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Background 

Government policy is used to enhance health workforce and to facilitate equitable access to health care 
across regions as well as between rural and urban areas. For example, policy can create incentives for 
health graduates to take up rural or remote positions by waiving higher education debt. For policies to 
be most effective they need be based on an unbiased classification system that recognises areas of 
greatest health workforce need.  

In August 20121 the Senate Community Affairs References Committee (SCARC) noted that the 
Australian Standard Geographical Classification for Remoteness Areas (ASGC-RA) is unsustainable for 
the purpose of allocating workforce incentives. It has been suggested that it is replaced with a structure 
that considers more up-to-date geographical, population, workforce, professional and social data to 
identify locations for workforce recruitment and retention incentives. Although SCARC is supportive 
of the methodology and suggested outcomes of the Humphreys model, that model is based on medical 
workforce data which may not be applicable to the allied health workforce. SCARC noted disparity in 
support provided to allied health professionals and medical practitioners for work outside cities. 

Aim of the study 

To use existing allied health workforce data to examine the validity of models of geographical 
classification employed for the allocation of workforce incentives to attract allied health professionals to 
rural and remote areas. As such, questions one can ask include: (i) How is workforce developing in 
remote areas versus urban areas?; (ii) Are there differences between the professions?; (iii) What could be 
the underlying mechanisms for workforce differences (and could this impact on health service models)?; 
(iv) Do same size townships experience similar issues and have identical workforce needs over time?; 
and, (v) What is the current evidence about workforce incentives? 

Method 

Census data from 2006 and 2011 were analysed in six steps: (i) Comparing the size of the urban, rural 
and remote allied health workforce; (ii) Comparing the nature of change in the relative size of the 
remote allied health workforce with changes in the medical and nursing/ midwifery workforces; (iii) 
Estimating the contribution of migration to the change in size of the remote allied health workforce; (iv) 
Comparing the contribution of urban to rural/remote migration of the allied health workforce with the 
medical and nursing/ midwifery workforces; (v) Comparing the relative migration rates of allied health 
professionals by age, gender and marital status; and (vi) Comparing age, gender and marital status 
profile of ‘migrators’ to that of the national workforce in each subsector.  

Analysis was also performed of the Combined Allied Health Workforce (CAHW) data. This data set 
provides a rich source of information about the allied health workforce that goes beyond that found in 
the census data. Together the data sets provide important information about the nature of the rural and 
remote allied health workforce. Several papers have already been published using that data; however, 
analysis is ongoing in relation to questions about the factors influencing job satisfaction and retention. 
Using the same questionnaire, CAHW data was collected between 2008 and 2010 in rural and remote 
New South Wales1, all of South Australia2, Northern Territory3 and Tasmania (each survey had ethics 
approval). It included rural as well as urban-based professionals from 25 occupations. CAHW survey 

                                                      

1 http://nrha.ruralhealth.org.au/cms/uploads/publications/summary%20for%20website%2025%20august.pdf 
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data include demographic characteristics, employment, education, and recruitment and retention 
characteristics of 4,921 respondents.  

Results 

Census data were categorised for medicine, nursing and midwifery, and the following allied health 
professions: 

 chiropractors and osteopaths 

 complementary health therapists 

 counsellors 

 dietitians 

 health diagnostic and promotion professionals 

 health therapy professionals 

 medical imaging professionals 

 medical laboratory scientists 

 occupational therapists 

 occupational and environmental health professionals 

 optometrists and orthoptists 

 other health diagnostic and promotion professionals 

 pharmacists 

 physiotherapists 

 podiatrists 

 psychologists 

 social professionals 

 social workers 

 social and welfare professionals 

 speech professionals and audiologists 

 welfare, recreation and community arts workers. 

In 2006, the number of allied health professionals in remote, rural and urban Australia was 4683, 
25663 and 127066, respectively. In 2011 these numbers increased to 5922, 42218 and 159604, 
respectively. Whereas allied health in remote Australia increased by 26%, the medical workforce 
decreased by about 10%, the nursing workforce decreased by about 5%.  

All allied health growth during 2006-2011 can be attributed to migration, and migration growth can be 
attributed to people coming from major urban areas. Data indicate that migration was mainly driven by 
the very young (aged <30 years), many of whom were married. Although for most professions there were 
no marked differences between rural and urban in the percentages of specific categories of allied health 
professionals, there were significant difference between remote and urban areas as shown in Tables 1 
and 2.  

The biggest allied health workforce increases were recorded for occupational & environmental health 
professionals (increase 128%), dieticians (48%), social workers (36%) and welfare workers (34%). The 
biggest decreases in major professions were medical imaging (down 14%), and speech pathology and 
audiology (down 11%). Many allied health professions decreased in numbers, including rehabilitation 
therapists such as physiotherapy and occupational therapy. 
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Table 1 Percentages of allied health professions in 2006 per type of location** (i.e., remote, rural 
or urban), and differences between remote and urban locations for each of the 
professions 

 

** Not all professions have been included in this Table (e.g., chiropractors, osteopaths and alternative medicine) so columns for 
each type of location do not add up to 100%. 

Table 2 Percentages of allied health professions in 2011 per type of location** (i.e., remote, rural 
or urban), and differences between remote and urban locations for each of the 
professions 

 

** Not all professions have been included in this Table (e.g., chiropractors, osteopaths and alternative medicine) so columns for 
each type of location do not add up to 100%. 
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The CAHW dataset contains a large number of variables on a large number of respondents. Although 
there were similarities between urban-based allied health professionals and their rural and remote peers, 
there were also differences. For allied health professional in the rural and remote public sector, ordinal 
logistic regression analysis showed that feeling part of a multidisciplinary team was positively associated 
with ‘job satisfaction’ [OR (95% CI) = 2.23 (1.16, 4.29); p = 0.0025] and with ‘intention-to-stay’ [OR = 
1.32 (0.72, 2.41); p = 0.0019]. Other predictors of job satisfaction for this group were ‘work makes a 
difference’ [OR (95% CI) = 2.88 (0.38, 22.09); p = 0.0388], ‘work valued by the community’ [OR (95%) 
= 2.81 (1.28, 6.14); p = 0.0313] and being ‘sole practitioner’ [OR (95% CI) = 2.44 (1.39, 4.28); p = 
0.0018]. The latter was also associated with the intention to stay [OR (95% CI) = 2.07 (1.37, 3.14); p = 
0.0006]. 

Factors generally consistent across metropolitan and inner regional as well as rural and remote areas, 
and that were associated with intention-to-stay, were ‘having dependents’ [OR = 2.35 (2.11, 2.61); p = < 
0.0001], ‘enjoy living in the local community’ [OR = 4.21 (2.69, 6.60); p < 0.001] and feeling that ‘work 
makes a difference to the community’ [OR = 4.29 (2.66, 6.92); p < 0.001]. Meanwhile, allied health 
professionals who answered either ‘agree’ or ‘strongly agree’ to the statement ‘you feel burnt out’ were 
half as likely to remain in their positions [OR = 0.48 (0.43, 0.55); p < 0.001], which is not surprising. 

Discussion 

Australian Standard Geographical Classification for Remoteness Areas (ASGC-RA) is not sustainable 
for the purpose of allocating workforce incentives. The newly proposed geographical classification 
model is a static model, based on indicators at a point in time and does not consider changes that occur 
over time due to patterns of labour migration and social networks between rural and remote locations, 
or differences between locations that may have similar population sizes (e.g., differences in 
environmental factors, age of population). For example, in Victoria, Wodonga and Warrnambool are 
comparable in population size (slightly under 30,000 people in 2006) and distance to Melbourne, yet 
2011 Census data show that Wodonga experienced twice the growth. It has been predicted that 
Wodonga will experience a growth of 44.77% from 2013 until 2031, whereas Warrnambool is expected 
to grow by 27.90%.2 So what does this mean for planning of future health services, particularly when 
there is going to be a difference in settlement rates of older people who have or are at risk of developing 
chronic disease? On the flip side, the recruitment of young graduates may be less problematic for 
Wodonga than for Warrnambool due the close proximity of two universities that offer a variety of allied 
health courses.  

Census data show that the allied health workforce is not homogenous and that there is a remote and 
urban distribution inequity for most professions, with many allied health professions in remote 
locations of Australia declining in numbers. So, what does this mean for remote health services? Is it 
possible that the population in some remote areas show a similar decline, or that health agencies utilise 
telehealth, FIFO services or allied health assistants? Or do health-service models need to make better use 
of existing workforce, migration patterns, and workforce incentives?  

Migration seemed to be driven by the very young (aged <30 years), and many migrants were married. 
This may suggest couples (or very young families) moving to remote areas, although a problem appears 
to be that migration favours those professions that are already well represented. It is possible that some 
moved from the city to remote locations due to jobs of their spouses (e.g., mining) or to accelerate their 
own early career4? ‘Escalator’ migrants have been identified in a range of professions.5 Although this 
needs further testing, it is possible that under-represented professions in remote Australia have high exit 
and low arrival whereas the over-represented popular ones have high exit and high arrival. 

While evidence exists regarding the impact of incentive schemes on recruitment of doctors to rural 
areas little is known about the impact of this strategy on the allied health and nursing workforce. Our 

                                                      

2 http://forecast2.id.com.au/Default.aspx?id=129&pg=5000 and http://forecast2.id.com.au/Default.aspx?id=281&pg=5000 
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results suggest that it is likely that different areas may need to be targeted for recruitment of allied 
health professionals and even recruitment of specific professionals to specific areas. In other words a 
one size fits all classification system for allocating incentives is unlikely to be effective.  

There is weak evidence for rural and remote recruitment through financial incentives, and no causal 
relationship.6 It seems that some students go rural anyway.7 If this is so, what are the real uptake drivers 
for incentives such as bonded scholarships (e.g., job security)? Although some professions8 and some 
remote areas9 have had more success in sustaining remote workforces, remote and rural Australia need 
to look beyond the early career market if they are to maintain their workforces.10 Understanding the 
perceptions rural and remote professionals may have about their role11, and why they may leave1 or have 
left their positions12, 13 could assist in forming policies that improve the rural and remote workforce and 
associated health services. For example, facilitating partnerships between public and private sectors, the 
communities and their health professionals, and between professionals groups to enhance 
interprofessional practice as part of patient-centred care. 

Compared with allied health professionals in the public sector there is evidence that private 
practitioners are positively connected to their communities14 and tend to stay longer in rural areas.15 
There is merit in policy support to attracting allied health professionals to rural and remote areas by 
creating options for mixing private and public service. Although many medical practitioners are private 
practitioners who work closely with the public health system, this is not so for most of allied health. A 
survey amongst rural allied health professionals showed support for partnerships between rural private 
and public practice and governments to facilitate such partnerships.14 The obvious benefits include 
more sustainable health services that service the direct needs of rural and remote communities. 

Limitations 

Census data are imperfect in identifying professions and describing migration, however the Census 
remains the only nationally consistent data collection that conceptually captures all allied health 
professions. Because of changes in Census geography, the boundaries of ‘major urban’, ‘rural/ regional’, 
and ‘remote’ do not align perfectly, but still serve as good indicators of growth. In relation to CAHW, 
the eight largest occupations in the CAHW dataset made up 78% of the sample. This finding is more in 
line with that of an earlier Victorian survey16 than with the 2006-2011 census data. Another problem is 
that the Census data do not seem to match the figures of the Australian Health Professional 
Registration Authority (AHPRA). Clearly more research needs to be undertaken to understand the 
allied health workforce, its spread across geographical areas of Australia and the implications for 
planning health services. 

Conclusion and recommendations 

Many of the remote allied health professions experienced decreases in numbers between 2006 and 
2011, although the underlying mechanisms are not clear. In general, there is weak support for 
workforce recruitment schemes such as scholarships. Combining recruitment with targeted retention 
enhancement is likely to have a greater impact on remote allied health workforce numbers and 
associated health service capacity. As such, a revised workforce incentive scheme needs to align with 
allied health as well as medicine and nursing workforce data. 

It is recommended that: 

 if scholarships and other incentives were to be maintained than there should be equity between 
allied health, nursing and medicine. Incentives need to support local health service needs, and 
could include facilitation of public and private partnerships to attain more sustainable health 
services; and 

 until a more dynamic model has been developed, the newly proposed model is the best option for 
the moment 



12th National Rural Health Conference 6 

References 
1. Keane S, Lincoln M, Rolfe M, Smith T. Retention of the rural allied health workforce: A comparison of 

public and private practitioners. BMC Health Services Research. 2013;13(1):32. 

2. Whitford D, Smith T, Newbury J. The South Australian Allied Health Workforce Survey: Helping to Fill 
the Evidence Gap in Primary Health Workforce Planning. Australian Journal of Primary Health. 
2012;18(3):234-41. 

3. Smedts AM, Campbell N, Sweet L. Work-integrated learning (WIL supervisors and non-supervisors of 
allied health professional students. Rural Remote Health. 2013;13(1993). 

4. Keane S, Lincoln M, Smith T. Retention of allied health professionals in rural New South Wales: a 
thematic analysis of focus group discussions. BioMed Central Health Services Reseach. 2012 
doi:10.1186/1472-6963-12-175;12(175). 

5. Heikkila E, Pikkarainen M. Differential population development in the regions of Finland. Population, 
Space and Place. 2009;10(1002):12. 

6. Bärnighausen T, Bloom DE. Financial incentives for return of service in under-serviced areas: A 
systematic review. BMC Health Services Research. 2009;9(86). 

7. Schoo AMM, McNamara K, Stagnitti KE. Clinical placement and rurality of career commencement: A 
pilot study. Rural and Remote Health 2008;8(964 (Online)). 

8. Carson D, Coe K, Zander K, Garnett ST. Does the type of job matter? Recruitment to Australia’s 
Northern Territory. Employee Relations. 2010;32(2):121-37. 

9. Carson D. Skilled labour migration flows to Australia’s Northern Territory 2001-2006: beyond 
periphery? Australian Journal of Labour Economics. 2011;14(1):15-33. 

10. Martel C, Carson D, Taylor A. Changing patterns of migration to Australia’s Northern Territory: 
Evidence of new forms of escalator migration to frontier regions? Migration Letters. 2013;10(1):101-14. 

11. Schoo A, Wall K, Grimmer-Somers K, Hofmeyer A, Kumar A, I. L. The roles played by allied health 
services in regional rural and remote Australia in the management of patients with chronic and complex 
disease. PHC Research Conference; 13-15 July; Brisbane2011. 

12. Hernan A, Schoo A, O’Toole K, editors. Leaving the Bush: Why did they do it? National Rural Health 
Conference; 2009 17-20 May; Cairns, Australia. 

13. O’Toole K, Schoo A, Hernan A. Why did they leave and what can they tell us? Allied health 
professionals leaving rural settings. Australian Health Review. 2010;34(1):1-7. 

14. O’Toole K, Schoo A. Retention policies for allied health professionals in rural areas: A survey of private 
practitioners. Rural and Remote Health. 2010;10(1331):1-12. 

15. O’Toole K, A. S, Stagnitti KE, Cuss K. Rethinking policies for the retention of allied health professionals 
in rural areas: A social relations approach. Health Policy. 2008;87(3):326-32. 

16. Stagnitti K, Schoo A, Reid C, Dunbar J. Retention of allied health professionals in the south-west of 
Victoria. Aust J Rural Health. 2005 Dec;13(6):364-5. PubMed PMID: 16313533. 

 


