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Executive Summary    

The disparity in health outcomes between people in rural and metropolitan Australia is well 
known.  The difference may be greater than normally shown because people with identified, 
treatable illness tend to move away from rural areas to where treatment is easily accessible.   
 
The overall poorer health status of people in rural and remote areas is due largely to the impact 
of a broad range of socio-economic, behavioural and infrastructure-related determinants, and to 
the relatively poor access to health services and professionals.  The poorer health takes the form 
of a higher incidence of some diseases, and higher rates of morbidity and mortality overall.  
Generally speaking, health status decreases with remoteness and is much worse for Aboriginal 
and Torres Strait Islander people. 
 
The Australian health system is delivering good outcomes by international standards, but the 
distribution of good health and long life is quite uneven.  There have been piecemeal efforts to 
improve the distribution over many years but with limited success.  A very substantial deficit in 
Indigenous life expectancy still exists, and it is still the case that people of low socioeconomic 
status and those in more remote areas have relatively poor health and lower life expectancy. 
 
The necessary breakthroughs have not been made for a number of reasons.  There have been 
persistent workforce and infrastructure shortages, with a general failure to look to new models 
which would get around these. (There is no point in designing a new health system for which 
Australia cannot find the necessary staff.)  The system’s deficiencies have been exacerbated by 
changes in demand, demography, information about health and consumers’ ability to pay.  
Legal, financial and institutional barriers also exist such as those in the indemnity area and the 
resistance to change that exists in some quarters. As well, reform must take account of the 
particular characteristics and diversity of rural and remote communities and their people.  
 
Particularly in rural and remote areas, a new health system must be less dependent on health 
professionals.  This will mean keeping people healthy through early intervention, health 
promotion and promoting healthy environments, enabling people to engage more fully in 
disease self-management, redesigning professional roles and partnerships, and finding 
appropriate funding methods for a range of diverse circumstances.   
 
To make the systemic change sustainable, acceptable and affordable, governments will need to 
work closely with communities and professional organisations to ensure relevance and buy-in.  
To make sure it is effective, they will need to evaluate both the health and welfare of people 
living in rural and remote areas, and the impact of various health services and programs. 

Principles for health reform 

1. Access to services 
Access to services in rural areas will be enhanced through greater use of multidisciplinary 
health care teams whose members would be most effectively prepared through interdisciplinary 
professional education.   
 
There must be a flexible approach to service delivery models, to allow for the most suitable 
model for each centre - be it fee-for-service, salaried positions or other arrangements.  There 
will still be an important place for incentives to health professionals for work in rural and 
remote areas, both to cover the broader scope and greater skill mix required in their practice, 
and to ensure that at least 35 per cent are in rural and remote areas at any given time.  The 
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incentives paid could be weighted according to the degree of rurality of their location and the 
health and social circumstances of their patient load. 
 
The value of local hospitals and of the ability for rural women to have their babies close to 
home is sufficient to warrant urgent re-investment in the maintenance and safety of small rural 
hospitals and rural maternity services.   
 
Medicare should be strengthened, its universality preserved, and its role as a vehicle of reform 
recognised and maximised.  Medicare should be boldly extended to provide no-cost or low-cost 
access to whichever clinician can cost-effectively and safely provide each intervention that is 
clinically required.   
 
Where services are not available locally, a uniform national patients’ travel and accommodation 
scheme should be available in circumstances where people are required to travel for treatment. 
 
The place of rural development should not be underestimated: attractive and well-serviced 
communities will more easily recruit health professionals.   

2. The growing burden of chronic disease 
Many chronic health problems are the result of lifestyle choices made by or forced on families, 
and low levels of education.  Much of this can be improved through government action.  Health 
promotion and education should begin early in life and should empower people to make healthy 
choices, thus enhancing the effectiveness of people-centred methods of care, treatment and 
management.  Some lifestyle and environmental determinants such as the availability of fresh 
water, affordable nutritious food, housing and education will always be better managed through 
whole-of-government operations. 

3. Population ageing 
The ageing of Australia’s population is contributing to larger numbers of people requiring aged 
care services, an increasing burden of chronic disease and ongoing health workforce supply 
challenges.  Residential aged care facilities in rural and remote areas have a limited capacity to 
generate revenue but higher service delivery costs, and will continue to need specific support 
from the Government.  The stock of age care places in rural and remote areas needs to be 
increased.  If older people in rural areas are to have the option of remaining at home, there will 
also need to be investments in services and facilities for the healthy aged and for carers. 

4. Costs and inefficiencies generated by blame and cost shifting 
It is hoped that clarification of the responsibilities of Commonwealth and State Governments, as 
outlined in the Beyond the Blame Game Report, will result in cost efficiencies.  Some of these 
savings might be re-invested to good effect in areas of need identified by the comparative 
reporting of rural, remote and metropolitan differences on all indicators. 

5. The escalating costs of new health technologies 
New health technologies will potentially bring significant benefits to patients and clinicians in 
rural and remote areas, including through telehealth.  It will therefore be critical that the ICT 
platforms available at an affordable price to people in rural areas are the best available.  This 
will be the first step in providing access to virtual interactions in the health area for those with 
the greatest capacity to benefit from them.  

6. Indigenous health 
Australia’s greatest health inequality is the much poorer health status of its Aboriginal and 
Torres Strait Islander people.  Urgent and ongoing whole-of-government priority must be given 
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to closing this gap.  Research data currently available and new evidence to be collected should 
be used to inform initiatives that will make a contribution.  The overarching health reform 
agenda should take account of the particular determinants of health for Aboriginal and Torres 
Strait Islander people.   
 
The impact of systemic reform on Indigenous health will be one of its key evaluative features. 

7. Small rural and remote communities 
Small rural and remote communities make a significant contribution to Australia’s economic, 
social and cultural identity, and their people should be supported in achieving a healthy lifestyle 
and accessing health services.  Given the high proportion of Aboriginal and Torres Strait 
Islander people living in remote communities and outstations, a national plan to ensure the 
sustainability of such small communities would also contribute to improved Indigenous health. 

8. No-fault insurance 
The cost of medical indemnity has been a concern for many years and one of its consequences 
has been a significant loss of proceduralists from rural areas.  It would be better to have support 
going directly to meet the needs of people who suffer catastrophic disabilities rather than 
through a tort process necessitating major legal and administrative costs.  A no-fault system 
could be both more equitable and more cost-effective. 

A national agenda for the future 

An evidence base for rural and remote health 
As part of a national reform agenda for the future, the Alliance proposes the development of a 
stronger evidence base for rural and remote health.  An appropriate level of focus and personnel 
should be allocated for research into rural population health, government spending and the 
quality, efficiency and appropriateness of rural health service delivery models.  Data on 
locations where health status is worse and how and why rural people respond differently to 
health needs would help governments to target resources where they are most needed.  This will 
require investment in on-the-ground capacity for rural research and increased funding for rural 
and remote health research streams. 

A national rural health plan 
A detailed and quantitative national rural health plan would provide the means for governments, 
the community and professional organisations to measure progress towards equivalent health 
for people in rural and remote areas.  Such a plan would also help ensure that the rural health 
sector will benefit from the systemic reform currently in train.   

A Rural Health Service Commitment 
A Rural Health Service Commitment has been suggested to clarify responsibilities of 
governments, individuals and the health system in achieving improved health outcomes.  It 
would be part of the national rural health plan and would spell out some of the headline 
performance indicators to be met through collaborative action. 

Responding to the Rural Health Workforce Audit 
The recent Rural Health Workforce Audit shows that the free market and fee-for-service alone 
will not deliver fair amounts of health care where populations are small and distances vast.  
Governments must continue to be engaged in planning and management of the distribution of 
health care and of health professionals, and of work to moderate patient demand.  
 
The Alliance commends to the Commission its vision of equal health for all by 2020. 
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Equal health through systemic reform 
 

Introduction 

The National Rural Health Alliance (NRHA) is the peak body for rural and remote health in 
Australia and is comprised of 28 national organisations representing the consumers and 
providers of health services. (A full list of its Members is included as Attachment 1.)   
 
The Alliance’s vision is equal health for all Australians by the year 2020.  Achievement of this 
vision will require significant national health reform, including changes in the way services are 
delivered in rural and remote areas; some differential investments in health and related services 
in rural and remote areas to reduce inequities in health status and in access to services; and a 
confident national approach to the provision of economic and social infrastructure in non-
metropolitan areas. 
 
Just over one-third of Australia’s people live in rural, regional and remote areas.  Those areas 
are the location of the bulk of the export activity which has underpinned Australia’s outstanding 
economic performance.  In whatever ways Australia’s wealth is disbursed for the benefit of her 
people, those who live in rural and remote areas are entitled to a 35 per cent ‘fair share’. 
 
The disparity in health outcome between people in rural and urban Australia is well 
documented.  On average, rural people live four years less than their urban colleagues.  A man 
living in far western NSW can expect to live 13 years less than one living in Mosman, Sydney.  
 
The difference in death rates is explained by a combination of poorer health (ie a higher 
incidence of some diseases) and poorer survival rates (ie more serious consequences of a given 
rate of disease).  The higher incidence of illness is determined by higher health risk factors such 
as smoking, drinking, low income, physically dangerous behaviour and less tangible things such 
as feelings of alienation and lack of control over personal lives.  The more serious consequences 
and poorer survival rates are largely due to less, less timely and less specialised health care 
interventions - the result of shortages of health professionals and associated infrastructure. This 
aggregated metropolitan-rural differential in mortality is probably less than what really exists 
because some of those with an identified illness relocate to major regional centres or capital 
cities in order to be nearer treatment and thus contribute to metropolitan mortality statistics 
rather than rural.   
 
The higher rates of morbidity and mortality are not distributed evenly across rural, regional and 
remote Australia, nor across population groups or illnesses.  The bulk of the aggregated health 
differential in country areas is explained by the poorer health outcomes of particular groups in 
particular rural and remote areas.  Key indicators of this poorer health are higher rates of death 
from circulatory diseases (particularly coronary heart disease), injury (particularly from car 
accidents and suicide), chronic obstructive pulmonary disease, and in regional areas (but not so 
much in remote areas, probably due to out-migration) a range of cancers including lung and 
prostate cancer.  The contribution made by diabetes is particularly noticeable in remote areas. 
 
Most of the locations of particularly excessive mortality are in more remote, rather than 
regional, areas. 
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Seventy per cent of Australia’s Aboriginal and Torres Strait Islander people live outside major 
metropolitan areas and this contributes strongly to poorer health status in the bush.  The average 
life expectancy of Indigenous Australians is 17 years less than that of non-Indigenous people.  
This reflects both higher exposure to risk factors and poorer access to health services.   
 
To achieve equal health for people in rural and remote areas, reform must take account of the 
particular characteristics and diversity of rural and remote communities and their people.  A 
number of leading health risk factors are more pronounced in rural and remote areas.  
Compared with major metropolitan areas, communities in rural and remote Australia function 
differently and their lifestyles are structured differently.  Consequently their services must be 
resourced and delivered differently.   
 
The great diversity of rural and remote Australia and the need for varied approaches is 
illustrated by the fact that a small number of rural and remote regions are currently experiencing 
rapid growth, in most cases due to the mining boom, while others are struggling to survive in 
the face of the crippling effects of long-term drought.  But all rural and remote areas are home 
to citizens who share common aspirations for themselves, their families, their future and the 
prosperity of this country.  They pay their taxes and are entitled to expect equity when it comes 
to services and outcomes.   
 
Achieving equal health is not just an equity issue: health is a key economic input.  Good health 
contributes to greater national productivity, improved workforce participation and increased 
economic growth – as well as to lower health care costs through reduced hospital admissions 
and disability.  Equal health in rural and remote areas will therefore contribute to Australia’s 
economic as well as social wellbeing.  
 
Systemic reform is part of what is required to meet the nation’s health workforce challenge.  
But this challenge is not just about the number of health professionals available.  It is also about 
reducing demand by keeping people healthier, delivering care through a greater variety of 
means, and finding productivity gains from within the existing health workforce.  This means a 
focus on scopes of practice and managing the workforce distribution to ensure there is equitable 
access across locations and socio-economic groupings, with higher proportions of health 
professionals needing to be available for population groups with the greatest need. 
 
Systemic reform of the health system is a key to achieving equal health for the people of rural 
and remote areas.  It will require strong and continuing Government commitment to the 
principles of access, universality, affordability and patient-centred care.  It requires 
communities, institutions and professionals to demonstrate a willingness to work better with 
what they have. 
  
Together these changes have the capacity to maintain and improve Australia’s overall high rate 
of life expectancy while at the same time enabling a more even distribution of good health and 
long life. 
 



 8
 

PART A    
 

PRINCIPLES FOR RURAL HEALTH REFORM 

Addressing the long-term challenges 

In its Terms of Reference, the Commission identifies the long-term challenges for the health 
system as: 

1. access to services; 
2. the growing burden of chronic disease; 
3. population ageing; 
4. costs and inefficiencies generated by blame and cost shifting; and 
5. the escalating costs of new health technologies. 

 
All of these challenges have a particular impact on rural health, and the way they are addressed 
by Government will most likely need to be varied from the city model if equitable benefit is to 
be realised in rural Australia.   
 
This submission is organised around these long-term challenges, plus three more of particular 
importance to the Alliance which will also benefit from the sort of systemic reform being 
considered by the Commission:   

6. Indigenous health;  
7. small rural and remote communities; and 
8. no-fault insurance. 

1. Access to services 
Good access to health services depends on the availability in the local area of an adequate 
number and range of health professionals and adequate infrastructure to enable services to be 
provided effectively, safely and in a sustainable manner; outreach, hub-and-spoke or fly-in, fly-
out services; the availability of ready transport and accommodation to access services at a 
distance, usually in regional or metropolitan centres; or a combination of all of these.   
 
Much of the emphasis is currently on access to general practice, dental care, hospital and 
emergency interventions, maternity care, specialists and allied health services such as 
physiotherapy.  Notwithstanding the importance of these, more and more focus should be given 
to health promotion and illness prevention, which will require attention to the social and 
economic determinants of health and to education.    
 
Currently the greatest deficits in access to health services are in rural and remote areas and the 
gap is widening.  For many people in those areas, access to services often means travel to a 
larger centre. 
 
Although access to health services is not the only determinant of a person’s health, without 
ready access to professional health services for preventative measures (such as immunisation), 
advice and treatment, rural people are clearly at a health disadvantage relative to their city 
counterparts. 
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Reform is needed to: 

• build the multidisciplinary health care teams 
For rural areas in particular, the focus needs to move away from a doctor/hospital view of 
health provision to a team-based model, involving a full range of health professionals, 
including doctors, nurses, midwives, allied health professionals, dentists, paramedics and 
Indigenous health workers.  Development of multidisciplinary teams would be well 
supported by interprofessional education and integrated rural placement schemes. 
 
There need to be sufficient training places in all health disciplines to fill workforce 
vacancies and meet increasing demand.  Workplace and employment conditions need to be 
attractive enough nationally to ensure that the great majority of trained health professionals 
continue to work in their field. 
 
Local access to members of the multidisciplinary team is the gold standard for care.  Having 
support to travel away to a specialist for the treatment of incontinence, for example, is not as 
effective or as efficient as local access to incontinence support from a physiotherapist.  If 
paramedics were co-located with existing multi-purpose services, rural hospitals and super 
clinics, there could be greater integration of roles within existing teams, and more effective 
use of paramedics’ time.  

• improve the distribution of health professionals so that rural areas are adequately serviced 
Governments have increased the number of health professionals being trained in Australia 
but it does not follow automatically that equitable proportions or sufficient numbers will 
choose to practise in rural Australia.  City practice has been preferred for a range of reasons, 
including city origin, city university training, city employed spouse, and broader educational 
choices for children.  By comparison, the attractions of country practice are less well known 
and/or less highly valued.  These include the broader scopes of rural practice, country 
lifestyle and community environment and the opportunity to make a clear difference to 
people’s lives - elements highly valued by rural professionals and frequently acknowledged 
in the reports of health students following rural placements. 
 
The general need is for workplace preparation, and terms and conditions for rural and 
remote health professionals, to be those that will attract at least 35 per cent to rural practice. 
 
In medicine, nothing like 35 per cent of recent graduates are currently entering rural 
practice.  The actual figure for NSW and Queensland is about 5 per cent and it is understood 
to be similar for other states.  (A specific section below deals with the rationalisation and 
improvement of general practice incentives.) 
 
Rural origin is a significant determinant of a health professional returning to a rural area to 
practise.  Therefore another workable strategy for increasing the rural health workforce is to 
increase the number and proportion of rural students who enter and complete training in the 
health sciences. 
 
Evidence shows that scholarships for rural students have been extremely effective in 
increasing rural participation in medical studies.  The scope of undergraduate and 
postgraduate scholarship schemes should be expanded to provide equitable support to 
students in all the health disciplines needed in the rural workforce.  There also needs to be a 
greater number of scholarships to meet the demand from students from rural and remote 
areas to study health sciences. 
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Happy and productive rural placements also contribute to the likelihood of someone 
practising in rural areas, so reform should provide additional opportunities for this.  A 
national rural placement scheme for the full range of health disciplines should be 
established.  It could be complemented by an augmentation of the network of University 
Departments of Rural Health (UDRH) to increase the support for the students on placement 
and for the mentors/preceptors who will be needed to play a critical role in their successful 
training.  
 
The NRHA also supports the extension of the current HECS reimbursement for medical 
students to graduates of allied health, nursing, midwifery, paramedicine and oral and dental 
health who choose to work in rural or remote areas.   
 
Reform needs to focus on retention of the rural workforce as well as on recruitment.  
Remuneration and working conditions need to be competitive with those on offer in the 
major cities.  Retention can also be improved through sufficient staffing (resulting in a 
reasonable workload), adequate infrastructure (including housing, vehicles, appropriate 
ICT), retention bonuses, a supportive workplace culture, support for training and further 
education opportunities, an attractive workplace environment and clear and supported career 
pathways.  It would also help if the understanding of valuable rural practice was redefined 
to include a number of years in a rural location rather than having the term connote only a 
lifetime commitment.  
 
When all is said and done, the best medium-term strategy for recruiting and retaining 
professionals to country areas – including health professionals – is rural development.  
Communities that are inherently attractive and well-serviced will have less difficulty in 
recruiting and retaining workers than those that are underdeveloped, unattractive and poorly 
serviced. 

• augment the health professions and free up work practices 
With the ageing of the population and increasing consumer demand, it will remain 
extremely difficult to attract enough GPs to rural and remote areas for ‘the ideal health 
workforce’ as currently defined.  Systemic health reform must include measures for 
augmenting the conventional health professions, exploring new work practices and 
providing additional resources for under-served regions and population groups with 
relatively poor health. 
 
This will mean wider recognition of professions such as clinical assistants, nurse 
practitioners, physicians’ assistants, generic roles for allied health therapists, therapy 
assistants, surgical assistants and trained carers.  New funding arrangements may also need 
to be considered. 
 
Changes in work practices should be encouraged, including nurses having greater 
responsibility for prescribing, chemists authorised for repeat prescribing for chronic illness, 
enrolled nurses taking on some of the tasks currently undertaken by registered nurses and 
midwives being more fully employed in managing normal births (as is the case in many 
European countries and in New Zealand).  Physiotherapists could have rights to specialist 
referral, imaging and limited prescribing.  Such a radical change would be especially 
beneficial in circumstances where the therapist is undertaking outreach to small 
communities and is the first contact practitioner. 
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The ambulance paramedical sector - particularly in rural, regional and remote areas - has 
been playing a leading role in the safe and supported expansion of scopes of practice.  The 
sector has had long-term recruitment and retention problems but, despite this, new flexible 
workforce roles have emerged to meet the needs of communities in rural and remote areas.   
With hospital emergency department resources becoming stretched and with the limited 
number of medical practitioners who can attend to patients outside their surgeries, 
paramedics are becoming first-line primary health care providers, particularly in small 
rural communities. 
 
This integration of publicly-funded clinical care by ambulance services and other local 
professionals has further potential to enhance services in rural and remote areas. 
 
As the Productivity Commission pointed out in its 2006 report on Australia’s Health 
Workforce, it is in everybody’s interest to match tasks and skills as closely as possible.  The 
take-up through Medicare of the practice nurse arrangements is a good example of what can 
be achieved in this area.  The threshold political decision, however, will be to extend 
Medicare cover to selected interventions of professionals who, unlike the practice nurses, 
are independent of the doctor – such as the physiotherapist who is the first contact 
practitioner.  To provide the necessary spread of services in rural and remote areas, all 
members of the healthcare team need access to the full range of funding systems: Medicare, 
salaried staff, patient contributions and blended payments. 
 
With the increasing incidence of chronic disease in the community, it will be essential to 
have ever closer cooperation between the members of this team: doctors, nurses, midwives, 
pharmacists, dentists, oral and allied health professionals.  In rural areas the health 
workforce is already more team-based than in cities, probably because professional 
boundaries are less rigid.  Rural health professionals already have much experience working 
collaboratively to meet patients’ needs – collaboration typically based on established 
trusting relationships between professionals.  Shared infrastructure (including electronic 
records) and collective professional development will enhance this collaboration. 

• encourage and enable flexible workplaces and models of service 
Despite the lower professional barriers that exist, establishing comprehensive and fully-
integrated health practices is harder in more remote areas because of staff shortages and low 
levels of throughput.  Rural health service arrangements need to be flexible and able to be 
varied from place to place to suit local conditions.  Neither fee-for-service nor strict salary 
arrangements are ideal in some circumstances.  In some areas a hub and spoke model with 
guaranteed remuneration for health workers providing outreach services to small 
communities on a part-time basis from a multi-function regional health centre may be a 
more effective funding and service delivery model than fee-for-service.  The reform agenda 
should enable such models of health care as this, which suit remote areas and small rural 
communities and are not based only on the fee-for-service model. 
 
Determining what is best for particular communities will require a collaborative approach 
involving Federal, State and local governments as funders of services and infrastructure, 
health professionals as service providers, consumers as patients and carers, community 
members as taxpayers who expect governments to be accountable, and citizens who wish to 
have a say in how health care services are organised and run. 
 
There have been a significant number of innovative health service programs in rural and 
remote areas over the past 15 years, but without sufficiently rigorous evaluation.  The 
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Alliance seeks an approach that will provide greater equity and consistency across the 
nation.  It would welcome some rationalisation of programs to bring increased effectiveness 
through identifying gaps and overlaps, but without any overall loss of funding.  To ensure 
ongoing sustainability and effectiveness, all programs should incorporate a monitoring and 
evaluation strategy.   
 
Many small rural towns currently lack integrated primary health care services and there are 
many in which it will never be economically or clinically sensible to sustain multiple stand-
alone facilities.  A systematic review of the literature has shown that it is possible to 
describe some of the general characteristics of services which will be sustainable and 
effective in communities of different sizes and types. 
 
 Table 1: A range of health service models that operate in rural Australia1  

 
Location Health Service Model Examples 
Towns with populations 
greater than 5000 

• Discrete services 
• Local specialist 

services 
• Diagnostic services 

• Visiting medical officers 
• Private general practitioners 

and allied health providers 
• Public hospital and 

community health facilities 
Small or defined  
catchment  populations 

• Integrated services 
• Comprehensive 

primary care services 

• Multipurpose service 
• Primary health care team 
• Indigenous community-

controlled health services 
Small rural or remote areas • Outreach or 

telemedicine services 
• Hub-and-spoke model 

of service delivery  
• Fly-in-fly-out services 

• Royal Flying Doctor Service 
• Allied health service (NW Qld 

model) 
• Telepsychiatry 
• Teledermatology  
• Teleotoscopy 

 
The view of one NRHA correspondent is that:  
 

“probably the more one can pack into a 'centre' the better it will be: not just health 
related, but also welfare, distance learning, legal/accounting consults, telepsychiatry 
support – all in a 'community building' available at nominal rent and possibly built 
around the hospital if there is one (which may even have a tennis court or swimming 
pool!).  There will be a centre manager trained in management, and good ICT and 
video links.  The health workers might operate on a retainer/incentive payment basis, 
plus fee for service supported by Medicare and some co-payments.  The centre’s 
infrastructure and support staff would be paid by the Commonwealth and 

                                                 
1 Siaw-Teng Liaw and Sue Kilpatrick (Eds), A Textbook of Australian Rural Health, 2008, Australian Rural Health 
Education Network, Canberra.  The table is based on John Wakerman, John Humphreys, Robert Wells, Pim 
Kuipers, Philip Entwistle, Judith Jones, A Systematic Review of Primary Health Care Delivery Models in Rural and 
Remote Australia 1993-2006, Australian Primary Health Care Research Institute, Centre for Remote Health, 
Flinders University and Charles Darwin University, Monash University Faculty of Medicine, Nursing and Health 
Sciences, the University of Queensland; APHCRI Stream 4 Report, September 2006. 
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State/Territory, with secure ongoing positions to work in support of the local consumers 
and health professionals.”   
 

This vision can be compared with what all too frequently exists at present, described by 
another correspondent as follows: 

 
“We have a federally-funded Clinical School, a federally-funded RFDS Base, a state- 
funded Base Hospital and a very nice private hospital - separated by about 100 metres 
and a boom gate.  It is quite silly that principals from each have never sat down and 
discussed mutual self interest.  Not to mention Catholic Health and aged care and the 
university training nurses and the Base not taking them.  We also have also a very 
large bulk billing commercial ‘GP’ practice using fly-in fly-out OTDs.  Private 
general practices are diminishing in the regional centre and disappearing in the 
outlying towns.  Some entrepreneurs are managing practices with a profit motive - as 
is occurring all over the country: ‘milking Medicare’.  There are enough beds and 
operating theatres – but no cooperation.”    

 
The Alliance welcomes the current emphasis on review and evaluation of the rural and 
remote programs, in the belief that better integration and some rationalisation may be 
possible.  Some of the improvement may be practicable only because of increased 
acceptance by both State/Territory and Commonwealth governments of the need to focus on 
collaboration rather than blame- and cost-shifting.   
 
An insufficient supply of ‘multipurpose infrastructure’ to rural areas (clinic buildings, staff 
accommodation, ICT services) - due in part to uncertainty about which level of government 
is responsible for providing it - continues to be a barrier to the provision of holistic primary 
health care by integrated teams. 
 
Services will be provided more efficiently if there are clearly delineated jurisdictional 
responsibilities as well as accountability measures across all areas of health service delivery.  
Moves towards reform in this regard are already evident in the new generation of Australian 
Health Care Agreements as proposed in the Beyond the Blame Game report. 

• restructure and simplify general practice incentive payments 
There is currently a multiplicity of rural health incentive payments for GPs but they are not 
sufficiently well integrated and not well enough known to all potential rural doctors.  
Furthermore they involve significant red tape and funding is sometimes directed to the 
practice rather than the individual GP.  The proportion of medical earnings that the 
individual retains after deductions for practice costs can vary between 50 and 70 per cent so 
that the effectiveness of a subsidy can be diluted through cost recovery by practice owners.  
Some subsidies depend on the practice bulkbilling, which is a matter for the owners.  Many 
are linked to the fee-for-service Medicare system. 
 
The incentive system is based on the traditional small, doctor-owned family practice fee-for-
service structure which is becoming increasingly less typical of general practice.  A clear, 
simple loading and incentive structure, possibly with a salary option in some circumstances, 
needs to be available to replace the existing model where appropriate. 
 
Incentives and remuneration for rural general practice (ie the Medicare Benefits Schedule 
and various other arrangements) could be graduated according to the degree of remoteness, 
and possibly also a measure of social disadvantage, health outcome and indigeneity.  The 
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loading should be applicable both to the fully qualified health professionals and to those 
engaged in specified training programs.  There also needs to be support for the supervision 
and training activities of the practice, and for its audit and quality and safety work. 
 
The transition to a more unified and simplified system of GP incentives will not be easy 
because the rural health workforce and institutions have adapted and formed around the 
current arrangements.  Inevitably there will be winners and losers and transitional 
arrangements would be required to ensure that no person or community was seriously 
disadvantaged. 

• preserve the viability and safety of small rural hospitals 
Rural hospitals remain a key component of local rural health care.  It is essential that local 
access to quality emergency and acute services is maintained.  Even if the small local 
hospital is not viable in strict economic terms, means must be found for local and timely 
acute care. 
 
Strategic investment in personnel and infrastructure will enhance not only local medical 
services but ensure that other services will continue in small towns.  The existence of a local 
hospital or alternative centre for acute care is a key to attracting and retaining other business 
sectors and professionals. 
 
Small rural hospitals are not only important for the health care services they provide for 
people in their community, but are also key training facilities for future generations of rural 
health professionals and a centre in which a range of health professionals can maintain their 
skills and safety levels.   
 
Strategic reform measures will need to ensure maintenance of the rural hospital system so it 
can continue to provide all of these services in rural Australia. 

• re-invest in rural maternity services 
The Alliance supports the Government’s commitment to planning for national maternity 
services to ensure that a range of birthing options and support services, such as community 
nurses and midwives, are available in rural, regional and remote areas.  Rural women also 
need (and have a right to) ready access to appropriate care in the antenatal and postnatal 
periods.  The promised expansion of the Specialist Obstetrician Locum Scheme will be of 
considerable value in this respect. 
 
The loss of maternity services in a number of smaller towns over the last 10 years has 
resulted in a new social experiment of the most dangerous kind.  For the first time Australia 
is expecting a significant proportion of its new mothers to have their babies at a distance 
from their home and from family and community support.  This is a serious adverse change 
in a time when so much attention in other quarters is being given to how community, family 
and individual resilience can be built up and to the importance of the beginning of life in 
achieving a healthy future.  Part of what is required is to provide support for both mother 
and baby during pregnancy and the birthing experience. 
 
Another risk in this experiment is the effective shift from health professionals to parents of 
the responsibility to make assessments about progress of labour and decisions about when to 
travel to the nearest maternity unit.  The closure of maternity services has led to transfers 
resulting from complications in labour becoming more likely to occur in unplanned or 
inappropriate settings and the increased probability of other sub-optimal outcomes. 
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Consideration should be given to new models of maternity care that would permit the 
reopening of some of the maternity services that have closed.  The capacity for people once 
again to have their babies close to home would be of great social, economic and cultural 
significance.  Upgraded rural hospitals can be a part of this.  

• customise Medicare to make it equitable and universal  
Reform should strengthen Medicare as the centrepiece of Australia’s health system and 
make it more truly universal.  The principle of universality is fundamental to Medicare, the 
Pharmaceutical Benefits Scheme and public hospital care and must be protected.  In remote 
parts of Australia where there is no access to a doctor, there is equally no access to 
Medicare. Reform should rectify the current situation in which the 35 per cent who live in 
non-metropolitan areas access around 15 per cent of the nation’s GPs and receive only 20 
per cent of Medicare rebates, producing a Medicare deficit estimated at $260 million a year.  
While this deficit is no doubt offset by greater use of hospitals in more remote areas and by 
targeted rural and remote health programs, the emphasis needs to be on good primary health 
care for people in rural and remote areas, including health promotion and illness prevention. 
 
Medicare itself is a key vehicle of reform, since what is and is not listed on the Medical 
Benefits Scheme plays a major role in determining which patients see which professional, 
for what intervention and at what cost.  Major changes to the shape of Medicare will be a 
lever and incentive to break down professional and service delivery demarcations, develop 
new career opportunities and, ultimately, facilitate the development of models of health care 
based on multidisciplinary teams.  Care should be provided by whichever member(s) of the 
team are available to deliver it safely and at least cost. 
 
The Strengthening Medicare program is an example of an incentive system which may be 
having perverse results for people in rural areas.  Many of the professionals to whom a GP 
may refer a patient for Medicare-supported care under this program are in short supply in 
rural areas.  If the program increases market (ie Medicare) demand for the services of these 
other professionals in the capital cities and large regional centres, their number in rural and 
remote areas may dwindle still further.   
 
Funding methods other than fee-for-service models may be more effective in some 
circumstances. 

• support international health graduates practising in rural and remote areas 
Australia's dependence on international medical graduates (IMGs) is well known and is 
particularly strong in many rural and regional areas.  IMGs now account for over 25 per 
cent of the rural GP workforce, and over 50 per cent of rural GPs under 45 years old.  
Nurses and other health professionals have also been recruited overseas but not in the same 
proportion of the workforce as doctors.   
 
These international health graduates are an essential part of the rural health workforce and a 
number of concerns need to be addressed.  There need to be better and more uniform 
assessment processes, with consideration also of cultural issues and how training, mentoring 
and supervision by experienced rural clinicians are provided.  The Government should plan 
the introduction of individually tailored support programs for international health graduates 
and their families to help ensure that they are successful, culturally well adapted, safe and 
happy in rural and remote practice. 
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• ensure adequate mental health care for people in rural and remote areas 
Country people are entitled to a fair share of the Government’s investment in mental health.  
Measures should be taken to ensure that the new Medicare items for mental health are 
available – with proportional equity – for people in rural and remote areas.  The serious 
shortage of mental health professionals in rural and remote areas may be a constraint on 
what is possible through the standard programs.  If workforce incentives fail to deliver the 
required mental health staff, alternative models need to be the basis upon which the fair (and 
much-needed) share of mental health work is delivered. 

• include dental care as a necessary component of the health services suite 
The Alliance has an agreed three-pronged proposal for the improvement of access to dental 
health services in rural areas and for reducing long waiting lists.  It consists of increasing 
university dental places, providing scholarships for rural students, and incentives for rural 
practice. 
 
The Alliance also strongly recommends the funding of oral health sections in both the 
Federal Department of Health and Ageing and the Office of Aboriginal and Torres Strait 
Islander Health.  There are many activities that require urgent attention and follow-up by 
staff with public oral health expertise. They include the expansion of dental services through 
Commonwealth funding, Commonwealth participation in the National Oral Health Plan, the 
COAG Health Working Group review of the health workforce, the identification of oral 
health as a critical Indigenous children’s health issue, and oral and dental health aspects of 
work to reduce waiting lists. 

• support people who need to travel to access necessary health services 
There needs to be greater investment in, and greater national uniformity of, the patient 
assisted travel schemes (PATS) currently run by the States.  The schemes should provide 
the same compensation for the same travel and accommodation regardless of which 
jurisdiction the person lives in.  The scope of the schemes should be revised to include a 
wider range of effective health interventions not available locally, including those related to 
illness prevention, early intervention or management (eg antenatal care) and dental 
emergency care, as well as the emergency specialist treatments already covered.  The 
schemes should not only cover travel and accommodation for the patient and carer, but also 
assist other members of the family to cope while patient and carer are away from home. 

2. The growing burden of chronic disease 
Because many of the most serious chronic health problems are amenable to prevention, greater 
investment needs to be made in health promotion and illness prevention.  The Alliance is 
pleased to see the Government’s stronger emphasis on illness prevention and health promotion, 
including the plans to develop a National Preventative Health Strategy to provide a blueprint for 
tackling chronic disease.  Health promotion activities will be more effective if they are people-
centred and community members are involved in their development and implementation. 

Reform is needed to: 

• ensure a whole-of-governments approach to health promotion and illness prevention 
The systemic reform being led by the National Health and Hospitals Reform Commission 
should ideally recognise the broad range of factors influencing good health.  It will be a 
mistake to pursue strategies focused on a narrow understanding of health.  Adequate reform 
and effective health solutions will only occur if policy makers look beyond the health 
portfolio and treatment services.    
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Although it is not in the Commission's power to mandate it, there needs to be increased, 
targeted, whole-of-government investment in the social determinants of health, such as 
housing, ‘healthy’ town planning, fresh affordable food, fresh water, safe roads, workplace 
safety, cultural security, exercise, education and employment opportunity.  If people have 
no hope and no teeth because of poor diet they cannot possibly be healthy.  
 
Empirical studies show that the causes of ill health include a sense of hopelessness, 
isolation, disconnection from community, and a sense of not belonging.  Marmot’s study in 
Britain2 showed that people experiencing lack of control in their lives have a 64 per cent 
higher risk of heart disease, while factors such as smoking, unhealthy eating patterns and 
insufficient exercise increase risk by only 46 per cent.  The specific determinants of poor 
health for Aboriginal and Torres Strait Islander people need to be identified and addressed. 
 
It should be possible to have governments agree on such a broad commitment through the 
Council of Australian Governments and it would need to be ongoing and well-resourced. 

• ensure an early start to health promotion 
Australia must work to develop world’s best-practice programs for supporting pregnant 
women and young mothers and their babies in the first few years of life.  Governments 
should give support to community-led initiatives to promote healthy birth weights and 
breastfeeding.  Access to support from maternal and child health nurses during the child’s 
early years is vital in helping to improve self esteem and the good parenting that prevents 
many later social problems and non-healthy lifestyles, particularly among ‘at risk’ families. 
 
There should be a focus on child and maternal health in areas like managing and preventing 
obesity and establishing a healthy diet and an active lifestyle.  All pregnant women, 
breastfeeding mothers and babies and children in rural (and particularly) remote areas 
should have access to adequate affordable nutritious food.   

• design people-centred methods of care, treatment and management 
The changing balance between episodic acute disease and longer term chronic conditions is 
shifting the emphasis in healthcare from transactions to relationships – from treatment 
involving a brief one-to-one interaction with a doctor, to programs of care that involve a 
variety of professional skills and may extend over many years.   
 
For a number of reasons, including the reduced demand for professional care that would 
result, individuals should be equipped for self-care and disease self-management.  There 
should be greater investment in programs that provide education and structured approaches 
for self-care for individuals and groups to follow.  As well as providing additional 
information and resources, successful health promotion campaigns can enable people to 
gain greater control over their own lives and thus over their health and wellbeing. 

• gain economic returns from investment in health promoting infrastructure 
In rural and remote areas, the social and economic returns achievable through effective 
health promotion are high because there is arguably a greater scope for action: health risk 
factors and unhealthy bahaviours are more prevalent.  
 

                                                 
2 Marmot MG et al. Contribution of job control and other risk rehabilitation factors to social variations in 
coronary heart disease incidence. Lancet, 1997, 350:235-329. 
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The health of people who live in rural and remote areas will benefit substantially from 
improvements in basic infrastructure such as more reliable energy supplies, better water 
quality and waste management, and improved ‘health hardware’ (taps, toilets, stoves, 
washing machines, fridges, etc).  Also, infrastructures that induce healthy behaviours such 
as participation in sports, performing arts, volunteer services and social networking are 
pivotal to preventing physical and mental health disorders.   
 
People in rural and remote areas have less access to appropriate health information and 
professional support and advice, which can lead to unhealthy attitudes, behaviours and 
cultures.  Effective health promotion would address such environmental, cultural, attitudinal 
and behavioural risk factors. 

3. Population ageing 
The ageing of the Australian population is producing a greater number of people requiring 
health and care services and, at the same time, reducing the pool of workforce personnel 
available to provide services.  Overall, the national health workforce is not meeting the 
increasing demand from an ageing and increasingly wealthy Australian population for an ever-
expanding array of treatments, procedures, check-ups and new drugs.  The potential demand for 
services from a heavily-subsidised universal health system is infinite, although it can be 
mitigated to some degree by effective public health measures such as vaccinations, food health 
standards and anti-smoking activities, attitudinal change and structured self-care. 

 
Given the ageing population and the limited supply of health care professionals in the 
workforce, there will be increasing potential demand on each one of them.  Because rural and 
remote areas are already under-supplied, this will bite first and most strongly in those areas.   
 
In the aged care sector itself there is already a shortage of residential aged care places in rural 
and regional areas, a serious shortage of staff, and particular problems with management of the 
residential aged care system due to lower income and assets levels among the elderly and higher 
business running costs.  Because the capacity of rural facilities to generate revenue streams is 
lower, many facilities in more remote areas find it difficult to be economically sustainable and 
to attract staff.   Reform will identify incentive, funding and other assistance schemes tailored to 
build the aged care service capacity in rural and remote areas.  
 
Where staff recruitment and retention are concerned, rural aged care facilities suffer the double 
disadvantage of competition with the acute care sector and the greater shortage of nurses in 
more remote areas.  Reform measures to enable aged care facilities to recruit and keep skilled 
staff could include incentives for staff recruitment and professional development, as well as 
support for e-learning and distance education. 

Reform is needed to: 

• redesign provision of health services  
New health systems will be needed to serve the many more old people, including the frail 
aged, and the growing number of people with chronic illness, some of whom will have 
survived the onset of heart disease or cancer.  Our current system of separate and distinct 
services fails to deliver what an increasing number of patients need, namely continuity of 
care, seamless boundaries and a care management focus on the patient rather than a 
management focus on the different types of providers.   
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It will therefore be necessary to redesign some of the health service systems in operation 
and part of this will be the institutional changes (eg to Medicare) and the workforce changes 
discussed above. 

• take account of higher costs of service delivery in rural and remote areas 
Any given unit of healthcare is likely to be more expensive to deliver in rural and remote 
areas, due to larger distances and smaller populations.  Many Commonwealth and State 
programs have already accommodated the need for rural and remote loadings to allow for 
this.  In some cases, however, the higher costs are not covered.  For example, the logistical, 
personal and financial implications of clinicians having large geographic areas to cover have 
to be fully understood (and allowed for in terms and conditions) if their services are to be 
safe, sustainable and potentially attractive to the health professionals involved. 

4. Costs and inefficiencies generated by blame and cost shifting 
The Alliance acknowledges the work of the Commission in this area and has welcomed the 
approach recommended by the Beyond the Blame Game Report. 
 
In particular the Alliance supports a re-styling the Australian Health Care Agreements 
(AHCAs) to cover some of Australia’s major health and health care challenges that are outside 
the public hospitals, including: clarification of Commonwealth and State accountabilities; 
inclusion of clear benchmarks for hospitals and other health services, including mental health 
and dental health services; re-orientation of the acute care system to achieve increased focus on 
prevention, chronic disease management, care-coordination and multidisciplinary practice; 
prioritisation of Aboriginal and Torres Strait Islander health and annual reporting by the Prime 
Minister on Indigenous life expectancy; and reporting of rural, remote and metropolitan 
differences on all indicators.  
 
The Alliance notes that the recommendations do not address the inconsistencies and inequities 
relating to patient assisted travel schemes (PATS) and hopes the Commission will consider 
reform to PATS as part of its ongoing deliberations 

5. The escalating costs of new health technologies 
The reality of technical change, which has potential to significantly impact on the way health 
services are delivered, is another important driver of reform.  There is a longstanding hope that 
this will be to the advantage of people in rural and, especially, remote areas.  A potential 
obstacle is the fact that the main network provider is a company in the private sector, driven by 
the need to maximise profits and its share price. 
 
Many aspects of information and communication technology (ICT) are potentially of substantial 
benefit to rural people in need of, or undergoing, health care and to their service providers.  
High speed internet connections can provide point-of-care linkages between local health care 
providers and specialists at a distance, and directly between patients and clinicians at a distance.  
Telehealth systems have the potential to save lives in medical emergencies such as heart attacks, 
as well as improve health service efficiency, access and convenience for the consumer, thereby 
reducing inequities in service delivery to rural and remote areas.   
 
ICT systems are also important in providing access to best practice and continuing professional 
development for professionals in more remote areas and this is the area in which new 
technologies have already provided very great benefits.  
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Reform is needed to: 

• ensure that residents of rural and metropolitan areas have equal access to ICT  
Developments in information and communication technology (ICT), such as broadband, 
have not to date brought the same gains to rural as to urban people.  The necessary 
infrastructure is generally first made available in capital cities, where population densities 
are higher and returns greater, before it is extended to rural and then remote areas.  
 
The Alliance is a strong supporter of the Government’s commitment to improved 
broadband, especially if access can be provided to the 2 per cent who usually miss out as 
well as to the 98 per cent who are the beneficiaries of most of the developments of the past 
several years.  If this is to be the case, investment of substantial and ongoing resources will 
be required.  Access to broadband must now be seen as a fundamental citizen's right and all 
people in rural and remote Australia should have ICT infrastructure that provides world-
class speed, connectivity and coverage at affordable prices. 

• ensure that equivalent telehealth benefits are delivered to rural and remote areas 
In some areas of the health sector telehealth can provide more and better services, with one 
of the corollaries being increased centralisation of services in those functional or disease 
group areas.  Some will see such centralisation as a negative outcome but the Alliance takes 
the view that if affordable access can be achieved by technological means, this is the second 
best alternative after local person-to-person contact.  It has the advantage of enabling the 
patient to remain in or close to their home. 

• structure service centres to maximise their potential to benefit from ICT 
The Productivity Commission has reported that larger groupings of practitioners are not 
only better able to deal with changing demands on their time and skills, but also provide a 
better critical mass for investment in modern ICT systems.  This is of little or no consolation 
to people in more remote areas where there will never be large groupings of clinicians. 
 
It is, however, possible and most desirable to develop the infrastructure of services in such a 
way as to be compatible with inputs through information and communication technology. 

Additional priorities 

6. Indigenous health 
While the Indigenous health challenge is a national issue, the Alliance has a particular interest 
because 70 per cent of Aboriginal and Torres Strait Islander people live outside the major cities.  
One of the most important outcomes from health system reform will be an improvement in the 
health of Australia’s Indigenous peoples.   
 
The priority the Prime Minister has given to Indigenous health and his commitment to report on 
Indigenous health status annually reflects a suitably high priority for this issue.  The impact of 
health system reform on Indigenous health outcomes should be one of the key evaluative 
features of that reform. 
 
Delegates at the 9th National Rural Health Conference in March 2007 heard that with the right 
approaches it will be possible to halve the life expectancy gap for Indigenous Australians over 
ten years.  The Close the Gap campaign, to which the NRHA has signed up, has set for itself the 
goal of equal health for Indigenous people within a generation. 
 



 21

Whatever timeline is agreed, there can be no doubt that improving Indigenous health and well-
being remains Australia's most urgent social challenge. 

Reform is needed to: 

• ensure that the health of Aboriginal and Torres Strait Islander people is given whole-of-
government priority status 
Indigenous health must be a priority, not only for Health Departments but for all 
Government agencies at all levels.  Most Indigenous health problems do not arise 
fundamentally from biological or health deficiencies, but from inadequacies that are the 
province of a range of Government departments, including those responsible for housing, 
employment, education and health.  The Alliance asserts the need for a generation-long, 
‘whole-of-governments’, collaborative and well-funded effort to bring equal health to 
Aboriginal and Torres Strait Islander people. 
 
The Alliance is a signatory to the Close the Gap campaign led by the National Aboriginal 
Community Controlled Health Organisation (NACCHO) and Oxfam.  NACCHO is a 
Member Body of the NRHA.  Its Health Equity Plan spells out the specific ways in which 
the estimated $460 million a year extra funding for primary health care for Indigenous 
people should be spent.  These include additional support for health-related infrastructure, 
Indigenous health workforce development, Indigenous community-controlled health 
services and greater accessibility of mainstream health services for Indigenous peoples. 
Following the National Indigenous Health Equality Summit (March 2008), a set of 
evidence-based targets for action and investment is currently being developed, and due to be 
delivered to the Australian Government and COAG in June.  

• effectively use research to implement change 
There is no need for repetitive research to show that Aboriginal health is poor.  Research in 
Indigenous health should now focus on informing the policy process and how to make 
necessary changes. What is known must be applied.  More should be done to investigate and 
learn from the experiences of other countries, such as the Indian Health Service in the US, 
where the life expectancy gap is down to less than three years. 

• address particular determinants of health for Aboriginal and Torres Strait Islander people 
There needs to be greater recognition of the particular additional determinants of ill-health 
with which Aboriginal and Torres Strait Islander people are faced, including a history of 
colonisation and welfarism, economic and educational disadvantage, cultural dislocation, 
social exclusion, loss of traditions and social structures, in some cases imposed separation of 
families, enforced removal from traditional lands, and ongoing lack of resolution regarding 
land rights and reconciliation. 

• ensure community consultation in development of Indigenous health programs 
Programs for Indigenous people require a partnership with the community and support 
through advocacy and example from community leaders.  There should be a major focus on 
health promotion to address poor nutrition, smoking and excessive use of alcohol – risk 
factors which contribute significantly to chronic disease. 

7. Small rural and remote communities 
Rural and remote communities, and their industries, are vital to Australia’s economic, social and 
cultural identity.  There are many small settlements in rural and remote Australia, including 
Indigenous outstations, where services are sparse or even non-existent.  The ways in which 
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some of these small communities contribute to Australia’s security, reputation and national 
prosperity has been recently documented.  People in these communities have a right to health 
services and the necessary supports for a healthy lifestyle. 

Reform is needed to: 

• devise a national approach to the sustainability of small rural and remote communities 
The common trend is for gradual centralisation of services and assets in regional centres and 
near the coast, with inland agricultural and pastoral regions experiencing a slow loss of 
population and services.   
 
An independent inquiry into the sustainability of Australia’s rural and remote communities 
would canvass policies and programs to enhance the sustainability of these communities and 
the resilience of their people.  Services in communities are a natural result of prosperity.  
Investment in the sustainability of these communities will bring inherent benefits in health 
and wellbeing. Additionally, well sustained communities are more likely than struggling 
communities to attract services and a professional workforce.   

• ensure access to health services for residents of small and remote communities 
In many small towns it is not economically possible or clinically sensible to maintain the 
levels of service that exist in larger towns.  A comprehensive program for reform of the 
Australian health sector will include proposals for how health services are to be provided – 
in creative and cost-effective ways – to people who contribute to Australia’s economy, 
resource management and cultural perceptions and who live in very small settlements.   
 
At the higher, regional, level there need to be sufficient numbers of towns of sufficient size 
to be the hubs for services to the surrounding area.   

8. Medical indemnity and no-fault long-term care costs 
Medical indemnity premium costs have been a concern since the late 1980s.  The cost of future 
care for someone who has a catastrophic disability is one of the main drivers of premiums for 
medical indemnity, particularly among doctors who deliver babies.  While there are a small 
number of children who are harmed by negligence in birth, it is often very difficult to work out 
which they are.  The great majority of cases of cerebral palsy arise in cases where there is no 
evidence of birth asphyxia. 
 
Many of the resources of the legal system go into arguing about this, to the cost of us all and to 
the benefit of no-one except the legal profession.    
 
With rural health services stretched to breaking point, the additional medical indemnity 
premium costs payable for those who provide services where there are higher risks of long-term 
harm, often result in doctors withdrawing from the provision of these services altogether.   
 
The impact of a small number of cases involving high levels of disability is very great and the 
care costs component is the single main contributor.  The tort system provides the only means 
of meeting these costs (beyond the social security system) where there is no specific ‘no-fault’ 
provision.  Under the tort system, such costs are usually paid as a single lump sum payment.  
The problems for disabled consumers, their carers and the community with lump sum provision 
for this care have been well-documented over several decades by various inquiries. 
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In the motor vehicle accident arena, these problems have resulted in a number of States taking 
these costs out of the tort system and providing long-term care and rehabilitation costs for 
catastrophic injuries on an ongoing basis for the duration of the person’s need.  These models of 
care have allowed much better assistance to be provided to people who suffer these terrible 
disabilities, without the costs associated with the legal system.  It reduces the variability and 
size of costs for insurers and, in turn, makes premium costs more predictable and, hopefully, 
lower. 
 
The Commonwealth Government already provides a significant contribution to the costs of the 
present tort system relating to medically-related catastrophic disabilities, through its various 
medical indemnity support arrangements.  It would be more equitable to have such support 
going directly to meet the needs of people who suffer catastrophic disabilities.  With the level of 
legal and administrative costs associated with the tort system, it is likely that a move to a no-
fault system for these costs could not only be more equitable but provided more cost effectively. 
 
It is understood that work was undertaken for the previous Government by PriceWaterhouse 
Coopers to look at the likely costs of a national no-fault system for long-term care costs, and 
that this showed that it was both feasible and economically possible.  
 
This option should now be considered.  To have a major beneficial impact in rural and remote 
areas, a first priority would be for this to cover those people who are injured in medical 
misadventures and children born with cerebral palsy.  (More details of the case for a no-fault 
insurance scheme, particularly as they relate to maternity services, are at Attachment 3.) 
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PART B  
 

A NATIONAL AGENDA FOR THE FUTURE 
 

An evidence base for rural and remote health 

Regrettably the current evidence base relating to rural and remote health interventions is 
deficient in many respects.  Australia is recognised as a world leader in rural and remote health 
education and training, but our rural and remote health research is still relatively piecemeal and 
generally consists of short-term projects based on limited short-term funding.   
 
An indicative list of potentially valuable new research activities in rural and remote health is at 
Attachment 2. 
 
Steps towards a sound evidence base for rural and remote health will include: 

Investing in capacity for rural research 
At a national level, rural and remote health research is led by the National Health and Medical 
Research Council (NHMRC) and the Australian Institute of Health and Welfare (AIHW).  The 
Alliance proposes that the NHMRC invest 20 per cent of its research funds in research directly 
related to rural and remote health.  There should be appropriate rural and remote representation 
on the Council of the NHMRC, its Research Committees and in its general activity.   
 
Importantly, too, there should be augmentation of the AIHW’s capacity to undertake its rural 
and remote health research stream.  The AIHW could be engaged to prepare regional health 
reports identifying population health, service utilisation and total government spending to 
inform governments and the public of the regional distribution of resources. 

Developing a more accurate profile of rural health status 
There are many unanswered questions about the exact nature and distribution of the poorer 
health that is revealed in general data relating to overall rural health status.  A clear picture 
identifying particular locations where health is worse, why it is worse, how people are 
differentially able to respond to a range of health conditions, and how the figures are affected by 
selective population movements to and from cities would greatly assist governments and policy 
makers to develop programs and strategies for making a real difference to the health of those 
rural people whose health status most warrants intervention.   

Building the evidence base on health services in rural and remote areas 
The health of people in rural and remote areas could be substantially improved if successful 
service models were applied more widely.  Despite the significantly increased investment by 
Government in health services in non-metropolitan areas over the past decade, there has been 
limited evaluation of their quality and efficiency.   
 
There is also a lack of evidence about the location of clinical need in rural areas, the impact on 
health outcomes of a number of environmental and other public health risks, and the effects of 
selected interventions in particular disease states.  The factors that determine remuneration and 
the employment market for health professionals in rural areas need to be better understood.  
People in country areas would be better and more efficiently served if there was good evidence 
on these issues.  Regional health authorities would welcome evidence about effective (and 
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ineffective) programs and, so equipped, would be able to invest with confidence and reduce 
waste.  

Improving health research infrastructure 
Improved health research infrastructure and quarantined funding would not only help to 
improve the health research effort in rural and remote Australia: it would also help support the 
recruitment and retention of its clinicians.  They would be better able to maintain and develop 
appropriate knowledge and skills.  It would also foster a culture of enquiry and continual 
improvement that would encourage rural health services to adopt new models of care.  

Developing a national strategic approach to rural and remote health research 
A funded national strategic approach to rural and remote health research should build on the 
existing infrastructure in rural, regional and remote areas.  It should encompass all institutions 
in which research and evaluation is undertaken, including academic bodies and service 
providers.  The research should include participatory and action research, as well as more 
theoretical inquiry.  

Using evidence to understand and address health workforce shortages 
The Alliance would like to see more research into the reasons for health workforce shortages 
and the relative effectiveness of various incentives to rural practice.  The workloads of doctors, 
nurses and allied health professionals – and how they relate to and intersect with each other – 
should also be explored in more depth.   
 
In particular little has been done to understand the extent, causes and impact of allied health 
workforce shortages.  Some of the causes will be those shared with the medical and nursing 
workforces, but allied health is an area crying out for validation and a stronger evidence base.  
There also needs to be sufficient statistical information to allow separation of data on nursing 
and midwifery. 
 

A national rural health plan 

The Alliance sees the recent review of the Healthy Horizons framework by health jurisdictions 
and the National Rural Health Alliance as an important step towards the development of a 
national rural health plan.  There are competing interests and visions of what should now be put 
in place but the existence of detailed and quantitative rural health plans at State and Territory 
level attests to the practicality and value of such an approach. 
 
Healthy Horizons has been valued by rural and remote people and their health jurisdictions.  It 
has been a high level strategic framework and the new rural health plan should include more 
detailed and programmatic elements, specific commitments as well as Federal Budget costs and 
targets, in order to ensure that the rural health sector benefits from well-informed and well-
planned reform measures.  
 

A Rural Health Service Commitment  

At the launch of the Alliance’s 2007 Election Charter, the now Minister for Health said that a 
Labor Government would consider the possibility of including a rural health service 
commitment in the next Australian Health Care Agreements.  The Beyond the Blame Game 
report does not include such a commitment, although it does require reporting of rural, remote 
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and metropolitan differences on all indicators.  Once this information is to hand, it might be 
appropriate to revisit the idea of a Rural Health Service Commitment.  
 
Reform measures could be focused on meeting such a commitment.  It could be a three-sided 
commitment which asserts the responsibility of governments to serve their constituents with 
equity, the responsibility of individuals to make appropriate choices about health and lifestyle, 
and the responsibility of the health system to help people of all ages become more self-reliant 
and better able to manage their own health care needs.  The commitment would be part of the 
national rural health plan and would spell out headline performance indicators to be achieved 
through collaborative action between the three partners. As well, it would recognise some of the 
particular characteristics and challenges of providing services to rural and remote areas.  
 
A Rural Health Service Commitment might have a preamble along these lines:  
 

The Australian Government commits to providing to all rural and remote communities, 
either directly or through State, Territory and local governments, such services and/or 
supplementary supports as are necessary to enable the residents of these communities to 
enjoy an equivalent health status to those living in metropolitan areas. 
 
Rural communities will similarly commit to participating in consultation with 
governments and service providers to identify the particular characteristics of their 
community and locality as well as their particular health needs, and to cooperate with 
governments in the delivery of services suitable for the residents of their communities. 
 

Responding to the Rural Health Workforce Audit 

The Alliance was a contributor to the recent audit of the rural health workforce conducted by 
the Department of Health and Ageing.    Entitled Improving the rural and remote health 
workforce, the Alliance’s submission constitutes a blueprint for health workforce reform which 
asserts that an adequate supply of safe and high-quality health care to people in rural and remote 
areas is possible, provided attention is given to both the number of health personnel and the 
quantity and mix of care provided.   
 
The free market and fee-for-service alone will not deliver fair amounts of health care where 
populations are small and distances vast.  The focus must be on Government planning and 
management, the need to moderate demand for health care and health professionals, and the 
need to increase supply and manage distribution of health care.  It proposes rural development 
and redesign of training systems as central components of a strategic approach to balancing 
demand and supply.  The submission addresses particular issues relating to a range of sectors 
and professions and provides practical approaches and recommendations that well complement 
the set of principles outlined in part A of Equal health through systemic reform.  
 
The Commission is asked to regard Improving the rural and remote health workforce (at 
Attachment 4) as an integral component of the Alliance’s overall submission. 
 
The Alliance encourages the Commission to adopt the Alliance’s vision of equal health for all 
Australians by 2020.  
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Attachment 1 
 

Member Bodies of the National Rural Health Alliance 

 
ACHSE Australian College of Health Service Executives 

ACRRM Australian College of Rural and Remote Medicine 

AGPN Australian General Practice Network 

AHHA Australian Healthcare and Hospitals Association 

AHPARR Allied Health Professions Australia Rural and Remote 

AIDA Australian Indigenous Doctors’ Association 

ANF Australian Nursing Federation (rural members) 

APA (RMN) Australian Physiotherapy Association Rural Member Network 

ARHEN Australian Rural Health Education Network Limited 

ARNM Australian Rural Nurses and Midwives 

CAA (RRG) Council of Ambulance Authorities - Rural and Remote Group  

CRANA Council of Remote Area Nurses of Australia Inc  

CRHF 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 

RACGP 
(NRF) 

National Rural Faculty of the Royal Australian College of General Practitioners 

RDAA Rural Doctors’ Association of Australia 

RDN Rural Dentists Network 

RFDS Royal Flying Doctor Service of Australia 

RGPS Regional and General Paediatric Society 

RHWA Rural Health Workforce Australia 

RIHG Rural Indigenous and Health-interest Group of the Chiropractors’ Association 
of Australia 

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 
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Attachment 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. 

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 use them. 

HEALTH OUTCOMES 

7. Common risk factor analysis 
Investigate common risk factors for 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 leading 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), encompassing 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 focus on impacts and outcomes, 
as distinct from compliance and inputs evaluation. 

14. Health access information 
Support more timely reporting of MBS data comparing access to Medicare in metropolitan 
and rural/remote areas. 

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 attitudes to 
planning for families and numbers of births.  The research could also capture travel 
arrangements, identify cots shifting to families and increased risks (eg road births), 
and investigate the relationship between the need to birth a long distance from home 
and adverse maternal and family indicators (eg postnatal depression). 

17. Effective patterns of rural/remote health service delivery 
Compare health service delivery in a selection of individual communities across Australia 
with a view to identifying the key components of health service arrangements and 
collaborations that work well and those that don’t. 

HEALTH DRIVERS 

18. 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. 

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

20. Chronic disease self-management 
Investigate the appropriateness of various methods of managed self-care for people in rural 
and remote areas. 
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Attachment 3 
 

No-fault insurance and maternity services3 

 
The Professional Indemnity Review undertaken by the Commonwealth Government between 
1991-1995, chaired by Fiona Tito, identified the costs of future care where someone had a 
catastrophic disability as being one of the main drivers of premium for medical indemnity, 
particularly among doctors who delivered babies.  While there are a small number of children 
who are harmed by negligence in birth, it is often very difficult to work out which children they 
are.  The Final Report of the Professional Indemnity Review stated, in paragraph 10.36: 
 

Epidemiological and other research published in the late 1980s indicated that the great 
majority of cases of cerebral palsy arose in cases where there was no evidence of birth 
asphyxia - with only around 6%i- 9%ii being associated with birth asphyxia where there 
were no other complications such as congenital abnormalities.  The Western Australian 
data has indicated a similar figure of around 8%iii.  Data have also showed that birth 
asphyxia was much more strongly associated with death of a baby, rather than survival 
with cerebral palsyiv.  Data also indicates that the signs of fetal distress or asphyxia may, 
in some cases, merely indicate the existing presence of cerebral palsy rather than result in 
it.v 

 
Many of the resources of the legal system go into arguing about this, to the cost of us all and to 
the benefit of no-one except the legal profession.   
 
There are also other cases, where adults and children at different times suffer injuries in health 
care that give rise to profound disabilities, sometimes through health care services that are 
necessary to save their lives.  In our vast country, with rural services stretched to breaking point, 
the additional medical indemnity premium costs payable for those who provide services where 
there are higher risks of long-term harm often result in doctors withdrawing from the provision 
of these services altogether.   
 
The impact of this small number of cases involving high levels of disability is very great and the 
care costs component is the single main contributor. For example, during the last medical 
indemnity ‘crisis’ in the first half of this decade, the Report of the AHMAC Legal Reform 
Working Group, chaired by Professor (now Justice) Marcia Neave, stated: 
 

[7.39] … The number of large medical indemnity claims incurred in any one year is 
small, but the financial impact of these cases is significant. Some of this data was 
summarised in Chapter 3. The ACT public sector data shows that in the past 10 years, 
only three cases commenced over that time have been paid or estimated at over $1M, 
but the costs associated with the cases exceeds 45% of the total cost.vi 
 
7.40 The contribution of care costs to this total is also very significant. Results of 
the NSW survey of its Treasury Managed Fund (TMF) cases set out in Table 6.1 show 
that 45.5% of costs of cases over $1M were related to care costs. In the recent Simpson 
judgment in NSW, $6.5 million was awarded for future attendant care costs. If all past 
and future care and rehabilitation-related expenses were included, the proportion of 

                                                 
3 Many thanks to Fiona Tito and Barbara Vernon for inputs to this section. 
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damages payable in this case for these costs exceeded 80%. It has been estimated by 
Trowbridges that care costs comprise around 25% of MDO premium costs.vii 
 
7.41 NSW TMF data showed settlements for severe brain damage of neonates or 
infants increased from around $2 million in 1992 to $7 million in 1999, which is 
broadly consistent with the pattern of award increases. The single biggest component 
in these increases is ever growing amounts awarded for care costs, including home, 
vehicle and other modifications, rehabilitation expenses and the traditional ‘personal 
and attendant care’ costs. These have been increasing for a range of reasons.   
 

The long-term care costs of all those who require it are, in one way or other, borne by our 
society.  The tort system provides the only means of meeting these costs (beyond the social 
security system) where there is no specific ‘no-fault’ provision.  Under the tort system, such 
costs are in the vast majority of cases, paid as a single lump sum payment.  The problems for 
disabled consumers, their carers and the community with lump sum provision for this care have 
been well-documented over several decades by various enquiries. 
 
In the motor vehicle accident arena, these problems have resulted in a number of States taking 
these costs out of the tort system and providing long-term care and rehabilitation costs for 
catastrophic injuries on an on-going basis for the duration of the person’s need.  These models 
of care have allowed much better assistance to be provided to all people who suffer these 
terrible disabilities without the costs associated with the legal system.  It reduces the variability 
and size of costs for insurers and makes premium costs more predictable and hopefully lower. 
 
The Commonwealth Government already provides a significant contribution to the costs of the 
present tort system relating to medically-related catastrophic disabilities, through its various 
medical indemnity support arrangements for doctors.  The  High Cost Claims Scheme and the 
Premium Support Scheme are both essentially industry support  provided by the 
Commonwealth Government (and thus Australian taxpayers) to the medical defence industry to 
remove the financial risk of large claims from them and onto tax payers.  It would seem more 
equitable to have such support going directly to meet the needs of people who suffer 
catastrophic disabilities.  With the level of legal and administrative costs associated with the tort 
system, it is likely that a move to a no-fault system for these costs could not only be more 
equitable but provided more cost effectively. 
 
It is understood that work was undertaken for the previous Government by PriceWaterhouse 
Coopers, to look at the likely costs of a national no-fault system for long-term care costs, and 
that this showed that it was both feasible and economically possible.  
 
In New Zealand, in addition to no-fault compensation, a comprehensive consumer complaints 
process in maternity has been introduced, which involves face-to-face mediated consultation 
between affected consumers and the relevant clinicians.  This is said to be highly successful in 
meeting consumer needs to understand what happened to them and why.  This in turn means 
that few cases proceed to litigation. 
 
The fact that indemnity support has not been provided to midwives has had at least three 
effects.   
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Firstly, the relatively small number of private midwives in practice has fallen since 2001 - and 
there has been an increase in unassisted births by women who refuse to access mainstream 
maternity care and who previously accessed a private midwife.   
 
Agencies which used to fill temporary vacancies in hospital rosters with qualified and current 
midwives have been unable to buy indemnity for any midwifery care – with the result that 
hospitals are now routinely substituting midwives with non-midwives (RNS and ENS) in 
order to keep wards open.  The midwives on duty are then responsible for ‘supervising’ the 
non-midwives and are legally accountable if anything goes wrong.  This is adding to 
workplace stress (and absenteeism) as well as compromising care to women.   
 
Third, universities are finding it very costly to purchase indemnity to cover the clinical 
education of students of midwifery.  This is resulting in limited places despite high demand to 
join the profession and a national workforce shortage, estimated to be 1,850 in 2002 by 
AHWAC and likely to have worsened since then.  
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