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Introduction   
The National Rural Health Alliance (the Alliance) is comprised of 37 national organisations. 

It is committed to improving the health and wellbeing of the more than 6.7 million people in 

rural and remote Australia.    

 

Members include consumer groups (such as the Country Women’s Association of Australia 

and the Isolated Children’s Parents' Association), representation from the Aboriginal and 

Torres Strait Islander health sector, health professional organisations (representing doctors, 

nurses and midwives, allied health professionals, dentists, pharmacists, optometrists, 

paramedics, health students, chiropractors and health service managers) and service providers 

(such as the Royal Flying Doctor Service and Frontier Services of the Uniting Church in 

Australia).  The full list of Member Bodies is attached.  

 

Each of the Member Bodies is represented on Council of the Alliance, which guides and 

informs policy development and submissions.  With such a broad representative base, the 

Alliance is in a unique position to provide input on the broader issues relating to good health 

and wellbeing in rural and remote areas.  

 

The Alliance welcomes this opportunity to provide a submission to the Review of After-

Hours Service Delivery. 

 

Overview 
The health disparities between city and country people are well-established and widely 

understood. Those living in rural and remote areas are generally older, in poorer health, and 

face greater health risk factors. These areas are also home to around 70 per cent of Australia's 

Aboriginal and Torres Strait Islander people, and their health status is considerably poorer 

than that of non-Indigenous Australians.
1
 This all translates to higher per capita need for 

primary care services in rural and remote areas - irrespective of the time of day.  

 

A useful gauge of how well this need is being met through primary care (of which after-hours 

services is an important component) is the incidence of 'potentially avoidable 

hospitalisations'. The incidence of potentially avoidable hospitalisations can be partially 

attributed to the absence or ineffectiveness of after-hours services (i.e. patients are forced to 

delay care, which then leads to their condition worsening and the subsequent need for 

hospitalisation and longer stays).
2
 

 

The National Health Performance Authority's (NHPA's) Healthy Communities: Potentially 

Avoidable Hospitalisations 2011-12 report showed that people in rural areas are more likely 

than those in cities to be admitted to hospital for reasons that could have been avoided though 

more effective primary care. For example, in 2011-12, the Central and North Western 

Queensland Medicare Local region had the highest rate of avoidable hospitalisation, at 5,342 

per 100,000 people, compared with 1,891 in North Sydney. 

 

The importance of well-coordinated, timely access to after-hours services is particularly 

evident during emergencies and acute, potentially life-threatening episodes. This is best 

                                                 
1
 While Indigenous Australians make up 3 per cent of the population, they represent 5 per cent of emergency 

department episodes in hospitals. Over half of these episodes occurred after-hours. 
2
 http://www.health.gov.au/internet/publications/publishing.nsf/Content/oatsih-hpf-2012-toc~tier3~access~316 

http://www.health.gov.au/internet/publications/publishing.nsf/Content/oatsih-hpf-2012-toc~tier3~access~316
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illustrated by the concept of 'the Golden Hour' - the idea that trauma patients have 

significantly better survival rates if they receive medical attention within one hour of their 

injury or episode. 

 
Delivery of after-hours services in rural Australia 
It is critical for local communities and local clinicians, especially doctors and nurses, to have 

a genuine say in the management of after-hours care so that whatever model emerges reflects 

local needs. 

 

These local stakeholders must be given opportunities, both face-to-face and by other means, 

to lead in the design and implementation of models of after-hours care. Only in this way will 

the views and needs of both patients and clinicians be enlisted to the operation of service 

models that suit local circumstances. 

 

Such genuine local engagement as this is more difficult in areas where population is sparse 

and it may be hard for people to attend in-person consultations. It is for this reason that the 

Alliance is concerned that, with the transition from Medicare Locals (MLs) to even larger 

Primary Health Networks (PHNs), service managers may find it more difficult to foster the 

sense of local ownership by the clinicians available in the area. The smaller number of larger 

PHNs are likely to find it even more difficult to develop and harness localised understanding 

of community need. 

 

In many rural and remote areas there were effective systems for after-hours care, involving 

local GPs and nurses, before the institution of MLs. It is almost certainly the case that some 

of the difficulties experienced by MLs in certain areas, especially with local clinicians, were 

sourced in what was seen as the disruption to effective after-hours practice and a perception 

on the part of health professionals that their ownership of the system and its funding streams 

was being challenged. 

 

With workforce shortages being so commonplace, ensuring adequate after-hours coverage in 

rural and remote areas has always been recognised as being difficult. As with so much else, 

much of the success of existing programs in rural and remote areas has been due to 

contributions provided by health professionals beyond their normal call. It has been an 

ongoing challenge for MLs, and many have struggled to sustain sufficient workforce to meet 

the needs of their constituents.  

 

By the middle of next year these challenges will have passed to the PHNs. The Alliance is 

very hopeful that, if they are well enough supported and resourced, PHNs will have a number 

of benefits for people in rural and remote areas. They will certainly have a critical role to play 

in coordinating after-hours services. 

 

The PHNs should consider the full range of models by which after-hours care might be 

delivered in their respective area, including bricks and mortar (hospital emergency 

departments, doctors' surgeries, community organisations), mobile care services, locum 

programs, telephone triage and medical advice services, and online (telehealth-based) 

services. 
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Information about what after-hours services are available and how one might access them 

should be available to local consumers through culturally appropriate channels and in ways 

which recognise the unique fashion in which rural and remote people communicate.  

 

After-hours care arrangements must include an evaluation mechanism to ensure that PHNs 

are accountable for the planning and funding decisions they make, both to the local 

communities they serve and to the Commonwealth. The PHNs should be required to report 

on how their coordination of after-hours care has affected outcomes in their respective 

regions. This information should be made available to researchers and policy makers alike to 

support identification of models which are working well and potentially applicable to other 

areas. 

 

Particular groups such as older people, those living with disabilities, socially isolated and 

those from non-English speaking backgrounds face additional challenges in accessing after-

hours services due to poor or non-existent transport links.
3
 Transport is a ubiquitous problem 

in rural and remote areas where access to health services is concerned and is an area in which 

PHNs will need to be active. 

 

The PHNs' coordination and planning of after-hours services for rural and remote areas must 

accommodate the significant spikes in local population and thus demand for services that  

frequently occur. There is predictable seasonal variation in the numbers of people in the local 

area due to tourism and major events such as the Birdsville races. But there are also 

unpredictable spikes such as those caused by natural disasters (bushfires, floods, cyclones), 

and unexpected outbreaks of disease.  

 

During their tenure, the MLs will have accrued both quantitative data (e.g. number of 

services, number of patients) and qualitative data (patient experience, provider satisfaction 

etc) for their respective regions. It is important that this is not lost in the transition, as it will 

provide a base from which the new PHNs can build. Where working well, current after-hours 

arrangements should be supported and enhanced. 

 

The Alliance has heard that in the past some telephone triage and advice services lacked the 

local knowledge to put people in touch with the most appropriate source of local care. This is 

a good example of how PHNs with local knowledge and contacts will be able to provide 

more effective local solutions for rural communities than is possible through national systems 

alone, and ensure that the best use is made of all health professionals available locally. 

 

The impending transition from MLs to PHNs may stifle opportunities for collaboration in the 

establishment or expansion of after-hours services. For example, the Alliance has heard of a 

situation where a joint proposal, submitted by a ML and the local practice to the Local 

Hospital Network (LHN), fell through after the LHN executive withdrew its support over 

concerns that it would be left to fund the service on its own.  

 

Much is expected of telehealth in rural and remote areas, and PHNs should explore its full 

potential to flow to after-hours services. For example, an effective Personally Controlled 

                                                 
3
 https://www.hwa.gov.au/sites/uploads/The%20general%20practice%20workforce%20in%20Australia%20-

%20Summary.pdf 

https://www.hwa.gov.au/sites/uploads/The%20general%20practice%20workforce%20in%20Australia%20-%20Summary.pdf
https://www.hwa.gov.au/sites/uploads/The%20general%20practice%20workforce%20in%20Australia%20-%20Summary.pdf
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Electronic Health Record (PCEHR) system has the potential to facilitate a seamless transfer 

of patient information between after-hours service providers and a person's regular GP.  

 

The PHNs should also ensure that the full spectrum of health professionals, both those 

providing in- and after-hours care, are involved in the development and rollout of telehealth 

initiatives. For example, electronic prescriptions are relevant to telehealth consultations and 

therefore pharmacists should be involved in the development and rollout of the PCEHR.  

 

Rural challenges in after-hours service delivery 
The purpose of this section is to describe the challenges faced by people in rural and remote 

areas in their access to after-hours services which fall outside the influence of the PHNs and 

warrant other policy responses. 

 

After-hours care in rural and remote areas is mostly provided by nurses through the local (or 

nearest) hospital, supported by on-call GP(s). This is complimented by telephone and online 

triage and medical advice services. 

 

Given that after-hours care in rural and remote areas is 'shaped' this way, effective 

collaboration between GP(s), nurses and hospital administrators is paramount. An example of 

a program which was aimed at strengthening this relationship is the SA Hospital After Hours 

Triage Education and Training Program. The Program was coordinated by the Rural Doctors 

Workforce Agency and conducted in 19 rural and remote sites throughout South Australia, 

involving 23 rural hospitals and GP practices. The Program included a series of workshops 

that aimed to improve communication and interaction between rural GPs, nurses and hospital 

administrators by facilitating discussion and problem solving of after-hours issues at a local 

level.
4
  

 

In rural and remote areas, there is a need for a more multidisciplinary team-based approach to 

after-hours care, including GPs, nurses, nurse practitioners, emergency room physicians, 

paramedics, physician assistants, pharmacists and other allied health professionals (as an 

extension of their primary roles through additional training and continuing professional 

development (CPD)). However such clinicians face some major barriers in access to CPD and 

these would first need to be addressed.
5
  

 

There are also significant legislative barriers which prevent some health professionals from 

taking on a larger role in primary care provision (e.g. those encountered by nurse 

practitioners related to billing and prescribing). These too need to be addressed. 

 

The different way in which after-hours care in rural and remote areas is shaped is largely due 

to the declining number of GPs with remoteness. While exact numbers vary depending on the 

data source, there is generally consensus that their number declines steeply with increasing 

remoteness. According to the ABS, in 2011 the per capita ratio of GPs to population in major 

cities (227.8 per 100,000) was twice that of remote areas (113.0 per 100,000), and 

considerably higher than the ratio of GPs in regional areas (144.9 per 100,000).
6
 

                                                 
4
 See Australian Journal of Rural Health, 14(3), June 2006; pp 99–104. 

5
 See the  Alliance's paper on 'Advanced nursing practice in rural and remote areas' at www.ruralhealth.org.au 

6
 http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0Main+Features20April+2013 

file:///C:/Users/dane.morling/Downloads/www.ruralhealth.org.au
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0Main+Features20April+2013
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As evidenced by the Bettering the Evaluation and Care of Health (BEACH) study, practices 

in rural areas rely far more heavily on provision of their own after-hours services with or 

without the addition of a cooperative arrangement with other practices. Very few use a 

deputising service, even in combination with direct practice care. In contrast, practices in 

metropolitan areas rely heavily on the use of deputising services, although about one in three 

practices provide some or all of their own after-hours services.
7
 

 
Source: BEACH 1999-2000

8
 

 

There are a range of other factors which affect rural GPs' and nurses' capacity and inclination 

to participate in after-hours care. 

 

Rural GPs and nurses take on a much broader role in the community, often providing in-

hospital care as well as private consulting room care, and after-hours services. They engage 

in clinical procedures and emergency care, encounter a higher burden of complex or chronic 

health presentations, and serve larger proportions of Aboriginal or Torres Strait Islander 

patients in their overall patient load. Not surprisingly, those who work in remote areas are 

time poorer and work significantly more hours than their city counterparts in order to meet 

the demands of their communities.
9
  

 

These stressors necessitate adequate holidays and support, yet one of the most commonly 

noted issues for rural doctors and nurses is the difficulty in getting locum support in a timely 

or affordable fashion to provide care for their patients while they are on leave. 
 

The greater, more complex workload, coupled with professional isolation, result in higher 

burnout rates, reduced job satisfaction and ultimately earlier exit from rural practice for 

nurses and doctors.
10

 This may well result in reduced capacity to provide after-hours services. 

                                                 
7
 http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442455957 

8
 http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442455957 

9
 http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0Main+Features20April+2013 

10
 http://www.rrh.org.au/articles/subviewaust.asp?ArticleID=2369 

http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442455957
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=6442455957
http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4102.0Main+Features20April+2013
http://www.rrh.org.au/articles/subviewaust.asp?ArticleID=2369
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This highlights the need for local hospitals to be resourced to provide facilities to 

accommodate locum after-hours services. 

 

The rural GP and the nursing workforce are also significantly older than in the cities.
11

 The 

average age of rural doctors in Australia is nearing 55 years, while the average age of rural 

GP proceduralists – GP anaesthetists, obstetricians and surgeons – is approaching 60 years.
12

 

Age, coupled with the additional workload, is likely to limit GPs' capacity and inclination to 

participate in an after-hours roster.  

 

Violence is encountered more often in rural practice compared with urban practice, and rural 

after-hours work, at the hospital, at the surgery and on home visits, is perceived to be higher 

risk than work in-hours. GPs involved in after-hours in rural areas are also more isolated as 

there are lower staffing levels at rural hospitals and a reduced police presence.
13

 This too can 

reduce one's inclination to participate in an after-hours roster.  

 

The Working Safe in Rural and Remote Australia Project is a collaboration between the Rural 

Doctors Association of Australia (RDAA), the Australian College of Rural and Remote 

Medicine (ACRRM), the Australian Nursing Federation (ANF), the Police Federation of 

Australia, the Queensland Teachers’ Union and CRANAplus. The Project aims to promote 

and facilitate a national framework and whole-of-community response to safe work 

environments in rural and remote Australia. The Final Report is available at 

www.rdaa.com.au
14

 

 

A study of GPs' perceptions of after-hours primary medical care services in Toowoomba, 

Queensland found that they considered the provision of after-hours services to be onerous 

and, given a choice, they would prefer to refer all patients seeking care between 10.00pm and 

8.00am to an Emergency Department (ED). They also believed that after-hours work was 

poorly remunerated, had an adverse effect on their lifestyle and could endanger their personal 

and their patient’s safety.
15

 

 

As mentioned, telehealth offers promising potential for improving rural and remote access to 

after-hours care. A good example of this is the Royal Flying Doctor Services' 24 hours per 

day, 7 days per week telephone and radio medical consultation service for people living, 

working or travelling in remote and rural Australia. Advice is given to rural doctors, remote 

area nurses, allied health staff, Aboriginal and Torres Strait Islander health workers and 

patients, their carers and family members. 

 

This service, and other telephone-based triage and medical advice services, are only practical 

where residents have network coverage.  Recent natural disasters such as the Queensland 

floods have highlighted the importance of reliable communications during emergency 

situations. In many rural communities, the use of mobile technology is hindered by patchy, 

                                                 
11

 http://www.rrh.org.au/articles/subviewnew.asp?ArticleID=604 
12

 https://ama.com.au/position-statement/regionalrural-workforce-initiatives-2012 
13

 http://www.rrh.org.au/articles/showarticlenew.asp?ArticleID=287 
14

 http://www.rdaa.com.au/Uploads/Documents/RDAA%20draft%20final%20report%20-

%20October%202012_20121018030356.pdf 
15

 http://www.rrh.org.au/articles/showarticlenew.asp?ArticleID=287 

file://NRHA-FS-01/nrha/Policy%20and%20submissions/Submissions/Submissions%202014/After%20Hours%20Services/www.rdaa.com.au
http://www.rrh.org.au/articles/subviewnew.asp?ArticleID=604
https://ama.com.au/position-statement/regionalrural-workforce-initiatives-2012
http://www.rrh.org.au/articles/showarticlenew.asp?ArticleID=287
http://www.rdaa.com.au/Uploads/Documents/RDAA%20draft%20final%20report%20-%20October%202012_20121018030356.pdf
http://www.rdaa.com.au/Uploads/Documents/RDAA%20draft%20final%20report%20-%20October%202012_20121018030356.pdf
http://www.rrh.org.au/articles/showarticlenew.asp?ArticleID=287
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unreliable mobile coverage or the absence of it all together. Mobile phone coverage currently 

extends to only 25 per cent of the Australian landmass.
16

  

 

Similarly, online triage and medical advice services and video-consultations, are not feasible 

in some rural and remote communities because of poor connectivity.    

 

 

 

 

 

 

  

                                                 
16

 http://ruralhealth.org.au/sites/default/files/publications/nrha-factsheet-connectivity.pdf 

http://ruralhealth.org.au/sites/default/files/publications/nrha-factsheet-connectivity.pdf
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Attachment 

Member Bodies of the National Rural Health Alliance 

ACEM (RRRC) Australasian College of Emergency Medicine (Rural, Regional and Remote 

Committee) 

ACHSM Australasian College of Health Service Management 

ACM (RRAC) Australian College of Midwives (Rural and Remote Advisory Committee) 

ACN (RNMCI) Australian College of Nursing (Rural Nursing and Midwifery Community of 

Interest) 

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 

ANMF Australian Nursing and Midwifery Federation (rural members) 

APA (RMN) Australian Physiotherapy Association Rural Member Network 

APS Australian Paediatric Society 

APS (RRPIG) Australian Psychological Society (Rural and Remote Psychology Interest Group)   

ARHEN Australian Rural Health Education Network Limited 

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

CRANAplus CRANAplus – the professional body for all remote health  

CWAA Country Women’s Association of Australia 

ESSA (NRRC) Exercise and Sports Science Australia (National Rural and Remote Committee) 

FRAME Federation of Rural Australian Medical Educators 

FS Frontier Services of the Uniting Church in Australia 

HCRRA Health Consumers of Rural and Remote Australia 

IAHA Indigenous Allied Health Australia 

ICPA Isolated Children’s Parents’ Association  

NACCHO  National Aboriginal Community Controlled Health Organisation  

NRF of RACGP  National Rural Faculty of the Royal Australian College of General Practitioners  

NRHSN National Rural Health Students’ Network 

PA (RRSIG) Paramedics Australasia (Rural and Remote Special Interest Group 

PSA (RSIG) Rural Special Interest Group of the Pharmaceutical Society of Australia 

RDAA Rural Doctors Association of Australia 

RDN of ADA Rural Dentists’ Network of the Australian Dental Association 

RFDS Royal Flying Doctor Service 

RHWA Rural Health Workforce Australia 

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

Australia 

ROG of OAA Rural Optometry Group of the Australian Optometrists Association 

RPA Rural Pharmacists Australia 

SARRAH Services for Australian Rural and Remote Allied Health 

SPA (RRMC) Speech Pathology Australia (Rural and Remote Member Community) 

 


