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Budget submission 2007-08 

‘A fair share of national wellbeing for country people’ 
Summary 
 
The Member Bodies of the National Rural Health Alliance represent consumers and providers of 
health services in rural1 areas.  Its consumer members include the Country Women’s Association 
of Australia, Health Consumers of Rural and Remote Australia and the Isolated Children’s 
Parents’ Association.  The other Member Bodies represent most of the health professions in rural 
areas as well as Indigenous health organisations, the RFDS, Frontier Services, University 
Departments of Rural Health, and public and Catholic hospitals (see Appendix 1). 
 
Many parts of rural Australia are currently under duress, with a widespread drought affecting the 
land, its people, and their communities and businesses.  However the national economy is 
booming and now is a good time to help protect country communities, to point the way for health 
service and other interventions, and to enable rural people to share in national prosperity.  The 
package proposed will improve health workforce supply and lead to improved health system 
performance and patient outcomes for the 30 per cent of Australians who live in rural Australia.   
   
The four measures detailed in this proposal have been identified as priorities by consumer groups 
represented on the Alliance.  The four do not constitute a comprehensive list.  Other priorities 
include investment in Indigenous health, services for maternity care and early childhood, rural 
infrastructure related to health, and the rural and remote aspects of a number of chronic diseases.   
 
The package of proposals complements other government initiatives, such as $910 million in 
drought assistance to 70,000 farmers, a proportion of the $1.9 billion allocated for mental health, 
and the Rural Health Strategy.  The proposed package of measures would cost $39.4 million, 
$33.5 million and $35 million in the next three years, compared with around $270 million a year 
for the Rural Health Strategy.   
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1 For the purpose of Alliance papers, the term ‘rural’ includes rural, regional and remote communities. 
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PRIORITY 1 – A drought research initiative for health 

Australia’s rural and remote regions are facing the most extended drought on record.  Whether or 
not it is one of the early consequences of climate change is still unclear.  What is clear, however, 
is that major investments are required to protect country communities and businesses from the 
worst effects of the current situation, and to invest in their future sustainability.   
 
The Australian Government has already committed $910 million in drought assistance, mainly to 
farmers.  This Budget Submission proposes a complementary investment in a Drought Research 
Initiative to clarify its impacts on individuals, communities and regions as a means of identifying 
the regional and national interventions which will be most effective in the medium term. 
 
The Drought Research Initiative will cost $12.5 million and has three elements: 
 

• $8 million to a Drought Research Initiative Fund for a new stream of research to be 
managed through the National Health and Medical Research Council (NHMRC); funds 
will be allocated on a competitive basis to work based in rural areas that identifies how 
population groups or areas are impacted by the drought, and proposes short and medium 
term programs to strengthen those groups and areas against the health effects of adverse 
climate events; 

• $3 million in additional funds to the NHMRC itself, to be allocated through its normal 
processes, for work related to the drought; and 

• $1.5 million in additional funds for the Australian Institute of Health and Welfare to 
augment its rural and remote research activity. 

 
The research supported by these new investments will provide the detailed knowledge required 
to enable communities and policy makers to collaborate in some ‘drought-proofing’ of the health 
and wellbeing of country people. 
 
The additional work through the NHMRC and the AIHW will enhance the capacity for health 
policy makers to design and evaluate programs for people in rural and remote areas in difficult 
times.  Currently, evidence of health status and outcomes for rural people is available by 
Australian Standard Geographic Classification areas (Major City, Inner Regional, Outer 
Regional, Remote, and Very Remote).  However evidence is often not readily available at the 
level of specific regional population groups or at a level which would permit the analysis and 
evaluation of specific services on the ground.   
 
The additional work to be funded would be undertaken by experts such as demographers and 
epidemiologists who are located in rural and remote areas and who have the experience to focus 
on the drought and its effects.  (Some of the priority areas for additional rural and remote health 
research are listed at Appendix 2.) 
 
In addition to the extra resources the National Health and Medical Research Council would 
receive as part of the Drought Research Initiative, the Alliance would like to see it allocate a 
minimum proportion of its mainstream budget to rural and remote health.2  The Alliance 
proposes that the NHMRC invest 20 per cent of its research funds in research directly related to 
rural and remote health.  There would be no additional cost and it would guarantee an 
appropriate national health research mix.   

                                                 
2 Currently NHMRC has a target of 5 per cent of research funding to be allocated to Indigenous health research. The 
Australian Research Council’s Linkage Grant program has a target of 20 per cent for rural and regional studies. 
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Drought Research Initiative  
Measure: Cost: 

2007-08 
Cost: 
2008-09 

Cost: 
2009-10 

Drought Research 
Initiative Fund 

$8m $8m $8m 

NHMRC $3m $3m $3m 
AIHW $1.5m $1.5m $1.5m 
Totals $12.5m $12.5m $12.5m 
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PRIORITY 2 – A national rural undergraduate placement system through an 
enhanced national network of University departments of rural health   
 
A good experience on an undergraduate rural placement is a key determinant of ultimate rural 
practice for health professionals.  Encouraging progress has been made by this means in rural 
general practice.  A broader national system for quality rural placements for students in a wider 
range of health studies would help meet the current health workforce shortages in rural areas.  
 
As a part of this plan the Alliance proposes a substantial enhancement of the network of 
University Departments of Rural Health (UDRHs), through the establishment of some new and 
the augmentation of some existing UDRHs – in both cases to service regions that currently have 
no connection with a UDRH.  The new work would comprise both the standard services of a 
UDRH and support for the roll-out of a new integrated rural placement system.  In the regions 
where they are located, the UDRH program already makes a significant contribution to training 
and preparing undergraduate and postgraduate students and the existing workforce.  
 
The new UDRH services - from new and augmented institutions - would result in more complete 
national coverage.  Regions newly covered might include the Kimberley, the Wheat Belt in WA, 
Katherine, the Torres Strait, Southern Queensland, the Murrimbidgee Irrigation Area and the 
NSW South Coast, and the Riverland and Sunraysia.  Wherever possible both the new and the 
extended services would benefit from existing infrastructure and local support.  The required 
new capital investment would be more substantial for regions like the Torres Strait and recurrent 
funding for the new institutions would need to be equivalent to that for the existing eleven 
UDRHs.  Augmented funding for the new services of existing UDRHs would be commensurate 
with the number and extent of the additional regions to be serviced. 
 
The new institutions could be associated with Universities that have health science courses but, 
as yet, no associated UDRH.   
 
Totals of $12.5 million in capital expenditure and an extra $10 million a year in recurrent funds 
are proposed, with the extra recurrent funding to cover additional support for extra student 
placements.  
 
The new sites would provide supported rural placements for students of medicine, nursing, allied 
health, pharmacy and dentistry, providing unique placement experiences for students from 
universities with which the new or expanded UDRH has ties.  The extended system would 
include multidisciplinary group placements – an aspect of the inter-professional education that is 
becoming more popular and important.  
 
The proposed national system of rural placements will not only provide real incentives to 
students for rural practice.  It will also help to ease the pressure on nursing and allied health 
professionals to provide supervised placements for 3rd and 4th year students, by making it a 
recognised part of their function and remunerating them for it.  (Students of the therapies have to 
undertake 1,000 hours of placement in their 3rd and 4th years.)  Many practitioners are so busy 
and unrewarded for the task that they have stopped taking allied health students on placement.  
This is exacerbating the differential between medical students and others, and inhibiting the 
development of health teams and teamwork.  Also, in some regions existing UDRH placements 
are approaching saturation and new placement sites, including infrastructure for student 
accommodation, need to be developed. 
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Rural placement scheme Cost: 

2007-08 
Cost: 
2008-09 

Cost: 
2009-10 

New UDRHs – capital 
funds 

$10m $2.5m - 

New and existing UDRHs 
– recurrent (inc. extra 
placement support) 

$10m $10m $10m 

Totals $20m $12.5m $10m 
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PRIORITY 3 – Building on the success of undergraduate scholarships 
Evidence shows that: 

• the costs of gaining a tertiary education are higher for people from rural Australia, 
particularly for those subjects available only in the major cities; 

• the most serious shortages of health professionals are in rural Australia;  
• rural students are under-represented in the main health studies programs; and 
• there is significant unmet demand for rural medical, nursing and allied health 

scholarships.   
 
Evidence also suggests that a significant predictor of taking a rural pathway as part of a career is 
having spent at least some time living in a rural area.  Increasing the number of available 
scholarships provides a cost effective way of increasing the number of health professionals 
choosing to work in a rural or remote area. 
 
There are now good data from the rural medical undergraduate scholarship schemes to show that 
they help increase the number of rural students in medical schools.  Evidence also shows that 
rural residency prior to entering university is a strong predictor of taking employment in rural 
areas after graduation.   
 
The existing scholarships have been hugely popular and, for the new Rural Allied Health 
Undergraduate Scholarship (RAHUS), over 900 eligible applications were received in the 
opening round (2006) for the available 65 places.  Expanding the number of available 
scholarships would both improve equity of access for rural students to university places and, in 
time, improve the distribution of the health workforce so rural people can get a fair go.  
   
 
Rural scholarship scheme – 
additional places 

Cost: 
2007-08 

Cost: 
2008-09 

Cost: 
2009-10 

65 allied health $715,000 $1,430,000 $2,145,000 
50 medicine $550,000 $1,100,000 $1,650,000 
100 nursing $1,100,000 $2,200,000 $3,300,000 
30 Puggy Hunter scholarships $495,000 $990,000 $1,485,000 
30 Indigenous cadetships $360,000 $360,000 $360,000 
Totals $3.22m $6.08m $8.94m 
Note: the figures assume a 4-year nursing degree and a 1-year cadetship.  Totals include scholarship amounts plus 
10% administration costs for allied health, medicine, nursing and Puggy Hunter scholarships that are already 
operating (including 25 new ones recently allocated for mental health disciplines).  Twenty percent administration is 
applied to the cadetships as a new program but with similar operating requirements of existing scholarship schemes.   
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PRIORITY 4 – Oral and dental health 
For some time the Alliance, led by its consumer bodies, has identified additional investment in 
oral and dental health as its highest priority.  This accords with the views of the Australian 
Council of Social Service (ACOSS) and the Australian Dental Association (ADA).  The Alliance 
strongly supports the ACOSS/ADA proposal for the Australian Government to invest in oral and 
dental health by working through and with the States to cover the minimum costs of basic dental 
care for adults who cannot afford the cost of private fees.3   
 
If this were to happen the Alliance would encourage the Commonwealth to agree targets or 
benchmarks with the States for their (the States’) own work in dental health, such as their school 
dental services, public dental care for older people on low fixed incomes, and fluoridation.  
There may be alternative means for the desirable national commitment of resources to oral and 
dental health through Medicare or Medicare-type initiatives. 
 
The Alliance’s specific proposals outlined here are partial and relate to the rural and remote 
dental health workforce.  These limited proposals are, however, compatible with the larger 
national programs sought as they would build the capacity of the dental sector to deliver in rural 
areas, whether through targeted public investment or Medicare-type arrangements.  
   
Poor oral and dental health impose significant risks to general health and exacerbate a number of 
physical and mental health conditions.  They have a multiplier effect on other diseases and 
conditions, adding to the burden of disease and the cost of care, well beyond the cost of filling or 
extracting decayed or damaged teeth.  The costs include unnecessary pain and suffering, poor 
nutrition, social isolation and mental health conditions such as depression.  Poor oral health can 
also adversely affect respiratory disease, cardiovascular disease and diabetes.  At its worst, poor 
oral health reduces productivity and workforce participation. 
 
Water fluoridation, recognised as an effective prevention measure for dental decay, is available 
to less than half of those living outside major cities.  This is one reason why the underlying 
prevalence of dental decay and the need for treatment are higher for country than city people. 
 
Health workforce shortages are especially marked for dental services.  Public dental services 
have not kept up with demand over recent years.  Private dentistry is less accessible to people 
with socio-economic disadvantage, which is generally more common in rural than metropolitan 
Australia.  As a result, rural people have fewer available dentists and find them less affordable.   
The shortage of dentists in country areas is a national issue and the Australian Government 
should lead action on it in the first instance. 
 
The Alliance’s specific proposal for rural and remote areas has three elements.   
 

                                                 
3 It is proposed that it would cover the cost of a comprehensive oral health check or a basic course of treatment 
every two years for eligible adults. The money would be provided to the States/Territories to use flexibly, with the 
Commonwealth using its investment to leverage States’ performance in programs for oral health promotion, dental 
services for concession card holders, developing dental health service infrastructure and programs for hard-to-reach 
populations, school dental health services and extending water fluoridation to rural centres.   
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1. Relocation incentives for city dentists 

The first is to provide one-off incentives for dentists to relocate from urban to rural areas.  This 
would be similar to schemes run by Rural Workforce Agencies to support general practitioners 
who move to country areas.4    
 
Up to 100 relocation incentives of $20,000 (on average) would be available.  The program would 
be targeted at movements to ‘areas of unmet need’ and the scheme could be calibrated to offer 
higher amounts for areas of greatest need. 

2. Oral and dental scholarships 

The second element is to provide scholarships for rural and remote students, to increase the 
number of graduates likely to return to practise oral hygiene and dentistry in those areas. 
 
Such scholarships, along the lines of those available for nursing, medicine and allied health, 
would increase the intake of rural people into undergraduate dentistry and oral hygiene courses.   
Rural students are significantly under-represented in the current cohort of dentistry students.  
This initiative would contribute to increases in the supply of oral and dental professionals to rural 
areas in the medium term. 

3. Additional places in dental schools 

Dentist graduation levels are one third lower now than 30 years ago and the growing shortage is 
felt more by country people.  Significant developments have already occurred, including the 
establishment of three new Schools of Dentistry.   
 
Australia ranks 19th out of 29 OECD countries in terms of supply of dentists.  It is worse for rural 
people: whereas in major cities there are 56.2 dentists per 100,000 people, there are only 22.9 per 
100,000 in remote and very remote Australia.   
 
Further increases in undergraduate places are therefore warranted.  Increasing the intake by 
another 60 places a year will increase workforce supply and improve its distribution. The 
Alliance would encourage the Schools of Dentistry to quarantine a proportion of places for 
students from rural areas, through special rural entry systems or other means.  
 
Oral/dental target 
area 

Cost: 
2007-08 

Cost: 
2008-09 

Cost: 
2009-10 

Relocation grants $2.5 m - - 
Oral and Dental 
scholarships 

$0.5m $1m $1.5m 

60 extra places in 
dental schools 

$0.7 $1.4m $2.1m 

Totals $3.7m $2.4m $3.6m 
Rows 1 and 2 include 20% administration costs.  

 
                                                 
4 General practitioners also have access to additional rural incentives including ‘rural retention payments’ for 
designated areas.  The success of this dentists’ relocation scheme would be assessed after the first year.  It may 
prove necessary to have additional incentives in place (not costed here), such as visiting arrangements for dentists to 
deliver services in areas of significant need through periodic visits of one or more day’s duration.   
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APPENDIX 1: Alliance member organisations 
 
The 26 Member Bodies of the National Rural Health Alliance are:  
 
 ACHSE Australian College of Health Service Executives (rural members) 
 ACRRM Australian College of Rural and Remote Medicine 
 ADGP Australian Divisions of General Practice (Rural Sub-Committee) 
 AHA Rural Policy Group of the Australian Healthcare Association 
 AHPARR Allied Health Professions Australia Rural and Remote 
 AIDA Australian Indigenous Doctors' Association of Australia 
 ANF Australian Nursing Federation (rural members) 
 ARHEN Australian Rural Health Education Network Limited 
 ARNM Australian Rural Nurses and Midwives 
 ARRWAG Australian Rural and Remote Workforce Agencies Group 
 CAA Council of Ambulance Authorities Inc 
 CRANA Council of Remote Area Nurses of Australia Inc 
 CHA Catholic Rural Hospitals Forum of Catholic Health of Australia 
 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  
 NRHN National Rural Health Network 
 RDAA Rural Doctors' Association of Australia 
 RDN Rural Dentists Network of the Australian Dental Association 
 RACGP Rural Faculty of the Royal Australian College of General Practitioners 
 RFDS Australian Council of the Royal Flying Doctor Service of Australia 
 RGPS Regional and General Paediatric Society 
 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 
 



 

___________________________________________________________________________ 
… good health and well-being in rural and remote Australia   

11

APPENDIX 2: Additional rural health research priorities 

REGIONAL HEALTH DIFFERENCES 

1. Health differences – coastal versus inland 
Refine methodology and report on health inequalities and disparate death rates between 
coastal and inland residents (include variables such as Indigenous status, remoteness, 
SES/SEIFA). 

2. Access to primary care 
Investigation to regularly snapshot GP and other primary care services provided under the 
Medicare Benefits Schedule (could include multidisciplinary care per ‘chronic disease’ item 
numbers, home medicines review, utilisation rates of investigative medicine and other 
measures of access/uptake).  This could include availability, cost, access and utilisation 
factors. 

3. Health hardware 
Investigate environmental health determinants including workforce and 
availability/adequacy/quality of water (supply and waste), food, housing, recreational and 
cultural facilities/space, workplace factors and occupational and environmental pollutants. 

4. Prescriptions and access 
Develop systems to better report on prescription medication use beyond PBS.  (This includes 
hospital dispensing, dispensing GPs and s100 exempt providers). 

5. Information and Communications Technology access and research 
a. Investigate bias in computer assisted telephone interview response rates (with 

decreasing levels of telephone access with increasingly remote residents). 
b. Availability and utilisation factors in relation to broadband/high speed data 

modalities. 

6. Build capacity 
Develop and establish a website to detail statistical concordance between RRMA, ARIA and 
ASGC to support greater public understanding and use of the classifications, and to assist 
with evaluation and analysis that uses them. 
 

HEALTH OUTCOMES 

7. Common risk factor analysis 
Investigate common risk factors (focussing on rural and remote populations) relating to oral 
health/dental caries, obesity, cardiovascular disease and cancer; including physical activity, 
diet, smoking and other ‘lifestyle’ factors (eg drivers for inactivity – television and 
computers). 

8. Specific risk factor analysis - Cardiovascular Disease (CVD) 
Focussed investigation of coronary heart disease in rural and remote areas, where CVD is the 
main cause of death. 

9. Cancer care 
Focussed investigation of cancer with regard to diagnosis, acute management and after-care, 
including aspects of survival rates. 

10. Cancer: risk factor exposure 
Analysis of the differential exposure to cancer risk factors for rural people. 
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11. Injury: incidence and outcome 
Detailed review of rural injury statistics (for which there is significant rural: metropolitan 
disparity, second only to CVD).  This could encompass workers’ compensation rates and 
outcomes. 
 

HEALTH INPUTS 

12. Detailed analysis of factors contributing to health determinants 
Multivariate analyses to explore factors contributing to health determinants, including socio-
economic status, occupation, remoteness, Indigenous status, service access, and possibly 
environmental factors.  

13. Rural health programs  
Inputs to evaluation of existing rural health programs that focuses on impacts and outcomes, 
as distinct from compliance and inputs evaluation. 

14. Health access information 
Support more timely reporting of MBS data. 

15. Ambulance retrieval times 
Develop methodology and investigate ambulance/emergency service retrieval times, and 
their impact on health outcomes. 

16. Child and maternal health outcomes 
a. Development of methodology and use of data available in existing datasets to 

collate and map the distribution of birthing women by their residence (SLA or 
SD) and existing birthing services, in a way that enables identification of areas 
where demand justifies additional maternity services. 

b. Research the relationship between the closure of maternity services and both 
attitudes to planning for families and numbers of births in areas affected.  The 
research could also investigate the relationship between the need to birth a long 
distance from home and adverse maternal and family indicators (eg postnatal 
depression). 

 

HEALTH DRIVERS 

17. Health and ageing people 
Investigate the validity of the ‘migration of the frail aged’ hypothesis.  This suggests that 
increasingly frail elderly return to urban environments where higher care is available, 
contributing to lower death rates in rural settings. 

18. Education and health 
Investigate the impact on ultimate vocation and work location of various educational 
pathways for both rural and urban people. 

19. Primary care access 
Evaluate models of primary care to identify superior models. 

20. Chronic disease self-management 
Investigate the appropriateness of various methods of managed self-care for people in rural 
and remote areas. 


