 2002 
National Review of Aboriginal Health Worker Training observed that: 
 

Expectations of the Aboriginal Health Workers’ role have become 
increasingly multifunctional…Despite this, the training Aboriginal Health 
Workers receive does not appear to match these role expectations… While 
Aboriginal Health Workers are increasingly expected to deal with complex 
and difficult problems… the rate at which they are acquiring professional 
skills as well as levels of remuneration do not appear to be keeping pace with 
the rising expectations. This places the Aboriginal Health Worker in a most 
awkward position: the least educated and most poorly paid of all health care 
workers are being asked to tackle what is, arguably, Australia’s most difficult 
health problems.xvii 

Other ways of addressing workforce shortage in rural areas 
The number of health professionals needed will depend in part on the speed and direction 
of developments on other fronts.  For people in rural and remote areas further 
developments in IT as a platform for telehealth will be particularly important.5  Shortages 
of health workers in rural and remote areas could be ameliorated by augmented outreach 
services from capital cities and regional centres and/or by improved and subsidised health 
patient transport services from rural areas to the cities.  However neither of these 
strategies should be seen as an equivalent or equal response to the attraction of staff to 
rural and remote areas for regular, face-to-face and sustainable health practice. 
 
International health graduates will no doubt continue to be even more important for rural 
and remote areas than for the major cities.  Continued collaboration between agencies of 
government, local bodies and professional organisations will be able to manage the flow 
differentially for different regions eg through areas of need programs, selective migration 
schemes etc.  However all such initiatives must be constrained by two overriding 
principles: to ensure that Australia’s recruitment does not disadvantage poorer countries 
which have greater need; and to ensure that all international health graduates are 
appropriately screened, evaluated and then supported.        

Addressing workforce maldistribution  

Nursing 
With a serious shortage of nurses in Australia as a whole it is not surprising that the most 
serious under-supply of practising nurses is in rural and remote areas.  Importantly, 

                                                 
5 It cannot even be assumed with certainty that developments in this area will be favourable given the 
uncertainties about access in more remote areas to basic IT systems with contemporary technical capacity 
and at affordable prices.  The Alliance continues to monitor the situation in this regard. 
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nurses form the largest and most evenly distributed health profession working in rural 
and remote Australia.xviii  Nurses provide a higher proportion of health care in rural and 
remote Australia than in urban and metropolitan zones.xix  Having an effective nursing 
workforce in place in rural and remote areas is therefore crucial to the health of people 
living in such areas.  
 
The growing crisis in nursing in rural and remote areas in recent years is a major concern 
to the profession, to all levels of government, and to the communities in these areas.xx  In 
addition to supply shortages there are other issues: the ageing of the existing nursing 
workforce in rural and remote areas, a poor match between the skills and knowledge 
requirements of contemporary nursing roles in rural and remote areas and those of the 
nursing workforce and, in some areas, unacceptably high turnover rates. 
 
This is particularly the case for positions and areas seen as ‘difficult to fill’, including 
isolated areas and specific clinical areas, notably aged care.  

Allied health 
There are lower ratios of allied health professionals to people in rural and remote areas 
than in the capital cities.6  In 2001 the smallest discrepancy was in Victoria, the biggest in 
Western Australia and South Australia.  Nearly a quarter of the total number (24 per cent) 
were in rural and remote regions of Australia (ASGC categories 2, 3, 4 and 5), in which 
32 per cent of the national population lived.   
 
Table 1 shows the numbers of allied health professionals working in 2001 across the five 
ASGC Remoteness Structure Classifications for the eight States and Territories.  The 
more remote the region the lower the number of allied health professionals available.  
Only 7.8 per cent of the total were working in the three most remote ASGC zones. 
 
The mal-distribution of allied health workers is thought to be even more serious today 
than at the time of the 2001 census.  Even metropolitan areas are now becoming anxious 
because in 10 years they will be in the position that the rural communities have been in 
for the past 10 years.  The corollary is that, without major attention, rural and remote 
areas will be in a much worse situation than today.   
 
There are new regional schools of allied health in Townsville (JCU) in speech pathology 
and physiotherapy, now in their second year of intake, and nutrition and dietetics at 
Canberra, Monash and Charles Sturt.  Charles Sturt has also established courses in 
physiotherapy, speech pathology, occupational therapy, podiatry and nuclear medicine. 
 
One of the Alliance’s concerns is the effect that the regional availability of these courses 
will have on rural and regional employment.  Charles Sturt’s students are, in the main, 
from rural areas and the first position of 80 per cent of the 2004 graduates of the Faculty 

                                                 
6 This comparison was not made for Tasmania and the Northern Territory as they do not have an ASGC  
‘major capital’ zone.  
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of Health Studies was in a regional, rural or remote area.7  With 65 physiotherapists 
graduating from James Cook University in three years’ time, the chances of an adequate 
workforce for North Queensland seem good.  However whether there will be anything 
close to 65 jobs on offer in the region is another thing and, on the assumption that many 
of the positions available in the region are in solo practice, they will not suit new 
graduates in any case.  It is to be hoped that unblocking workforce production in a 
workforce-starved environment will in fact result in job growth.  It is reported that the 
James Cook University experience of new regional training programs was positive: 
successive cohorts of graduates from new OT and pharmacy programs resulted in huge 
expansion in employed numbers, including in areas that had not conventionally employed 
allied health staff.  
 
Action required to ensure that there is a growth in allied health service in rural and 
remote areas includes incentives that can tip the scale towards a professional taking up a 
rural post, plus incentives for any young person to take up a health profession against 
another professional career.  Support should be provided for rural placements for 
undergraduates in allied health disciplines, to ensure that they are positive experiences for 
the students involved.  The competition for professionals in rural and remote areas is 
fierce: a young mining graduate can earn $90,000 a year. 
 
Table 1: Allied health professionals by state or territory and ASGC regions, 2001ix 
 

 
Table 2 confirms the same pattern of distribution for the twelve professions, with lower 
numbers available to people outside the capital cities.   
 
Little new quantitative evidence on the rural-metropolitan distribution of allied health 
professionals has become available since the study based on the 2001 census.     
 

                                                 
7 It is presumably also significant that they are trained in a regional area; the relative strength of these often 
overlapping variables, in leading to eventual rural practice, is not as yet clear. 

Number of Allied Health Professionals  
State/ Territory Total 

number 
Major 
capital  

Inner 
regional 

Outer 
regional 

Remote  Very 
Remote 

New South Wales  16,869  13,302  2,925  612  27  3  
Victoria  14,223  11,450  2,267  500  6  0  
Queensland  8,404 5,573 1,627 1,091 80 33 
South Australia  4,579  3,874  326  296  72  11  
Western Australia  5,592  4,610  422  331  169  60  
Tasmania  1,193  0  903  281  9  0  
Northern Territory  443  0  0  285  118  40  
ACT  1,024  1021 3 0 0 0 

Total:  52,327 39,830 
(76% of 

total)  

8,473  
(16.2% 
of total) 

3,396  
(6.5% 

of total) 

481  
(1% of 
total)  

147  
(0.3% 

of total) 
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Table 2: Number of allied health professionals per 10,000 head of population by profession 
and by ASGC remoteness ix 
 
Allied Health 
Profession  

Average Major 
Capital  

Inner 
Regional  

Outer 
Regional  

Remote Very 
Remote 

Audiology  0.42  0.51  0.33 0.12 0.18 0.00 
Dietetics  1.05  1.21  0.78 0.76 0.61 0.59 
Hospital pharmacy  0.90  1.09  0.62 0.48 0.18 0.15 
Medical Imaging  4.39  5.05  3.62 2.52 2.02 0.78 
Occupational therapy  2.82  3.19  2.31 1.86 1.37 1.42 
Orthoptics  0.23  0.31  0.12 0.03 0.00 0.00 
Orthotics/prosthetics  0.19  0.23  0.14 0.06 0.00 0.00 
Physiotherapy  5.41  6.14  4.35 3.58 3.65 1.57 
Podiatry  0.92  1.06  0.78 0.53 0.44 0.00 
Psychology  4.91  5.92  3.44 2.43 1.87 0.83 
Social work  4.80  5.45  3.85 3.36 2.51 1.27 
Speech Pathology  1.59  1.73  1.42 1.16 1.23 0.59 
Average:  2.30  2.66 1.81 1.41 1.17 0.60  
 

Medicine 
Estimating the extra numbers of doctors needed and then training them does not solve the 
rural shortage problem.  This is because many of the new doctors do not go where there 
are shortages.   
 
This is the main problem with the large increase in the number of full fee paying places 
announced at the COAG meeting.  With rural areas having, on average, lower incomes 
than the city, this arrangement is likely to attract a high proportion of city students from 
high income families and may exacerbate the maldistribution.8  Bonded places and 
training rural students in rural areas are two ways to address this issue.  More draconian 
measures include allocating Medicare numbers only to areas of undersupply. 
 
The impending retirement of the baby boomer cohort suggests that an emerging problem 
will be a shortage of experienced rural doctors to provide supervision.  This makes the 
need to ensure graduates work where they are needed even more pressing. 
 

                                                 
8 Correspondents of the Alliance have suggested that in today's global environment, medical students across 
the world are being taught a fearful lesson - pay for your own tuition on loans and repay as soon as 
possible.  The consequences of this can only be a very mercenary attitude when in practice and a loss of 
social compassion.  They will start broke and work hard to get out of debt.  The HECS system provided 
'free Uni' for the first time and generated a spirit of altruism and social conscience.  The students grew up to 
feel responsible for others, partly because their education had been free.  That situation is contrasted with 
one in which new graduates with great debt just will not have the reason to consider working anywhere that 
does not pay well. 
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The health team 
The Alliance has made the point repeatedly that as the total number of health 
undergraduate places increases, there will need to be special measures to ensure that a 
good proportion of them are tailored to eventual practice in rural and remote areas.  These 
special measures will cover curriculum design and content (including the matter of 
training in cultural safety or competence), undergraduate placements in rural and remote 
areas and the infrastructural and personnel support required for them, and postgraduate 
training in rural and regional areas and for rural and regional practice. 
 
Consistency in rural undergraduate scholarship and placement programs across all 
disciplines would be highly desirable, given the developing importance of 
multidisciplinary teams in rural and remote health delivery. 
 
On placements, there needs to be more assistance for rural placements for allied health 
and nursing, where the need is particularly pressing.  Increased numbers of health science 
places, coupled with the desirable trend to increase the proportion of students’ time spent 
on rural placements and in rural training, are already having a substantial impact on the 
existing rural health support infrastructure.  Accredited teaching practices in rural areas 
are stretched, and while there is a keen desire to see more students experienced in rural 
practice, there will need to be special consideration given to supporting training practices 
and the teaching work of rural hospitals and other institutions.  
 
There is increasing evidence that doctors are more willing to stay in rural and remote 
areas if other members of the team are there to work with them. 
 
The evidence for the 'rural pipeline' in health education and training is now well 
established: recruit students with a rural background, deliver training regionally, provide 
repeated rural exposures and build regionally-based post-graduate training pathways.  
The loss of regional clinical teaching infrastructure for nursing that accompanied the 
reform of nursing education in the 1980s and 1990s has yet to be offset by investment in 
rural and regional university programs.  Experience with flexible, small-scale delivery of 
nursing programs in locations such as Thursday Island and Mt Isa has been encouraging, 
but still greater levels of investment are needed. 

Other rural/remote issues 
An important possibility for improving rural-metropolitan distribution is to have a greater 
number of salaried health professional positions in rural and remote areas.  In medicine 
and the other health sciences, the increased demand from women to work part-time and 
from both men and women to avoid the pressure of running a business, means that the 
practice-as-business model may be increasingly less popular.  A variation is the provision 
of part-time salaried positions with permission to engage in some private practice.   
 
Rural communities and local government can offer important incentives to attract and 
retain health workers, such as providing infrastructure support to health professionals to 
reduce business risk and anxiety about ‘lock in’, and enhanced amenities.  Remuneration 
is important but by no means the only matter.  
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The NRHA would like to see further assessment of the longer-term effectiveness of 
regionally-based education and training.  If, as we anticipate, the assessment results are 
favourable, the NRHA would like to see further investment in educating health workers 
in rural and remote settings.  
 
The Alliance sees investment in social and physical infrastructure (eg community 
facilities and networks, education, roads, and IT) in rural and remote areas as key 
determinants of the willingness of health professionals to go to and stay in those areas.  
This means that rural development is the best medium-term program for the recruitment 
and retention of workers to country areas and should be seen as an adjunct to work on 
training more health graduates. 

Australia and the global health workforce 
There will always be International Health Graduates working in Australia and whenever 
and wherever this is the case, they need to be supported and recognised, and subject to 
the same standards of training and practice as other health professionals.  
 
The Alliance’s premise in this matter is that Australia should commit to not actively 
recruiting health professionals from poorer nations.  More than that, because of its 
relative prosperity and good health, Australia should aspire to training more than enough 
health professionals for its own needs so that it can make a net contribution to world 
supply.    
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