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Aims 

• To use Census data from 1986 to 2011 to 
examine whether the geographic 
distributions of nurses and midwives, 
physiotherapists and general practitioners 
have changed 

• To reflect on why particular distribution 
patterns may persist despite (or even 
because of) rural health workforce policies 
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Method 
• Census geography has changed considerably since 

1986 
• A fairly stable set of geographies was created that 

broadly match what were ‘Statistical Subdivisions’ 
(SSDs) in Census geography prior to 2011, and that 
broadly align with sub-State administrative regions 
for policy areas such as health or education 

• 113 regions were classified in line with the Modified 
Monash Model as major urban (MMM1), regional 
(MMM2), rural (MMM3-5), and remote (MMM6-7) 
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Results per 1,000 population 

• Nurses: 
 
 

• Physiotherapists: 
 
 

• GPs: 
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1986 1991 1996 2001 2006 2011 
Major 
urban 9.89 8.31 9.26 9.98 10.76 11.88 
Regional 9.77 9.08 9.95 10.44 11.77 13.36 
Rural 7.41 7.32 8.00 8.27 9.56 10.74 
Remote 5.90 5.98 6.12 6.38 7.50 8.15 
National 8.92 8.29 9.10 9.14 10.09 11.14 

1986 1991 1996 2001 2006 2011 
Major 
urban 0.47 0.46 0.53 0.63 0.72 0.84 
Regional 0.24 0.29 0.37 0.39 0.48 0.62 
Rural 0.23 0.24 0.32 0.35 0.36 0.45 
Remote 0.17 0.13 0.20 0.29 0.34 0.28 
National 0.38 0.42 0.50 0.55 0.62 0.75 

1986 1991 1996 2001 2006 2011 
Major 
urban 1.75 1.80 1.68 1.98 1.69 2.39 
Regional 1.23 1.27 1.28 1.42 1.35 1.97 
Rural 0.86 0.83 0.85 0.97 0.96 1.17 
Remote 0.78 0.68 0.74 0.90 0.93 1.14 
National 1.53 1.52 1.49 1.71 1.51 2.03 



                                                       Nurses 
 
 

 
 
                        Physiotherapists 

 
 
 

                                                               
                                                            GPs 

Per 1000 
population  

(with national average 
set to 0 for each 

geographic zone) 
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The 2011 workforce-population ratio relative 
to the average of each of the 113 regions 6 

Nurses 

GPs 

PTs 



Change in workforce-population ratio 
1986-2011 relative to national average 7 

Nurses 

GPs 

PTs 



Change in workforce-population ratio 
1996-2011 relative to national average 8 

Nurses 

PTs 

GPs 



Commentary 
• Rural & remote areas continue to be relatively under-served 

compared with urban areas 
• This is particularly evident in Australia’s GP workforce 
• Despite substantial investment in GP workforce programs 

since the mid 1990s, the ‘gap’ between service levels in urban 
(metro and regional) and rural (and remote) areas has not 
closed 

• As the Australian medical workforce expanded between 2006 
and 2011, this gap increased 

• Many poorly served rural and remote areas were relatively 
worse of over this time between 1986 and 2011 
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….. Commentary 
• Areas of relative improvement may be explained by local 

conditions (such as the likely investment by mining companies 
in health services in parts of Qld and WA in the early 2000s) 
and/or by the results of policies/programs 

• While most policies and programs have been intended to 
operate either nationally or State-wide, some initiatives such 
as rural clinical education have been highly localised 

• Data presented suggest that the situation is dynamic and that 
many regions experience periods of substantial service 
increase and decrease over relatively short periods of time.  

• The task is therefore not only to understand why some regions 
improve, but how persistent improvements are likely to be 
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Opportunities 
• 30 new regional training hubs for specialty training in 

medicine are being created 
• Rural training could go together with IPL and IPP (involving 

other professions), organisational development within a 
region, access to professional networks and career options 

• Factors such as social capital, social relations and leadership 
in addition to essential infrastructure, could enhance the 
impact on length of rural practice as part of a lifetime career 

• Future research could identify regions of particular interest 
(due to persistent improvement or unable to sustain 
improvements) and examine their workforce characteristics 
more closely in relation to other factors 
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