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Executive summary 
The need for special health services in rural and remote areas can be justified by poorer health 
status, the lower density of population, poorer access to the financial pillars of the health 
system (MBS and PBS) and relatively poor access to health professionals. 
 
Over the years, governments at all levels have responded to this particular need by instituting 
special programs.  Although a number of the more important and better-funded services are 
bundled in the Rural Health Service program, there has been a piecemeal or incrementalist 
approach overall to the development of new policies and programs.  This has resulted in a 
large number of rural health programs - so many, in fact, that it is commonly assumed (in the 
absence of clear evidence on the matter) that there must be generally poor interrelationships 
between the various programs and, in all probability, gaps and overlaps in their operation and 
coverage. 
 
This historical incrementalist approach might be attributed in part to the proliferation of 
separate interest groups based on particular professions, disease conditions and locations.  The 
NRHA works to synthesise the views from particular professions and locations into a service 
approach that can be rolled out - with due allowance for local conditions - in all rural and 
remote areas. 
 
The systematic review undertaken through the Australian Primary Health Care Research 
Institute (APHCRI) has described how models of primary health care for rural and remote 
areas may be classified, and also identified some of the key characteristics of success for such 
services.  A two-page summary of that APHCRI report is attached to this submission. The 
Alliance has also made available to the Rural Health Branch a copy of its submission to the 
health workforce audit and that piece of work includes a number of issues relating to the 
efficiency and effectiveness of rural and remote health services.  
 
As the current review of Healthy Horizons is demonstrating, that national framework provides 
considerable clarity about the most important goals and principles which should direct health 
services in rural, regional and remote areas.  Healthy Horizons also lists many of the 
principles to which appropriate and effective rural health services should adhere. 
 
The Alliance has undertaken a ‘straw poll’ of its Member Bodies’ opinions about the 
programs included in the Branch’s current review.  A summary of those opinions, in note 
form, appears in an attachment to this submission.  (In the absence of comprehensive and up-
to-date evidence, a straw poll may be likened to the one eyed man in the country of the blind.  
To improve the situation, the Alliance has compiled a list of research priorities in rural and 
remote health, which it first produced in August 2006 and which it has from time to time 
updated.)1   
 
Finally, this submission briefly comments on selected issues which pertain to the operation or 
evaluation of health services in rural, regional and remote areas. 
 
The National Rural Health Alliance (NRHA) welcomes this review.  It would welcome some 
rationalisation of programs without an overall loss of funding, always assuming that increased 
effectiveness would be the result.  The Alliance's general position is for increased funding but 

                                                 
1 This health services review may also benefit from revisiting the recommendations to Health Ministers from the 
‘Improving Rural Health’ Reference Group for the Australian Health Care Agreements in 2002. 
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with a broader, equitable national perspective, and thus a greater consistency across the 
nation.  We should be aiming for a systematic approach to sustainable systemic change. The 
logical sequence would be: 
 
(1) have the National Health and Hospitals Reform Commission develop, in consultation 

with health service providers and consumers, a national health plan and a rural health 
plan;  

(2) rationalise the multiplicity of rural health programs through identifying gaps and 
overlaps consistent with the plan, while ensuring no net loss of funding; and 

(3) design and implement a monitoring and evaluation strategy that is built into these 
programs. 

 
Recommendations 
The Alliance recommends that the Australian Government: 
 

1. re-commits to its policy of providing special health services in rural and remote areas 
to compensate in some measure for the poorer health status, the lower density of 
population, poorer access to the MBS and PBS, and the relatively poor access to 
health professionals; 

 
2. should put in place the means to systematically evaluate rural health services on an 

ongoing basis, the relationships between them, and any gaps or duplication that might 
exist in their operation and coverage; 

 
3. develops a planned and strategic (ie longer term) approach to the provision of rural 

and remote health services, based on the flexible application of consistent outcome 
targets and input benchmarks; 

 
4. should re-commit to achievement of the goals of Healthy Horizons and to the 

principles specified in it; 
 

5. continue to fund the Rural Health Strategy at a level at least maintained in real terms; 
and 

 
6. augment the evidence base on the need for and effectiveness of rural and remote 

health services by supporting additional research activity, including through the 
NHMRC and AIHW. 
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Specific issues 

Rural Health Strategy 

A number of the programs being reviewed are part of the $830 million Rural Health Strategy. 
That Strategy is the centrepiece of current Australian Government rural and remote health 
initiatives. 
 
In the absence of any clear evidence about more effective approaches, the Alliance hopes and 
assumes that the Rural Health Strategy will be rolled over for another four years with at least 
equivalent real funding.  

Patients’ assisted travel schemes 

Almost wherever one turns in consideration of rural and remote health services, transport is an 
issue of concern.  The Alliance has made improved patients’ travel and accommodation one 
of its top priorities.   
 
Improving access to specialist and tertiary care for people living in rural and remote areas will 
help narrow the gap in access to health services and in health outcomes. Where this cannot be 
achieved by providing local services, the only reasonable alternative is subsidised travel and 
accommodation to enable these patients to access care in major centres.  Because much 
diagnostic testing, complex treatment and follow-up care will only be available at tertiary 
hospitals, patients’ travel and accommodation schemes should be seen as a key part of the 
core services for health in more remote areas. 

Healthy babies  

The Government’s increased emphasis on health promotion and illness prevention is clearly 
the best approach in rural and remote areas - as elsewhere. 
 
Aboriginal and Torres Strait Islander children should be the highest priority for government 
programs relating to maternal and child health, and the Alliance welcomes the recent 
announcement relating to Indigenous babies and pre-schoolers.  For many families in quite 
remote areas, much of the maternal and child service, as well as pre-school and early 
educational support, is provided by Frontier Services of the Uniting Church in Australia (a 
Member Body of the Alliance).  Frontier Services and other organisations with networks like 
it will need to be heavily involved if the aspirations for the health and early education of 
Indigenous children in remote areas are to be met.   
 
Significant health improvements are already being made through programs such as Healthy 
Mothers: Healthy Babies and there should be increased investment in these.  

Building capacity in small towns to deliver integrated health care 

There are many small towns in which it is not economically or clinically sensible to sustain a 
number of stand-alone facilities. A range of programs funded by the Australian Government 
and the States provide services to smaller towns, such as the Regional Health Services 
program and the Rural Medical Infrastructure Fund.  Despite these, the shortage of 
‘multipurpose infrastructure’ (eg clinic buildings, staff accommodation, IT services) in such 
small towns is still a barrier to the provision of primary health care delivered by integrated 
teams. 
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People in rural and remote areas value the Australian Government’s collaboration with the 
States and the Northern Territory in localised ‘funds pooling’ that occurs through the Multi-
Purpose Services program.  It may be possible to formalise this collaboration, and to further 
improve health services, through the new Australian Health Care Agreements - particularly 
given the significant improvement in Commonwealth-State relationships (or ‘collaborative 
federalism’). 

Regional cancer care 

An estimated 106,000 new cases of cancer were diagnosed in Australia in 2006 and the 
Australian Institute of Health and Welfare expects this number to increase by 31 per cent over 
the next five to ten years as the population ages.  
 
A New South Wales study has shown that survival rates from cancer are lower in rural and 
remote areas, reflecting later diagnosis due to poorer access to services, including specialist 
cancer services, and difficulty in accessing treatment.  The relative difficulty in accessing 
specialist cancer services also means that the interventions chosen tend to be more radical, in 
order to reduce the need for regular repeat trips away from home for treatment.  
 
The NRHA is among those to have called on the Australian Government to establish a 
regional cancer care reform program built around cancer centres of excellence in larger rural 
centres.  Currently just eight sites service almost half the Australian population. The existence 
of specialist cancer services in regional areas would reduce the need for people from more 
isolated areas to travel to the capital cities. 

New models of care  

For over a decade in Australia there have been health service trials, funding innovation, pilots 
and projects including (for rural and remote areas) through schemes like the Rural Health 
Support, Education and Training Scheme, the Regional Health Service Scheme and Co-
ordinated Care Trials.  These have produced a wealth of information about how health service 
systems can be improved.  
 
The APHCRI study mentioned above has made a start in drawing together and analysing the 
evidence against particular criteria, to see what works and what directions should be taken.   
 
However further work needs to be done and the research agenda should get to that task 
immediately, to synthesise the work that has been done and analyse it against policy 
parameters.  The research outcomes need to be able to be explained in ways that are relevant 
to policy makers, particularly those in central agencies like Departments of Treasury, Finance 
and of the Premier. 
 
Such detailed evaluations may well lead to the development of some new options for 
delivering services to people, and people to services.  Against a backdrop of the loss of 
hospitals, of procedural activity and obstetric care in many small communities, the scope for 
initiatives such as small-scale birthing units (staffed by midwives with obstetric back-up) 
should be investigated.  Adequate telehealth infrastructure should be made available to 
selected remote sites as a means of increasing access to distant services for remote families.  
 
The neglect of primary health care has led to an over-reliance on specialised medical care to 
deal with readily preventable chronic diseases.  There needs to be greater public investment in 
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community health care, especially through direct Government funding of new 
multidisciplinary health centres. 
 
As indicated by the Government, there needs to be less focus on acute care in a medical 
model - which is relatively expensive - and more on prevention and early intervention.  New 
models of care are likely to require some new funding models.  The fee-for-service model has 
a number of disadvantages for rural communities.  Fee-for-service is not well suited to 
meeting the needs of those with chronic and complex care needs - which is an increasing 
proportion of the population.  Fee-for-service sets medical care in primary and ambulatory 
settings as a funding silo and provides little opportunity for strategic planning of services.  A 
uniform focus on fee-for-service results in the phenomenon ‘No Doctor: No Medicare’ for 
some people.   
 
Increasingly, young doctors (and, it might be assumed, new graduates in other disciplines) are 
showing themselves to be risk-averse, indicating that they would prefer salaried positions or a 
mix of salary and fee-for-service, particularly if it means they can avoid setting up their own 
practice and managing the associated risks and costs of their own business.   

The classification of ‘rurality’ 

Apart from its inherent attraction to students of geography, the challenge of classifying 
Australian places by size and density, remoteness, or ‘liveability’ was of little importance 
until it became the basis of policies that allocated benefit – usually money.  Governments 
need the means of targeting programs to particular spatial areas, and currently there are three 
systems used: RRMA, ARIA and the ever more popular ASGC.   
 
The Alliance made a submission to the review of RRMA and some of the views expressed 
there are relevant to the current review of rural health services.  The Alliance’s experience as 
manager of RAMUS has given it insights into the pros and cons of the RRMA classification. 
 
In an ideal world, the distribution of health resources should be on the basis of five elements: 
geography, workforce supply, health and wellbeing, population size and access to other health 
services (not just access to health professionals).  
 
This would require five indices: 

1. a measure of remoteness as currently conceptualised in RRMA and ARIA;  
2. a measure of town size;  
3. measures of the ratio of particular health professionals to the need for their service;  
4. a measure of the community’s access to health care (the Rural Workforce Agency 

Victoria undertook some work on a proposed National Index of Access to Health 
Care; paper attached); and 

5. a measure of health status or the need for health care (SEIFA is a reasonably proxy for 
this). 

 
The existence of these five would enable programs related to particular issues to be better 
targeted.  For example, distribution of resources in an allied health program would be assisted 
by the measure of allied health professionals to allied health need.  A public health program 
relating to low income or attitudes to diet would be assisted by consideration of the SEIFA 
scores for particular areas.  Programs related to outreach services or new health infrastructure 
could be guided by a new National Index of Access to Health Care. 
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Existence of the five indices would also permit useful analyses, for example on the health 
impact of particular levels of access to health professionals; the health impact of distance on 
places with equivalent access to health services; or the relationship between town size and 
health service or health status.  Analyses like these are not possible with just a single indicator 
of remoteness.  
 
There might also be a composite index.  All places, city and country, could be scored on the 
combined place/access/status index and it would provide a useful tool for policy makers 
concerned with overall health need.   
 
This situation would be much preferable to the one that currently exists and it is an ambitious 
undertaking.  However, as the Department’s Discussion Paper on RRMA put it: “An 
enormous increase in computing power and functionality of geographic information systems 
and the continuing increase in the availability of spatial data has allowed the development of 
more sophisticated geographic classifications than was possible ten years ago”. 
 
If RRMA is still to be used, it should be updated, using ABS data from 2001 and with an 
updated list of place names.  The Alliance's experience with RAMUS suggests that 
information about the structure of RRMA and its scores should be freely and publicly 
available, including through simple on-line access to the RRMA score for each place. 
 
An objective measure of health service need would show that some outer-metropolitan areas 
are more deprived than the inner city.  However it is a matter of concern to country people 
that an increased focus on outer metropolitan areas might be at the expense of resources or 
efforts directed to rural and remote areas. 

Service access standards 

In a paper produced for the Department in 2004, focused on the specialist health workforce, 
the Alliance proposed that governments should develop and endorse ‘service access 
standards’.  These would provide benchmarks to assist regions and others in planning health 
services and to define for Australians the publicly-funded health services to which they can 
reasonably expect access. 
 
This notion has remained under discussion in the Alliance since that time but without clear 
resolution.  The Alliance is aware that the States and the Northern Territory have service 
standards or benchmarks for individual services, as well as some more generalised or high 
level targets for their jurisdiction as a whole. 
 
Services and access have to be measured at the local level. 
 
The care provided by a particular profession should be considered in the context of broader 
considerations of access to health services, particularly in rural and remote Australia where 
there is a greater need for generalists and health care teams.   
 
Health service access standards would be a useful tool to guide future health service planning 
and to educate Australians about the publicly-funded health services to which they can 
reasonably expect access.  Further, they would be useful to guide the rebalancing of health 
funding to more closely link funding to health needs. 
 
As described in the Alliance’s submission to the workforce audit, an effective approach is to 
consider the population’s needs in broad areas of care, for example birthing services or child 
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health (not obstetricians or paediatricians) and how best to provide these services to local 
communities.  This requires the determination of sustainable service models and their 
associated workforce requirements. Such a level of comprehensive health service planning 
would be beneficial across the board. 
 
Flexibility for communities in the development of health plans is essential. It will enable local 
communities to integrate programs to suit their unique health requirements and fully utilise 
their limited resources. At any time there may be funding sources across a range of services 
from local, state and commonwealth programs, as well as private providers.  Additionally 
workforce availability and health status within the community may change during the life of a 
program. 

A national plan to improve health in rural and remote areas 

The Alliance supports a more focussed and co-ordinated approach to addressing health 
workforce and healthcare access problems in rural and remote areas. A new national plan or 
framework should be agreed within which locally-relevant models of care can be developed.  
 
Local communities should be assisted to devise local solutions for their health care needs, 
informed by evidence about their own health needs, available resources and health priorities, 
the experience of other communities and the findings of research and evaluation of alternative 
approaches. 
 
To assist in this process it would be useful for the Australian Department of Health and 
Ageing to publish and regularly update a compendium of good practice models which have 
been successful in increasing access to care in sustainable ways in rural, regional and remote 
areas with previously poor access. 
 
The evidence would show that effective and sustainable rural and remote health services are 
those which:  

• involve the local community; 
• have sufficient and secure levels of funding; 
• build upon local resources and themselves contribute to local capacity building and 

infrastructure; 
• have effective leadership/management, governance and administrative support 

structures; 
• have sufficient staff; and 
• provide for the professional and personal needs of their staff. 

Outreach services  

In the short-term, whilst a critical mass is being established in an area, outreach services from 
metropolitan centres can be funded to provide specialist medical services to outlying areas of 
the region. This role should always include a substantial element of transfer of skills and 
expertise to the local health workforce and be in line with an agreed service development plan 
for the region. 
 
As with outreach service provided from local centres there must be agreed protocols about 
roles and responsibilities, eg who is responsible for follow-up care (routine or in an 
emergency), what must be provided by the outreach team and what locally (eg personnel, 
equipment, supplies, complementary services), and who is responsible for organising and 
funding the program and its detailed implementation. 
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Special funding should not be provided to support metropolitan clinicians providing outreach 
services in regional areas unless the service is an agreed part of a health service plan for the 
region. In such cases there must be co-ordination with other health services and agreed 
protocols defining the roles and responsibilities of the outreach staff and local professionals. 

Medicare: the central pillar – but not immutable 

Medicare is the centrepiece of the health system, including in rural areas.  It includes access to 
medical services at affordable prices, funding for public hospitals and the Pharmaceutical 
Benefits Scheme. The system has to be protected and enhanced.  
 
Notwithstanding its centrality, however, the Alliance welcomes the Government’s intention to 
review aspects of Medicare. 
 
Medicare’s achievements in rural and remote areas have been limited by the under-supply of 
GPs, long distances to hospitals, higher costs of health care, and the relatively small 
proportion of Indigenous people with Medicare cards.  With the lower level of bulk-billing in 
rural areas, average out-of-pocket costs of medical attention are higher in the country.  There 
is also a decline in access of rural residents to their local hospital, partly because of the 
decline in numbers of practising procedural GPs.  
 
A number of professions contribute to health outcomes in rural and remote areas and the 
Australian Government needs to consider how coordinated primary health care can be 
enhanced, especially in more remote areas. 
 
The Alliance strongly supports Medicare’s fundamental principle of universal access.  This 
provides ease of access, avoids the stigma and poverty traps of a purely welfare system, and 
makes access to health services a common right – not a ‘safety net’.   
 
The Government should enhance the capacity of the existing Medicare system to cover the 
costs of other forms of primary health care, as it has done for practice nurses.  There needs to 
be further consideration of the role of psych. nurses for mental illness and physios for 
musculoskeletal illness, in order to expand primary health care and provide a more cost-
effective system overall.     

 
Attachments to this report 
Attachment 1 is a summary of the Australian Primary Health Care Research Institute 
(APHCRI) report on models of primary health care – how they may be classified and the key 
characteristics of success. 
 
Attachment 2 contains a listing of the programs included in the current internal review and 
some brief comments provided by members of the Alliance Council who are familiar with the 
operation of these programs. 
 
Documents attached to this submission are the RWAV paper on a national index of primary 
health care access, the Final Report from the ‘Improving Rural Health’ Reference Group 
(September 2002), the NRHA’s Models of Specialist Outreach Services paper (February 
2004) and its recent submission to the Workforce Audit.  
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Attachment 1  

Sustainable Models of Primary Health Care in Rural and Remote Australia –  

What the Evidence Says 

 
Rural health policies over the past decade have been driven by the need to reduce health 
inequalities between metropolitan, and rural and remote Australia.  These policies have 
concentrated on addressing workforce issues, targeting the medical workforce in particular.  
Less policy attention has focused specifically on the systematic development of sustainable 
comprehensive Primary Health Care (PHC) service models appropriate to rural and remote 
Australia.  There is a need to know what model works best where, and why.  
 
The following are key messages from a series of studies focusing on rural and remote PHC 
services carried out by an Australian Primary Health Care Research Institute rural and remote 
research 'spoke'. 
 
• There has been a significant amount of 'innovation' over the past 15 years, but with an 

overall relative lack of rigorous health services evaluation. 
• Given the geographical and demographic diversity of rural and remote Australia, there is 

no ‘one size fits all’ health service model. 
• Evidence suggests a number of PHC models that can be classified as discrete, integrated, 

comprehensive and visiting model types. 
• There exist well evaluated exemplars of each of these model types which are amenable to 

generalisation and evaluation in other regions. 
• The nature of population distribution is a critical factor in designing PHC services: 

successful models address diseconomies of scale by aggregating a critical population 
mass, whether it is a discrete population in a country town or a dispersed population 
across a region. Based on current experience, it would appear that a minimum population 
base of about 5000 for rural and 2000 to 3000 people for remote communities supports an 
appropriate, sustainable range of PHC activities. 

• Successful implementation is linked to systematically addressing environmental enablers 
(appropriate policy, compatible Commonwealth/state relations & community readiness) 
and a number of essential service requirements (funding, workforce, 
governance/management/leadership, infrastructure & linkages) 

• This framework forms the basis of guidelines & principles for PHC service development 
(see reference 2 below). 

• Policy is critical to sustaining services. 
– Funds pooling is effective in enabling services to meet community needs.  
– Agreed Commonwealth-state relations & accountabilities facilitate appropriate 

service development. 
– Australia needs a national rural & remote health policy & plan. 

• Community involvement is essential. 
– Different forms of community participation must be recognised. 
– Community involvement in service development & governance training needs to 

be funded. 
• Effective governance, management & strong leadership are priorities in the 

implementation and sustainability of PHC service, although existing community capacity 
is often limited 
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• Workforce is important, but may be significantly de-emphasised when other linked 
‘essentials’ are addressed, especially human resource (HR) practice. Effective HR practice 
requires recognition of and training for managers. 

• Workforce recruitment and retention are different. 
• Effective recruitment contributes significantly to good retention. 
• A workforce retention ‘package’ is the best retention strategy, underpinned by good 

management and governance. This ‘package’ includes: 
– Adequate staffing with reasonable workload; 
– Adequate infrastructure, including housing, vehicles, appropriate IT; 
– Realistic remuneration that includes retention bonuses; 
– A workplace culture that values workers with adequate CPD, support & 

mentoring; 
– An attractive workplace environment, including orientation & career pathways. 

 
Research evidence highlights that health service planning for small rural and remote 
communities will only be effective within a constantly changing demographic and economic 
environment when it takes account of the need for comprehensive, sustainable and systems-
based solutions that address all components in an integrated way. 
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Attachment 2  

Summary of responses from Council 

 
Program Comments 
1. Improving Access to 

Primary Care Services in 
Rural and Remote Areas 
(COAG)  

 Not widely known.  “Is it in all jurisdictions?” 
“Some Divisions don't have the infrastructure or local networks 
to support the coordination of quality services in areas outside 
regional centres.  The service focus, eg drug and alcohol, needs 
to be driven by the community and based on local needs and 
partnerships.  There needs to be a local program not a generic 
one.” 

2. Helping Public Patients 
in Hospitals Waiting for 
Nursing Home Places 
(COAG)  

Not widely known yet (just starting?) – “some States have 
negotiated to use some of this money for education and training 
- it needs to be done in a consultative way”.  (The focus in this 
area is mostly on the need for more nursing home places for 
towns with small populations, with criteria for application that 
are distinct for rural areas.)  

3. Multipurpose Services 
(MPS) 

 

Widely known and strongly supported.  “Has much value.”  
“Underpins the very existence - the viability - of aged care 
facilities in many small communities.” 
“An excellent initiative but some state health services do not 
understand the value of the program and its potential - the 
program is crying out for evaluation and for benchmarks or 
other standards.” 

4. Regional Health Services  
 

Well known and highly valued. 
“most valuable in creating multidisciplinary teams and 
recruiting allied health professionals in remote areas.  Its 
experience provides strong modelling for permanent 
Commonwealth funding of remote primary health care” 
“Enables some fund pooling and so innovative and locally 
responsive services.”  However “funds have not grown or kept 
pace (for 7 years?)”. 
“Great things are sometimes accomplished but resources tend to 
get sucked into acute care.” 
“the RFDS has used the RHS funding to deliver mental health 
services to remote areas from Cairns and around Longreach” 

5. Royal Flying Doctor 
Service 

 

Very well known and very highly regarded. 
“has much value – including for transfers to higher levels of 
care” 
“Couldn’t survive without them” 
“It remains not only the safety net but also the de facto primary 
care service to the people of remote stations.  Blending primary 
or even  hospital duties into RFDS positions is difficult because 
of staff shortages and the difficulties of maintaining emergency 
responsiveness” 

6. Rural Women's GP 
Service  

Managed by the RFDS. 
Not widely known but regarded as valuable, increasing the 
choice for women in smaller towns. 

7. Medical Specialist 
Outreach Assistance 

Widely known.   
“It depends on the availability of specialists at the regional or 
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Program Comments 
Program  tertiary centre, so continuity of service is not guaranteed.  It is 

not always well coordinated with local services and too little use 
is made of e-health strategies.  It is essential that it reaches out 
to ‘difficult’ areas - not just to sea-change towns”. 
“has much value – including for oncology, orthopaedic, ENT 
services to rural and regional hubs.” 
Seems to vary between jurisdictions. Very useful in Qld. which 
is more decentralised and has longer distances. 
“Lack of capacity for this program to support allied health staff 
linked to medical (eg audiologist and ENT).” 

8. Rural Private Access 
Program  

Not well known. 
“has much value - enables upgrade of capital stock to attract and 
retain health professionals and expand range of service.” 
“limited private services in country WA.  Need a different 
approach to facilitating private services.” 
“underpins Wheatbelt Podiatry in WA” 
“it does not seem to have the capacity for increasing primary 
health care services to any great extent.  Need money for 
infrastructure grants” 

9. Visiting Optometrist 
Scheme  

 

Not widely known.  “The service is under-promoted and 
underutilised in remote areas” 
“Calls monthly – is highly valued” 

10. More Allied Health 
Services  

 

Widely known and highly valued. 
“Need to integrate MAHS service planning with other service 
providers (so services are complimentary).” 
“Funded since 2001 for counselling (psychology); has much 
value; held as best practice; high uptake by community” 
“an ad hoc program that seems to have had its best results in 
bringing practice nurses into GP rooms rather than allied health 
into underserviced rural communities.  The expansion of the 
EPC program would be more effective in encouraging allied 
health services to become established in the private sector” 
“ the finite resource of allied health professionals would have 
greater community benefit if it had a broader role incorporating 
clinical practice with prevention and promotion” 
“maybe MAHS could be funded under Regional Health 
Services so that new services can be developed?” 

11. Multipurpose Centres  
 

“a one-stop shop - great for the community and good for 
teamwork” 
 “some confusion with MPSs”  

12. Better Management of 
Rural Health Programs 
(COAG)  

 Not widely known. 

13. Mental Health Services 
in Rural and Remote 
Areas (COAG)  

“has much value” 
“monthly service here is much needed” 
“ RFDS has provided services under stage 1 and applications 
are are in under stage 2 for Queensland, NSW and NT” 
“all UDRHs now have mental health academics funded to June 
2008 and these positions need to be funded through to 2012.” 

14. Mental Health Support 
for Drought Affected 
Communities Initiative  

“This is an area where there is duplication with other 
Commonwealth and State efforts - GP networks do not always 
have links on the ground in agricultural communities, especially 
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where the GPs are locums or short-term OTDs” 
“much value; helps local service network development” 
“much needed; needs to be counselling services available 
locally and a good referral system” 

15. Rural Palliative Care 
Project  

 

“worked very well with local hospital”  
“has much value” 

16. Supporting Women in 
Rural Areas Diagnosed 
with Breast Cancer  

“much needed; currently left to locals to organise; has much 
value” 

17. Building Healthy 
Communities and 
National Rural Primary 
Health Projects  

“RFDS Queensland section has run two BHC projects from 
Cairns - healthy towns project, and increasing capacity through 
health leadership in remote Indigenous communities” 
“BHC projects usually do good work -- in low capacity 
communities there are real problems of sustainability but that 
doesn't mean the efforts should stop” 

18. Rural and Regional 
Building Fund  

Not widely known.  

19. Aged Care Adjustment 
Grants for Small Rural 
Facilities  

Well known and highly valued. 
“Conditional Adjustment Payments support training services.  
The training program not sustainable without this funding.” 
“CAP assists in ensuring our IT meets requirements for 
training” 

20. Rural Pharmacy 
Maintenance 
Allowance/Start-up and 
Succession Allowance  

Not widely known. 

21. Rural Pharmacy Pre-
Registration Allowance  

Not widely known. 

  
Note:  Those programs tagged ‘not widely known’ and those programs for which only little 
information is provided should not be deemed to be inferior on that basis.   These comments from our 
members are provided for the Department’s assistance, to give a sense of how the programs (with 
which our members are familiar) are received ‘on the ground’.  A nil response or minor response 
should not be taken to mean a negative response.  
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