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Rural and Remote Health is Everyone’s Business

Health issues are high on the agenda of the Australian public, reflecting the importance of good health to 

every individual, family and community. While lifestyle opportunities in rural, regional and remote Australia 

are considered by many to be most fulfilling, families and communities in those areas are poorly served 

by the health system. As a result of this and other factors, the health outcomes of country people are 

considerably worse than those of their city cousins. 

In a country as affluent as Australia an overriding policy 
objective should be to overcome such inequity: to make 
access to good health a basic human right – one available 
to everyone, irrespective of where they live, their cultural 
background or occupational status. This principle is 
recognised in the current National Healthcare Agreement, 
which states that the health system should provide all 
Australians with access to quality health services based  
only on their health need. 

Good health is not just a human right but is also something 
that contributes to the maintenance of Australia’s economic 
base and cultural identity. 

These are the things which make rural and remote health 
everyone’s business.

People in rural and remote areas are seeking a commitment 
from all sides of politics and all governments to continued 
efforts to reform the health system. There will be three litmus 
tests of this reform.

First, an improved health system will be one that delivers 
greater equity in access to health services. 

Secondly, health reform must result in a system in which  
the health dollar will more closely follow health need,  
and in which there is a greater emphasis on health 
promotion and early intervention.

Thirdly, as a result of the first and the second, a reformed 
system will provide even better health for Australians and, 
most importantly, greater equity in health outcomes between 
various population groups. This will mean greater proportional 
improvements in health outcomes for those currently 
disadvantaged, especially Aboriginal and Torres Strait Islander 
people, people with lower socio-economic status everywhere, 
and the residents of rural and remote areas. 

This Election Charter is concerned specifically with the 
interests of that last special interest group: the people of 
rural, regional and remote areas. 

There are dozens of policy areas that impact on health and 
wellbeing in the bush, including the social and economic 
determinants. For the purposes of this Election Charter, 
however, the Alliance is asking the public, the political 
Parties and the media to focus on just ten.
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Reforming the system nationally

The health sector comprises a substantial part of Australia’s 
GDP, provides major opportunities for cost efficiencies and 
national economic prosperity - and the services it provides 
are very highly valued by all citizens. There needs to be a 
systemic rather than piecemeal approach to health service 
systems, and an agreed national framework would enable 
a focus on illness prevention, primary care, developing the 
workforce and improving the match between service models 
and the health needs of particular communities. 

The health reform that is at the centre of the national 
policy agenda has the capacity to improve this situation. 
If it is pursued with the overarching goal of improving 
equity, universality of access and moving towards funding 
according to health need, people who are currently 
disadvantaged will be among the main beneficiaries.

These include those who are currently experiencing the 

greatest deficits. Some 70 per cent of Aboriginal and Torres 
Strait Islander people live outside the major cities. The 
average life of Australia’s Aboriginal and Torres Strait Islander 
people is 10-17 years shorter than for all Australians. 

That tragic statistic is relatively well known. What is less well 
understood is that, overall, Australians living in rural, regional 
and remote areas have higher levels of mortality, morbidity 
and health risk factors than those who live in the major 
cities. Compared with major cities, average life expectancy 
in regional areas is 1–2 years lower and in remote areas is 
up to 7 years lower. 

Survival rates for cancer and cardiovascular disease are 
poorer. Mortality from occupational accidents and motor 
vehicle crashes is higher. Across-the-board, average life 
expectancy falls with increasing remoteness.

Part of the reason for these differences is the poorer access 
people in rural and remote areas have to health services. 
Especially in a nation as generally affluent as Australia,  
and given that we pride ourselves on having a strong 
egalitarian ethic, people in those areas have the right to  
have their essential health care needs met as close to  
home as possible. 

In this context, essential health services include some 
preventive health care, maternal, family and child health, 
general hospital care and aged and end-of-life care - as well 
as timely access to a doctor, a dentist and pharmaceuticals. 
As is well known, many rural and remote communities 
struggle to attract or retain the health professionals needed 
to provide these services. 

Significant investments have been made in rural and remote 
health in the past decade by the Australian Government, by 
the States and Territories, and by local government. These 
include ongoing investment in a range of targeted rural 
health programs, including special programs for general 
practice, and support for Rural Clinical Schools, University 
Departments of Rural Health and Regional Health Services. 

These targeted investments have no doubt helped to stem 
further deterioration, but many of the challenges persist. 
There are still serious workforce shortages and the so-called 
‘two speed economy’ has underlined the fact that many rural 
communities struggle to meet both existing and emerging 
economic and social pressures. This can result in loss of 
income and accompanying family and community disruption, 
and high direct and indirect costs related to health. 

Equity in access to health services for people in rural and 
remote areas is a basic human right in our affluent country. 
But good health is also an economic input; through its 
contributions to workforce participation and productivity, it 
contributes to Australia’s economic and social wellbeing.

The 2010 Federal Election campaign provides an 
opportunity for these proposals to receive public, media and 
policy focus. This Election Charter lays out the key issues on 
which people living and working in rural and remote areas 
seek commitments from political Parties about the approach 
they and their Members and Senators will take during the life 
of the next Federal Parliament.

www.ruralhealth.org.au

About 32 per cent of Australia’s people live in those areas. Many of them find the lifestyle and opportunities 

provided by rural and remote Australia to be most fulfilling. However the special challenges of living in 

those areas cannot be ignored. 

... Australians living in rural, regional and 

remote areas have higher levels of mortality, 

morbidity and health risk factors than those 

who live in the major cities.
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1. Improved sustainability of rural and remote communities
As is well known, people on lower incomes and of 

lower socio-economic status generally are more 

likely to experience poor health and wellbeing. 

Income and socioeconomic status are determined 

outside the health system but are intrinsic to the 

challenges the health system faces and to its 

effectiveness in meeting them.

For these reasons, people in rural and remote areas 
encourage the National Rural Health Alliance to look 
beyond the health sector and to advocate for better social 
and economic conditions for rural and remote people. 
The Alliance therefore has a longstanding interest in such 
things as access to secondary and tertiary education, good 
telecommunications in country areas, regional development, 
public transport, and the application of community service 
obligations in the provision of public infrastructure and 
amenities. The National Institute of Industry and Economic 
Research has reported that, on average, it costs rural 
residents five times as much to access essential services as 
it does metropolitan residents.

Yet rural and remote communities, and their industries, 
are vital parts of Australia’s economic, social and cultural 
identity. In aggregate, industries located in rural areas 
are contributing enormously to Australia’s wealth, mainly 
through the minerals and agricultural sectors. As a result, 
selected communities and regions are booming. However, 
economic wellbeing is not evenly spread, with other areas 
dogged by long-term decline, compounded by drought and 
the spectre of climate change. 

A number of studies have identified the industry groups 

and geographical populations in Australia which would be 

most severely affected by climate change. The majority of 

both industries and geographic areas identified are in rural, 

regional and remote areas. 

Rapid growth and long-term decline both pose significant 

challenges for the provision of services, including those 

related to health. 

The Alliance is therefore concerned about the health and 

wellbeing of people who live in communities that miss out in 

the so-called ‘two speed economy’ or are on the wrong side 

of the ‘digital divide’. 

Issues of immediate concern are how young people in rural 

and remote communities can be sure of equal access to 

secondary and tertiary education, and equal access to the 

connectedness through the internet that underpins the 

social networks and careers of their peers in major cities. In 

this respect, much is expected of the National Broadband 

Network which will naturally be tested in part against what it 

delivers in rural and remote areas. The National Broadband 

Network will be critical in keeping business healthy and 

health services in business in rural, regional and remote 

communities.

The relatively poor access to higher education for young 

people from rural and remote areas has been a persistent 

characteristic of the nation. As Table 1 shows, the percentage 

of 17-year olds still at school in 2001 declined sharply with 

remoteness. This probably reflects the poorer employment 

prospects for people in rural areas, their difficulties in 

accessing tertiary education and lower career expectations.

Table 1 - Apparent percentage of 17 year olds enrolled in  
High School at the time of the 2001 Census, by classification 
of rurality.

ASGC areas: MC = major city, IR = inner regional, OR = outer regional, 
R = remote and VR = very remote. Figure 2.2.2.1 in AIHW 2005. Rural, regional 
and remote health—Indicators of health. AIHW Cat. No. PHE 59. Canberra: AIHW 
(Rural Health Series no. 5).

Top ten priorities

PHOTO: ARTHUR MOSTEAD
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Young people in regional and remote areas have been much 
less likely to attend university and TAFE than their Major City 
counterparts, at least in part due to the additional difficulties 
and expenses involved in living away from the family home.

Table 2 - Apparent TAFE and university commencement rates 
in 2001 for 17–20-year-olds by area and for Indigenous people

Derived from Table 2.2.3.1 in AIHW 2005. Rural, regional and remote health—
Indicators of health. AIHW Cat. No. PHE 59. Canberra: AIHW (Rural Health Series no. 5).

For the Government of the day to be accountable on 
important matters such as this, there needs to be more 
current data available to it and members of the community. 
Having to rely on data from 2001 for an issue as important 
as this does not reflect well on an affluent and egalitarian 
country such as Australia. 

On the bright side where employment and the economic 
base are concerned, regional and remote populations and 
their economies could potentially benefit from development 
of renewable energy generation, much of which would be 
in their areas, and from industries associated with carbon 
sequestration.

There needs to be greater clarity about the respective role 
of governments in regional development, as distinct from 
markets: the extent to which governments will intervene to 
support or compensate those who are adversely affected, 
or to expedite the establishment of infrastructure in growing 
areas. Building up the health sector will also help the 
economic base in regional areas. 

The first issue on which the Alliance will be seeking 
information from all political Parties is therefore the extent 
to which they will provide targeted support for businesses, 
communities, infrastructure and services in rural and remote 
areas. This may be done through regional development 
policy, programs for business or public transport, or through 
specific rural and remote programs for infrastructure and 
services. 

The NRHA calls on the Australian Government

•	 To adopt an integrated, whole-of-government 
approach to the future of communities adversely 
affected by ‘the two speed economy’ and/or by 
long-term structural change in rural industries. This 
will require an integrated approach to the capacity 
of taxation, immigration and settlement, regional 
development, environmental, decentralisation, 
telecommunications, family and community 
service, education, housing and public transport 
policies – to focus on the joint net effect they have 
on equity across the nation in social and economic 
opportunity.

•	 To commit to equity in the provision of essential 
public infrastructure and services for people in 
rural and remote Australia including in education, 
telecommunications, broadband and the digital 
economy, economic and community infrastructure, 
and to ensure that Government programs 
are adapted as required to underpin equity in 
outcomes for rural and remote Australians.

•	 To re-consider the impact of existing policies on 
the ability of young people from rural and remote 
areas to undertake tertiary education.

•	 To maintain and expand programs to support 
people in rural and remote Australia to adjust to the 
adverse impacts of economic, demographic and 
climate change. 

PHOTO: ARTHUR MOSTEAD
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2. A fair share of mainstream health funding

Like many other organisations, the Alliance 

believes that Australia should have a truly 

national health system rather than a series of 

poorly integrated subsystems that are divided by 

jurisdictional and professional boundaries. Apart 

from anything else, this would provide the basis 

for greater equity in access to services and in 

health outcomes.

For these reasons, the Alliance would support moves in 
the medium term towards one level of government being 
responsible for the funding, policy and accountability of 
health services. The single national system would operate 
through regional communities of interest, not on population 
numbers, and would include regional accountability for 
measurable improvement in people’s access to coordinated 
health services through all life stages.

The Alliance and the people in rural and remote areas for 
whom it works therefore have few reservations about the 
fact that national programs provide the majority of health 
funding. However, there should always be enough flexibility 
to ensure that services delivered suit the particular health 
population group and location they serve. This will increase 
equity in access to services, and the fit between health 
resources and health need.

Many standard approaches to health service delivery which 
work well in major cities do not work well in rural and 
remote areas. Not only are unit costs higher and distances 
greater but also the health professional workforce, support 
staff and technological and business back-up may not be 
available for programs to be rolled out equitably in rural 
and remote areas.

For example, if the shape of Medicare remains as it is, 
programs based on the work of general practitioners will 
not provide equitable outcomes in all areas because of the 

maldistribution of GPs. So it will always remain necessary 
to provide non-Medicare programs and funding streams in 
rural and remote areas where there is a shortage of doctors. 
More broadly, it will be necessary in rural and remote areas 
to make special provision for the business, infrastructure 
and administrative requirements of service delivery.

In its health reform agenda to date, the Government has 
committed substantial new funds to emergency services, 
elective surgery and sub-acute care for hospitals. It is not 
sufficient to increase numbers and throughput in major 
city hospitals that serve the largest populations. Rural and 
remote people will need a guarantee from all Parties that 
these funds will be shared fairly with smaller hospitals and 
the people they serve. 

The NRHA calls on the Australian Government

•	 To commit to moves in the medium term (three 
to five years) to work with the States and the 
Territories towards a single funder and policy 
manager for Australia’s health system.

•	 To commit to a national health funding system that 
has the overarching objective of increasing equity 
in access to health services and operates through 
regional communities of interest, with regional 
accountability for measurable improvements in 
people’s access to coordinated health services. 

•	 To ensure that current budgeted increases in health 
spending, especially those to be delivered through 
public hospitals, are delivered equitably among all 
regions on the basis of population numbers, health 
needs and unit costs of service delivery. 

PHOTO: ARTHUR MOSTEAD
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3. Improved access to primary care as close to home as possible

Like many other agencies, the Alliance is keen to 

see a greater focus in health reform and ongoing 

policy activities on primary care, as distinct from 

hospital (acute) care.

The principle should be that everyone, irrespective of where 
they live, should have access to necessary primary care 
as close to home as possible. To make this principle a 
reality will require a number of things. It will need primary 
care resources (infrastructure, staff, operating costs) to 
be distributed on the basis of population health needs, 
meaning a significant improvement in the distribution of the 
health workforce. 

Medicare expenditure per head is substantially lower in 
rural and remote areas. This is a major contributor to 

poorer access to primary care, and results in increased 
need for hospitalisation – including hospitalisation that is 
inappropriate in a clinical sense. The Australian Institute 
of Health and Welfare is completing a report on health 
expenditure in rural and remote areas which will clarify  
these matters.

Even with improved availability of health professionals, in 
rural and remote areas it will also require the continued 
design of services that are not absolutely dependent on 
the local availability of specific health professionals. Such 
service models include diagnosis and/or treatment at a 
distance, outreach services, and strong and effective patient 
travel schemes. These will rely in part on effective electronic 
communications and on more flexible use of all of the health 
professionals available locally.

PHOTO: ARTHUR MOSTEAD
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These approaches must not be seen by governments and 
other service providers as preferred alternatives to local face-
to-face services – which will always be the gold standard.

Tailoring primary care to the characteristics of local 
communities and populations will be critical. The proposed 
reforms agreed by the Council of Australian Governments 
(COAG) will result in primary care activities being overseen 
by new Medicare Locals. In rural and remote areas these will 
have challenges that far exceed those of their relatively well-
resourced metropolitan counterparts. Their challenge will be 
to address major gaps in primary care services, identify and 
meet disparities in the distribution of health professionals, 
provide support for existing health workforce, and work to 
integrate the care provided by specialists, Local Hospital 
Networks, and aged care and mental health services. 

While it is accepted that the new Medicare Locals must 
have organisational capability, it is the strong view of the 
Alliance that there are other ways of ensuring this than by 
having a uniform population number as the basis of their 
structure. To be effective, these new entities will need to 
be geographically small, preferably based on communities 
of interest (which will determine existing patient flows). 
Smaller Medicare Locals can share administrative support 
and buy in skills on a contract basis as they are needed. By 
far the most crucial capability is that the Medicare Locals 
be relevant to and representative of the communities they 
serve, and can engage properly with the analysis of local 
needs and shortages of primary care professionals. This 
will require them to work very collaboratively with the Local 
Hospital Network. 

The Alliance will argue strongly to governments that funds 
for primary care cannot be distributed effectively on a needs 
basis in large spatial areas. There must be management of 
primary care that is local enough to ensure that community 
members, local government and clinicians know who is 
responsible and can be involved in local efforts to identify 
and fill health service gaps.

Many of the people who work in health in rural and remote 
areas demonstrate on a daily basis that those areas offer 
excellent opportunities for the development of integrated 
primary care through teamwork, inter-professional learning, 
and appropriate support for recruitment and retention.

Rural and remote people and their clinicians have much to 
gain from development of a national e-health system and 
the Alliance will be seeking political commitments to further 

developments in e-health in rural and remote communities. 
The adoption of health care identifiers and work towards 
individual electronic health records will support better 
coordination and efficiency of health care services outside 
the major cities, including for people with chronic conditions. 
It will also be of particular help in the early identification of 
illness and the better uptake of best practice in preventive 
management strategies for people with high health risks. 

High speed internet connection can provide point-of-care 
linkages between local health care providers and specialists 
at a distance. Telehealth systems have the potential to 
improve health service efficiency, and improve access and 
convenience for the consumer. They are also important in 
providing access to continuing professional development for 
professionals in more remote areas. 

The NRHA calls on the Australian Government

•	 To commit or re-commit to its assumption of 
responsibility for primary care services and to its 
intention to allocate, through regional entities, 
primary care resources on the basis of population 
health needs.

•	 To commit to a range of measures to improve 
access to good quality primary health care as 
close to home as possible for people in smaller 
communities, including through special funding for 
multidisciplinary teamwork and the connections 
between local health professionals and more 
specialised services.

•	 To build into strategic health documents and 
agreements a set of principles and targets relating 
to the health and health-related services that should 
be locally available for communities of given size, 
and systems (eg outreach) to make them available in 
smaller and more remote communities.

•	 To establish Medicare Locals (or primary care 
organisations of a different name) in rural and 
remote areas which are small enough to represent 
genuine communities of interest and which are 
sufficiently well-resourced to tackle the challenges 
of providing comprehensive and integrated primary 
care services in those areas. 

•	 To ensure that, by whatever technical means, 
families and businesses in rural and remote 
Australia have an equal share of access to the 
National Broadband Network at the same cost as 
people in the major cities.

•	 To continue to implement programs to improve 
the geographic distribution of primary care health 
professionals, including through the extension to 
other professions of the sort of support provided 
for the recruitment and retention of general 
practitioners.

Tailoring primary care to the characteristics  

of local communities and populations will  

be critical. 
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4. Workforce development – including for dental health 

Health workforce shortages become gradually 

worse as one moves from metropolitan to 

remote areas. This trend is evident for all health 

professions, although nurse to population ratios 

are relatively well maintained (Figure 1). Rural, 

regional and remote areas face serious shortages 

of doctors, dentists, medical specialists and allied 

health professionals. 

Figure 1 Workforce distribution ratios for selected health 
professions

Source: AIHW, Rural, regional and remote health: May 2005. ASGC areas: MC = 
major city, IR = inner regional, OR = outer regional, R = remote and VR = very 
remote. 

Despite their relative number and distribution, there are 

also serious shortages of nurses in rural and remote areas, 

particularly in the aged care sector. A significant proportion 

of those trained as nurses within Australia are not in the 

nursing workforce, which attests to the relatively poor rates 

of pay in nursing and the difficulties of the work – many of 

which relate to the stress of being overburdened. 

The Commonwealth’s responsibility for primary care, aged 

care and majority funding of acute care means that it is now, 

more than ever, responsible for a more equitable distribution 

of health professions.

The most visible sticking point in workforce policy has been 

the failure of programs designed to attract Australian-trained 

graduates of medicine to general practice in rural and 

remote areas. Nevertheless, some valuable lessons have 

been learnt from the rural general practice strategy and they 

should be applied to programs for other health professions. 

There needs to be a greater equivalence of recruitment and 

retention incentives across the health professions. 

The costs of tertiary education are higher for people from 

rural and remote Australia. Rural students are under-

represented in all health studies programs (in medicine 

only 20 per cent), there is substantial unmet demand 

for the existing rural medical, nursing and allied health 

scholarships, while scholarships for rural dentistry and oral 

health professions are minimal. Rural scholarships are vital 

to increase rural students’ representation in health studies 

programs and ultimately to improve workforce supply to 

rural and remote areas (see Figures 2 and 3). 

Figure 2 Undergraduate commencement for medicine, 17–20 
year olds from each area, 1997–2002

Note that rural medical undergraduate scholarships were introduced in 1998. 
Source: AIHW, Rural, regional and remote health: May 2005.

Figure 3 Undergraduate commencement rate for dentistry, 
17–20 year olds from each area, 1997–2002

Source: AIHW, Rural, regional and remote health: May 2005.

There is evidence that a well-supported undergraduate 
placement in a rural area will increase the chances of a 
health professional choosing to work some of their time 
after graduation in the bush. The Alliance has been a long-
time supporter of additional investment in what is required 
for such a placement, including travel and accommodation 
assistance for the students, and proper remuneration for 
the mentors or preceptors. An integrated national rural 
placement scheme could bring together governments, 
universities, professional groups and consumers to meet the 
challenge of providing good rural and remote experiences to 
the increasing number of health students in the pipeline. 

Aboriginal and Torres Strait Islander Health Workers play a 
key role in the provision of health services to members of 
their community. Recruitment and training of Indigenous 
health professionals of all sorts will be an essential element 
of contributing to the improvement in the health outcomes 
of Aboriginal and Torres Strait Islander people. 

With the greater shortages of health professions in rural 
and remote areas, the models of care and the shape of 
health services will inevitably be tailored to meet local 
circumstances. This requires appropriate training to properly 
equip rural health professions to cover a wider range of 
responsibilities than generally applies in major cities, as well 
as research and analysis into effective models of care in 
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rural and remote areas, at distance from specialist and other 
support services. 

Multi-disciplinary approaches to health workforce and 
service policies and programs are crucial. Independent 
evaluation has confirmed the success of the University 
Departments of Rural Health (UDRH) in this respect. Some 
major regions in Australia are currently not covered by the 
existing network of UDRHs. This is likely to set those regions 
back in efforts to recruit and retain staff necessary for 
successful service arrangements.

Oral health
The general state of oral health of rural and remote 
Australians is a matter of great concern. Australia has the 
second worst adult oral dental health status in the OECD. 
There is estimated to be an average delay of 27 months for 
people awaiting non-emergency public dental care.

Many of the people who cannot afford or cannot access 
dental care are in rural and remote areas. In some cases 
they are out of reach of dentists, in others they simply 
cannot afford the services of those dental professionals who 
are available.

The NRHA is a member of a new National Oral Health 
Alliance which, by its very existence, illustrates the very wide 
community support for much greater investment in oral 
care, especially for disadvantaged Australians, and for the 
inclusion of oral care in primary care. 

The Alliance is particularly concerned with the very serious 
shortage of dental practitioners in rural and remote regions. 
There are 55 dentists per 100 000 people in the major 
cities compared with 17 per 100 000 in western New South 
Wales and even less in remote Queensland. In many parts 
of Australia people have to wait up to four years for non-
emergency public dental treatment.

The Alliance supports the establishment of a well-funded 
public dental health program, a rural Australia dental 
undergraduate scholarship scheme, better funding for 
dental student rural outplacements, the establishment and 
funding of a foundation year for first-year dental graduates, 
and extending workforce recruitment and retention initiatives 
such as scholarships and retention payments to dentists. 
The Australian Government’s investments in this area 
should see the States injecting additional funds into early 
childhood and school dental services, oral health promotion, 
public dental care for older people on low fixed incomes, 
and continued rollout of fluoridation of water supplies to 
communities not receiving this benefit.

The NRHA calls on the Australian Government

•	 To develop, as part of national health policy, a 
comprehensive health workforce recruitment 
and retention strategy. Such a strategy would 
include analysis of the viability of providing private 
practice services in rural and remote areas, 
demand and supply of allied health, oral health 
and dental professionals, the demand for existing 
rural scholarship programs and the feasibility 
of a national rural placement scheme for health 
students. The strategy would detail the respective 
and joint responsibilities of the Australian and 
State/Territory Governments in workforce 
education, training, recruitment and retention.

•	 To commit to additional funding for programs 
providing peer support and mentoring, locum relief, 
and flexible employment conditions for health 
professionals working in rural and remote public 
health services. 

•	 To work with the States and Northern Territory 
to provide nurses in rural and remote areas with 
access to reliable information technology, and 
training and support for its use.

•	 To consider the introduction of a HECS 
reimbursement scheme for all graduate health 
professionals in return for working in rural and 
remote health services.

•	 To introduce a more intensive case-management 
approach to supporting international medical 
graduates and their families, and to provide them 
with support for collaboration with other members 
of inter-disciplinary health teams, such as allied 
health workers, clinical nurses, dentists and 
practice managers.

•	 To establish a new Commonwealth public dental 
health program and to fund special measures to 
increase the supply of dentists and other dental 
practitioners to rural and remote communities. 
These measures would include better funding 
for dental student rural outplacements, a new 
foundation year for first-year dental graduates, 
undergraduate scholarships for students from rural 
and remote areas, and relocation incentives for 
dentists to go to rural areas. 

•	 To increase the number of scholarships for rural 
people to study nursing and allied health.

•	 To expand the successful UDRH Program to ensure 
all regional areas of Australia benefit from a better 
prepared remote and rural workforce and the 
development models of health care appropriate to 
context. 

The general state of oral health of rural 

and remote Australians is a matter of great 

concern. Australia has the second worst 

adult oral dental health status in the OECD. 
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5. Improving the health of Aboriginal and Torres Strait Islander Peoples 

The Alliance and its constituents will be seeking a 

commitment from the major political Parties that 

they will adopt a bipartisan approach to improving 

the health and wellbeing of Aboriginal and Torres 

Strait Islander Peoples.  This will see continued 

support and investment by governments, 

collaboratively and across portfolios, in policies 

and programs to meet COAG’s targets in this area, 

as well as those set and managed by Aboriginal 

and Torres Strait Islander Peoples themselves 

outside formal government circles.

There is a view that COAG and its targets are useful at the 
conceptual level. However, the targets were developed 
without meaningful engagement and participation of 
Aboriginal and Torres Strait Islander Peoples. What is 
needed now to meet the Government’s commitment to 
closing the life expectancy gap within a generation is political 
leadership, commitment and meaningful engagement with 
Aboriginal and Torres Strait Islander Peoples. 

The burden of disease for Aboriginal and Torres Strait 
Islander Peoples is being addressed through targeted 
investments that embrace the social, economic and cultural 
determinants of health.  However there is still a significant 
underspend in several key areas.  These include the work 
necessary to allow mainstream health services to meet their 
duty of providing secure and safe services to all Australians 
– including culturally secure and clinically safe services to 
Aboriginal and Torres Strait Islander Peoples. This will require 
governments to address the inequity in health expenditures 
to address the determined health needs of Aboriginal 
and Torres Strait Islander communities, as highlighted 
by the National Aboriginal Community Controlled Health 
Organisation (NACCHO) and the Australian Indigenous 
Doctors’ Association (AIDA).

Given the critical importance of education, both as a 
determinant of health status and for the development of the 
Indigenous health workforce, the determination to close the 
gap in health status has to include effective work to improve 
access to education and retention in it from primary school 

onwards. This has been highlighted by AIDA, NACCHO and 
the Congress of Aboriginal and Torres Strait Islander Nurses 
(CATSIN).

 One specific educational area still crying out for resources 
and government support is work to increase the number of 
Aboriginal and Torres Strait Islander students in the full range 
of health careers, with necessary supports to ensure high 
completion rates and the choice of work in the health sector 
after graduation. 

The NRHA calls on the Australian Government

•	 To commit to a politically bipartisan approach to 
improving the health and wellbeing of Aboriginal 
and Torres Strait Islander Peoples, based on a 
genuine and meaningful partnership with Aboriginal 
and Torres Strait Islander communities through 
their peak representative bodies. 

•	 To ensure continued substantial financial 
and political commitment to the Closing 
the Gap initiatives agreed by the Council of 
Australian governments (COAG). COAG’s 
commitments include those relating to the gaps 
in life expectancy, infant mortality, and year 12 
completions.

•	 To provide ongoing support for the National 
Congress of Australia’s First Peoples and its work.

What is needed now to meet the 

Government’s commitment to closing the 

life expectancy gap within a generation 

is political leadership, commitment and 

meaningful engagement with Aboriginal and 

Torres Strait Islander Peoples. 
PHOTO: STEVE LOVEGROVE
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6. Targeted health promotion and illness prevention for rural communities5. Improving the health of Aboriginal and Torres Strait Islander Peoples 

Some 32 per cent of the burden of disease in 

Australia is potentially preventable through 

modification of personal risk factors, and a 

further 20 per cent through other means (eg more 

efficient, connected services). Despite these 

figures, Australia’s Health 2010 identified just 2 

per cent of the health budget as being spent on 

illness prevention.

One of the reasons why health outcomes are worse in rural 
and remote areas is that health risk factors there are greater. 
Rates of smoking, excessive use of alcohol and obesity are 
higher in rural and remote areas and do not seem to have 
responded to the campaigns that have been successful in 
major city areas.

The potential for reducing the differential between health 
status in the major cities and rural/regional areas would 
appear to be substantial. The latter have poorer health risk 
and socioeconomic status profiles, and slower decline (or no 
decline) in selected risk factors such as smoking.

Chronic diseases, many of which are highly preventable, 
are responsible for a substantial decline in workforce 

participation. A subset of chronic diseases is very 
conservatively estimated to be responsible for at least half 
a million person years per annum, equivalent to about 5 per 
cent of the national workforce.

While rates of many risk factors are declining, rates of 
obesity are increasing in all areas, but possibly faster outside 
major cities (see Table below). This has the potential for 
substantially increasing rates of chronic disease in the future.

The Table below shows that, while rates of smoking have 
clearly declined in major cities, rates in regional and remote 
areas have either not changed or have increased. Similarly, 
while sedentary levels of activity have declined in major 
cities, rates in regional and remote areas have either not 
changed or have increased. This suggests that strategies 

Table 3: Personal and behavioral risk factors, 2004/05

MC IR OR+R+VR
All regional 
and remote

Behavioural risk factors           Age standardised prevalence ratio

Tobacco smoking 1.00 *1.15 *1.30 *1.21

Hazardous/harmful alcohol consumption 1.00 *1.16 *1.30 *1.21

Sedentary levels of physical activity 1.00 *1.09 *1.24 *1.15

Consume reduced fat milk 1.00 *0.94 *0.83 *0.89

Consume 2+ serves of fruit per day 1.00 0.98 *0.90 *0.95

Consume 4+ serves of vegetables per day 1.00 *1.44 *1.54 *1.48

Experience food insecurity in past 12 months 1.00 1.19 1.21 *1.20

Personal risk factors

High blood pressure 1.00 *1.11 1.13 *1.12

High cholesterol 1.00 *0.88 *0.82 *0.85

Obese/overweight 1.00 *1.05 *1.12 *1.08

Changes (1995-2004/05)

Smoking (males) *0.83 0.95 0.94 0.95

Smoking (females) *0.84 0.96 1.09 1.01

Alcohol (males) *1.39 *1.40 *1.40 *1.40

Alcohol (females) *1.69 *1.73 *2.29 *1.91

Sedentary (persons) *0.95 1.03 *1.08 *1.05

Obesity (persons) *1.13 *1.14 *1.18 *1.15

Source: AIHW 20081.

1  http://www.aihw.gov.au/publications/index.cfm/title/10519

The potential for reducing the differential 

between health status in the major cities  

and rural/regional areas would appear  

to be substantial.
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to address smoking and sedentary levels of activity are not 
working well in regional and remote areas.

Potentially preventable hospital admissions constitute 8 per 
cent of hospital admissions in major cities, about 10 per 
cent in regional areas, and 12-15 per cent in remote areas. 
Compared with Major Cities, people in Inner and Outer 
Regional, Remote and Very Remote areas are, respectively, 
1.2, 1.4, 2.3 and 2.5 times as likely to be admitted to 
hospital for a potentially preventable condition. 

For all of these reasons the Alliance supports a greater 
emphasis on expenditure on health promotion and illness 
prevention, including the establishment of the new national 
agency targeted with responsibility in the area. This support 
will remain contingent on the programs developed proving 
to be flexible enough to target the special characteristics of 
rural and remote areas.

Promoting good health and preventing or delaying ill health 
delivers personal, family, community and national benefits. 
Although they are frequently unmeasurable or simply not 
measured, the benefits include greater happiness, longer 
life, less (or, at least, less immediate) call on public funds 
for health and disability services, and improved economic 
productivity. It is perhaps because of the poor quantification 
of these benefits that just 2 per cent of the Australian health 
budget is spent on illness prevention.

Successful health promotion campaigns provide people 
with greater control over their own lives and thus over their 
health and wellbeing. To be successful, health promotion 
requires targeted, community-based actions to allow local 
ownership, adaptation and building of social capital. Such 
community approaches are particularly important in rural 
and remote communities where the impacts of generalised 
mass media approaches have not been as substantial as in 
major cities. 

However the apparent difficulty should not minimise efforts 
to succeed on this front. The social and economic returns 
achievable through effective health promotion in rural and 
remote areas are high because there is great scope for 
action in those areas. For example, the risk factors for ‘the 
diabetes epidemic’ are high in rural and remote areas, 
where access to health care for the long-term complications 

of diabetes, such as heart conditions, renal failure and 
neuropathy which leads ultimately to limb amputations,  
is poor and the cost of delivering such services high.  

Programs that are relevant to the local setting would therefore 
have early pay-off for Type 2 diabetes. They may relate to 
making fresh food available in remote areas at affordable 
prices, refrigeration, or support for healthy eating and 
increasing physical activity. There are also great opportunities 
for better engagement of nurses and other health 
professionals to contribute more effectively to best practice 
management of risk factors such as high blood pressure and 
overweight, and to assist in coordinated management of early 
diabetes according to best practice guidelines.

In rural areas there is also reduced access to appropriate 
health information, which contributes to unfounded beliefs 
about health and health care and can lead to unhealthy 
attitudes, behaviours and cultures. All of these things 
contribute to higher health risks, such as poor oral health 
practices and harmful behaviours such as drink-driving  
and drug use.

Targeted health promotion and illness prevention activities 
can address such risk factors as these.

The NRHA calls on the Australian Government

•	 To adopt vigorous national policies to tackle the 
high risk factors for good health, and to give 
a higher relative priority to health promotion 
and illness prevention, including through the 
establishment of the National Health Preventative 
Agency.

•	 To pursue an active approach to health promotion 
in rural and remote areas, building social capital 
in rural and remote communities to address the 
relative lack of resources, while also tackling 
behavioural and lifestyle risk factors. 

•	 To add child and maternal health, and safety on the 
roads and in workplaces (including on farms) to the 
existing health promotion priorities.

PHOTO: STEVE LOVEGROVE
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7. Smaller hospitals and primary care: the heart of the community

The Alliance has made much of the critical role 

played by the relationship between primary care, 

through the Medicare Locals, and acute care, 

through the Local Hospital Networks.

In smaller communities the local hospital fulfils a range of 
functions. As well as providing essential services close to 
home such as accident and emergency, local hospitals are 
vital for the provision and support of birthing, rehabilitation 
and end-of-life care, all of which are considered by people 
in rural Australia to be critical local community services. 
Hospitals play a key role in meeting ‘community service 
obligations’ and are centres for health professional 
learning, important employers and hubs for outreach to 
smaller centres. As such, local hospitals play a key role 
in attracting and retaining doctors, nurses, midwives and 
allied health professionals. 

The Alliance recognises that not all rural hospitals are able 
to provide all services but considers that Local Hospital 
Networks in rural and regional areas must be resourced 
to provide the basic range of services expected by rural 
communities.

The boundaries of the new Local Hospital Networks should 
be based on communities of interest, not population 
numbers. Also, where the local community and clinicians 
support the idea, the Local Hospital Networks and Medicare 
Locals should be amalgamated into a single entity. The 
result of these reforms will be improved effectiveness, cost 
efficiency and breadth of services offered by hospitals 
serving small rural communities. 

The provision of maternity services is a weathervane 
issue in the delivery of health services and the role of local 
hospitals.  After the severe diminution in the last 10 years of 
the capacity for smaller communities to have local birthing 
services, the rural community would see the reopening of 
maternity services as a leading indicator of governments’ 
approach to rural and remote health services. A local 
birthing service is not only a defining characteristic of the 
local area, it also obviates the need for urgent, costly and 
risky travel at the time of birth. 

The development of Multi-Purpose Services combining 
state funding for acute care and Commonwealth funding for 
aged care has been very successful in assisting the viability 
of services in small rural towns and in shaping services 

in accordance with local health needs. However, their 
development has also been constrained by the limitation 
of Commonwealth resources to aged care funding only 
and to specified sizes of towns to which these facilities are 
available. The Alliance considers that, with a broader funding 
base and less restriction on population size, MPSs could 
provide sustainable and integrated services in a greater 
number of communities. 

The NRHA calls on the Australian Government

•	 To ensure that the proposed 60 per cent 
Commonwealth funding of hospitals, including for 
their capital, training and research requirements, 
is equitably distributed to smaller hospitals and 
multipurpose services (MPSs), as well as to 
hospitals in major cities and regional centres.

•	 Consistent with the COAG National Health and 
Hospitals Network Agreement, to develop clear 
definitions of Community Service Obligations and 
agreed functions and services as a basis for the 
block funding to be provided to smaller rural and 
regional hospitals. 

•	 To call a halt to the closure and rundown of rural 
hospitals and ensure there is a rebuilding of 
maternity services capacity in country areas.

•	 To ensure that, where the local community 
and clinicians support the idea, Local Hospital 
Networks and Medicare Locals or their equivalents 
have common boundaries based on genuine 
communities of interest, have common health 
goals and are required to jointly plan towards the 
provision of integrated service.

•	 In consultation with local health service providers 
and community members, to extend the Multi-
Purpose Service model according to the health 
needs of the particular community, and to provide 
Commonwealth funding for the MPS to deliver 
greater amounts of more specialised care, health 
promotion and community services.

•	 To ensure that any extension of MPSs is not at 
the cost of reduction in acute services such as 
obstetric and surgical services in the hospital.

The boundaries of the new Local Hospital 

Networks should be based on communities 

of interest, not population numbers.
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8. Improved mental health care for rural and remote Australians

The challenges facing mental health services 
in Australia have received considerable public 
attention, especially because of the lower  
than proportionate share of health funding for 
mental health. Mental health contributes 13 per 
cent of Australia’s health burden, but receives 
less than 6 per cent of direct funding, with a 
major deficit in early intervention and very  

high levels of untreated illness.

As is the case with some other conditions, even though the 
rate of mental illness is not demonstrated to be consistently 
higher in rural and remote areas, its consequences are 
greater and access to mental health services substantially 
lower. The higher suicide rate among men in rural and 
remote areas may be a marker of lower identification 
and treatment of mental health problems overall in non-
metropolitan communities. This is because of the shortage 
of specialised mental health professionals needed for 
effective and safe services in this complex health area.

The stresses and strains experienced by people in country 
areas are distinct; many general practices in rural and 

remote Australia have long waiting lists and limited referral 
options; and those with a mental illness may face greater 
concerns about visibility and stigma in smaller communities 
if their illness is identified.

MBS items designed to increase provision 

of mental health services are being used at 

much lower rates in rural areas. 

A substantial part of the Australian Government’s allocation 
to mental health is being provided through Medicare item 
numbers for GPs and psychologists. However, rural and 
especially remote areas are short of doctors and very short 
of mental health professionals eligible to provide services for 
or on behalf of general practitioners. There is clear evidence 
that access to psychologist services of people in rural areas 
is less than half of that in major cities and less than 20 per 
cent for people in remote areas (see Figure 3). Of great 
concern is the fact that males access these services at less 
than half the rate of females. 

PHOTO: STEWART ROPER
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Figure 4 Uptake of MBS mental health item numbers by location

Derived from COAG Mental Health Reform: Mental Health and the new Medicare 
Services, 2nd report November 2006-August 2008, Mental Health Council of 
Australia, September 2008.  Derived from Medicare data. ‘Urban’ assumed to be 
ASGC-RA 1, ‘Rural’ ASGC-RA 2-3, and ‘Remote’ ASGC-RA 4-5.

The Government has proposed to take over responsibility 
from the States for primary care mental health services, to 
provide 30 new services nationwide for early mental health 
intervention, and within its proposals for over 1200 new 
sub-acute beds, additional funding for emergency services 
and $200 million of flexible funding to the States, it has 
provided flexibility for them to increase their mental health 
services. A proposal to divert further funds to the Access 
to Allied Psychological Services (ATAPS) program through 
Divisions of General Practice is also being considered. 
ATAPS has been shown to have better penetration in rural 
and remote areas than Medicare items for allied health 
professionals. Opposition parties have proposed a $1.5 
billion package tied directly to mental health, comprising 20 
new early psychosis prevention and intervention centres, 60 
extra Headspace youth mental health centres and 800 new 
hospital beds.

From a rural and remote perspective, it is critical that all 
such funding be allocated to areas where the need is 
highest and that, where State flexibilities are concerned, that 
there is clear accountability for monies to be allocated to 
mental health services, including by region. Outreach of all 
these services to outlying towns and communities will also 
be essential to offer equity in access.

The programs for mental health that work well in rural 
remote areas need to be augmented, including especially 
those that focus on early intervention and treatment for 
young people where the risk is highest. The Government 
will also be encouraged to increase investment in e-mental 
health services, such as on-line therapies and telephone 
counselling.

The disability associated with poorly managed mental 
health conditions is a contributor to social and economic 
disadvantage, so that better treatment for those people 
whose needs were not identified or appropriately managed 
when they were young is also critically important in rural and 
remote communities. Because the mainstream programs 

based on Medicare are very poorly distributed in more 
remote areas, special programs are required.

Continued effort needs to be made to provide health 
professionals including allied health professionals such  
as social workers, Aboriginal Health Workers and 
occupational therapists working in remote areas with  
skills in mental health. Stronger links should be facilitated 
between local health professionals working within the health 
system and those working in local programs outside health, 
for example, through Centrelink or community services. 

The NRHA calls on the Australian Government

•	 To give priority to the transfer of funding and 
policy responsibility for primary mental health care 
services to the Commonwealth.

•	 To commit to early progress towards allocating 
additional funding for mental health commensurate 
with its burden within the Australian community. 

•	 To ensure that additional early psychosis 
prevention and intervention centres, and extra 
youth mental health centres, are targeted to areas 
most in need, are accompanied by a workforce 
plan to ensure their effective operation and have 
strong outreach capacity to outlying rural towns 
and remote communities.

•	 To provide greater investment in community-
based treatment options such as step-up/step 
down services, and regional mental health support 
services with strong outreach capacity to outlying 
rural and remote towns and communities.

•	 To provide additional funding for existing and new 
services to target hard-to-reach groups, including 
rural and remote men and Aboriginal and Torres 
Strait Islander people.

•	 To develop and implement an overall mental 
health workforce plan to substantially increase the 
availability of psychologists and other key mental 
health professionals, and to build collaborative 
work teams in rural and remote Australia.

•	 To act on the recognised need for an inclusive  
and flexible mental health workforce – one  
that includes social workers, Aboriginal Health 
Workers, occupational therapists, mental health 
nurses and nurse practitioners, especially in rural 
and remote areas.  
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9. Investing in aged care services and healthy ageing

The key issues in providing aged care services 

are choice, access and affordability. Most older 

people prefer to stay in their own home for as long 

as they can, and those who need residential care 

deserve the choice of a local facility.

However because of the relatively small numbers of people 
involved, applying these principles in rural and remote areas 
provides financial, managerial and logistical challenges. 
Private sector and charitable aged care facilities face greater 
challenges in being financially sustainable, as do public 
services designed to help people to stay in their homes, 
such as Community Aged Care Packages and Elderly Aged 
Care at Home (EACH) packages, Home and Community 
Care Programs (HACC) through State government and other 
local government services. 

The complexities of the aged care system also constitute 
a major barrier to good access, particularly for people 
in areas and communities poorly connected to service 
providers. The Alliance supports the Government’s one-
stop-shop approach to information about aged care 
services, especially if it includes a single entry point to case 
management to make it easier for older people and their 
families to know what their entitlements are, to navigate 
the system and to streamline eligibility assessment and 
progression between the various community and residential 
care services in a way that is timely and responsive to 
changing care needs.

People from rural and remote communities who have to 
move to a larger town for residential care or who want to 
move closer to family should receive support and assistance 
to find the best solution.

The Alliance is supportive of the indicated intention of the 
Australian Government to become not just the policy driver 
but also the single funder for aged care. This should help 
in providing more seamless care and to minimise obstacles 
to receiving good care through multiple entry points and 
complicated and repetitive assessment and application 
processes.

The Alliance supports further investment by government in 
flexible service delivery models such as mobile community 
outreach services and the funding of small hospitals as 
Multi-Purpose Services through flexible pooling of aged 
care and acute care funds. Further development of the 
funding and service delivery models available for Multi-
Purpose Services is needed to incorporate the strong 
focus on community aged care and the higher primary care 
needs of older people where this is appropriate for the local 
community.

The Alliance will be seeking assurances about the timely 
implementation of the 2010 Budget proposal to improve 
the sustainability of community aged care services in rural 

and remote communities through increased investment in 
the Aged Care Viability Supplement in both community and 
residential settings, zero real interest loans and the ongoing 
development of targeted programs for rural and remote 
aged care. There need to be flexible approaches to funding, 
including for both capital and operational costs and for 
mobile and outreach service options. Special consideration 
should be provided for rural and remote aged care staff for 
career development, fair wages for aged care nurses and 
personal carers, and support for the accreditation of facilities 
in more remote areas. 

Such workforce development and training initiatives as these 
will increase the available workforce including aged care 
nurses, nurse practitioners and personal care workers, as 
well as social workers and community carers. Professional 
development and ongoing learning and support need to 
be provided in ways that are accessible to people already 
working in rural and remote communities. 

As well as the emphasis on those already needing aged 
care services, there also needs to be greater attention to 
the means by which ageing people can be kept healthy, 
including access to community services, healthy local 
neighbourhoods, public transport and gainful employment. 

The NRHA calls on the Australian Government

•	 To further extend the Multi-Purpose Service 
program for rural communities for more 
comprehensive funding of aged care needs 
including residential, acute, community and 
primary care.

•	 To fund and manage rural and remote aged care 
services as Flexible Care, with funding and quality 
regimes designed for the specific circumstances of 
each local community and service.  

•	 To provide additional capital grants to aged 
care facilities in rural and remote areas so that 
these smaller services can maintain appropriate 
certification requirements although they may of 
necessity be smaller and operate with higher costs 
of providing services. 

•	 To continue to develop the one-stop-shop 
approach to information about age care services 
and to ensure that it is provided through 
appropriate means to people in rural and remote 
communities and complemented by more effective 
and comprehensive case management across the 
range of services available.

•	 To establish a staff support scheme for rural and 
remote aged care services, including support for 
e-learning and other forms of distance education. 
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10. Better Patients’ Assisted Travel Schemes

Almost all interest groups in health, as well 

as reports from the Senate and the National 

Health and Hospitals Reform Commission, have 

agreed that equity of access to health services 

for people in rural and remote areas demands 

that there be a more nationally equitable, better 

promoted and better funded patients’ assisted 

travel scheme (PATS).

These groups may reluctantly accept that the Australian 
Government will not take back responsibility for the scheme 
– but they see a clear role for the Commonwealth in leading 
the various jurisdictions and, where necessary, investing its 
own money in this critical part of health service equity.

The Federal election campaign provides the next opportunity 
for political leaders to commit to real action on PATS.

The Australian Government has a clear responsibility for 
providing clinically timely access to more specialised and 
acute health services. If a new national health care system 
cannot provide such services locally for patients in need, the 
only alternative is a widely-available, affordable and effective 
patients’ assisted travel scheme. Such a scheme should be 
flexible enough to accommodate the best available transport 
options within a rural and remote community including 
effective use of paramedics and ambulance services where 
appropriate, meaningful contributions to the costs of travel 

in private vehicles or commercial travel costs appropriate to 
care needs, as well as consideration of the accommodation 
needs of patients, their carers and families during treatments 
away from home.

The NRHA calls on the Australian Government

•	 To invest directly, in collaboration with the States 
and the Northern Territory, in better funded and 
more widely promoted patients’ accommodation 
and travel schemes (PATS) for all jurisdictions. 

•	 To commit to inclusion of national access targets 
for PATS in the National Healthcare Agreements 
between it and the States/Northern Territory. The 
schemes in all jurisdictions should accommodate 
the particular barriers experienced by Indigenous 
Australians, and be relatively generous given that 
public transport in many rural and remote areas is 
very limited. 

•	 In the medium term, to consider development of 
a broader patients’ accommodation and travel 
scheme that covers any intervention not available 
locally and that includes a focus on illness 
prevention, early intervention and the management 
of health risk factors (eg through the provision of 
antenatal care).
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Other priorities 

Maternity services in rural and remote areas
Some 130 rural maternity services have closed in Australia 
in the last decade. It is generally the smaller services that 
have closed, despite evidence that for normal births they are 
as safe as larger metropolitan units. 

These decisions have been caused by rationalisation of 
services by the states and territories, indemnity risks, and 
the shortages of appropriately qualified health professionals. 
This last element has been caused in large part by decisions 
of general practitioners to give up the procedural aspects 
of their practice. A no-fault insurance scheme could reverse 
this trend.

The loss of local maternity services has shifted significant 
risk away from health services and onto families. There is an 
increased chance of birth occurring outside the appropriate 
care setting, a higher risk of associated complications, and 
greater costs in time and money to be borne by mother 
and family. These immediate costs are incurred through 
increased travel and accommodation away from home, with 
concomitant family dislocation. 

The NRHA calls on the Australian Government

•	 To reinvest in maternity services in smaller rural 
communities where the numbers of potential 
births justifies it and where the infrastructure and 
specialist (obstetric, GP proceduralist, midwife, 
nurse) and generalist health workforce is available. 

Child and maternal health
Meeting the needs of children in rural and remote areas 
is not only a social justice issue but also one of the best 
possible investments in the future health of Australia. 

‘Failure to thrive’ among Indigenous babies is still a major 
challenge and Indigenous children suffer high rates of 
infections and illnesses that affect them for life (ear infection, 
rheumatic fever, skin conditions, nose and throat infections, 
poor oral health and nutrition). 

All sides of politics should support long-term national 
programs to care for the health and wellbeing of children, 
particularly in the critical period from conception through to 
school. The broader issue is for Australia to develop world’s 
best-practice programs for supporting pregnant women and 
their babies in the first few years of life.

The NRHA calls on the Australian Government

•	 To make maternal and child health one of the 
next priorities for special treatment under the 
general preventive health care activity. Aboriginal 
and Torres Strait Islander children should be the 
highest priority for government programs relating 
to maternal and child health.

•	 To increase the national effort on early 
intervention in child and maternal health and for 
healthy parents, through health programs with 
demonstrated effectiveness and family services for 
rural, regional and remote areas. 

A new Strategic Framework for rural and 
remote health
Healthy Horizons was for 10 years the de facto national rural 
and remote health strategy, agreed by the Australian, State 
and Territory Ministers for Health and the NRHA. 

A new strategic framework for rural and remote health 
is being developed jointly by these parties. The Alliance 
strongly supports this work in the expectation that it will 
continue to provide rural and remote health principles, 
justification and guidance for all health jurisdictions in 
Australia, as well as for professional bodies involved with 
health services.

The NRHA calls on the Australian Government

•	 To give priority to the development and application 
of an Australia-wide framework for rural and 
remote health which will include principles, 
strategies for action, targets to be met and 
agreements about performance indicators. The 
new plan should include a range of targets against 
which periodic public reports on progress would be 
made by the Australian, State and Territory Health 
Departments and the NRHA.PH
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Data and evidence on rural and remote health 
Australia is now recognised as a world leader in rural  
and remote health education and training, but rural and 
remote health research is still relatively piecemeal and 
generally consists of short-term projects based on limited 
short-term funding. 

Improved research infrastructure and quarantined funding 
would not only help improve the evidence base and the 
research effort but would also help support the recruitment 
and retention of clinicians to rural and remote Australia.  
This would allow those clinicians to maintain and develop 
their skills and interests while working in such areas. It will 
also foster a culture of enquiry and continual improvement 
that will encourage rural health services to adopt new 
models of care. 

The NRHA calls on the Australian Government

•	 To support the establishment by the NHMRC of 
a Centre for Rural Health within the Partnership 
Centres for Better Health scheme.

•	 To commit to a strategic approach to rural and 
remote health research, building on the existing 
infrastructure located in rural, regional and 
remote areas. The approach 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. 

•	 To provide the Australian Institute of Health and 
Welfare with the capacity to resume its rural and 
remote health research stream. 

PH
O

TO
: S

TE
VE

 L
O

VE
GR

O
VE



 NATIONAL RURAL HEALTH ALLIANCE ELECTION CHARTER 201022

The National Rural Health Alliance

Purpose
About seven million people or 32 per cent of the total 
Australian population live outside the major cities. Those 
people and the industries in which they work continue to 
make a major contribution to Australia’s wealth and society.

Country people report higher than average levels of 
satisfaction with their lives and enjoy the challenges, rewards 
and pace of life in rural and remote areas. However they tend 
to have higher rates of disease and injury and, on average, 
shorter life expectancy than their counterparts in major cities.

Despite the national contributions they make, rural 
people tend not to have access to equivalent services 
and infrastructure as are available in the major cities. 
Governments’ mainstream investments in health are limited 
in rural communities, access to other services is more 
difficult, health professionals are fewer, and health risk 
factors more common. These factors are compounded 
by isolation, poor communications, weather cycles and 
occupations characterised by higher levels of risk.

The National Rural Health Alliance exists because of these 
challenges. It advocates for people in rural and remote 
areas to receive the fair share of national prosperity and the 
benefits to which they are entitled as citizens of Australia.

Vision
As the peak non-government body for rural and 
remote health, the Alliance’s Vision is good health 
and wellbeing in rural and remote Australia.

The National Rural Health Alliance was established in 1992. 
It is now comprised of 29 national organisations. 

The Alliance uses a broad definition of ‘health’. It represents 
the interests of people in rural areas in a wide range of 
projects which provide the opportunity to improve health 
outcomes.  

The Alliance has a strongly interdisciplinary focus, and one 
that emphasises health promotion and illness prevention as 
well as primary and acute care.

The Alliance’s advocacy encompasses a special emphasis 
on Aboriginal and Torres Strait Islander health, maternal 
and child health, mental health, oral health, chronic disease 
management and aged care.

Information from the Alliance about a wide range of issues 
relating to rural health is available as single-page Fact 
Sheets. To access them, as well as other publications and 
information about the Alliance, visit www.ruralhealth.org.au

National Rural Health Conference 
The major biennial event for people and agencies interested 
in improving the health of people living in rural, regional and 
remote Australia. conference@ruralhealth.org.au

Member Bodies of the National Rural Health Alliance

ACHSM
Australasian College of Health Service Management  
(rural members)

ACRRM Australian College of Rural and Remote Medicine

AGPN Rural Sub-Committee of the Australian General Practice Network

AHHA Australian Healthcare and Hospitals Association

AHPARR Allied Health Professions Australia Rural and Remote

AIDA Australian Indigenous Doctors’ Association of Australia

ANF Australian Nursing Federation (rural members)

APA (RMN) Australian Physiotherapy Association Rural Members Network

APS Australian Paediatric Society

ARHEN Australian Rural Health Education Network 

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

CHA Catholic Health Australia (rural members)

CRANAplus CRANAplus – the professional body for all remote health

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 

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

NRHSN National Rural Health Students’ Network

RDAA Rural Doctors’ Association of Australia

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

RFDS
Australian Council of the Royal Flying Doctor Service of 
Australia

RHEF Rural Health Education Foundation

RHWA Rural Health Workforce Australia

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

RNMF of RCNA
Rural Nursing and Midwifery Faculty, Royal College of Nursing 
Australia

RPA
Rural Pharmacists Australia - Special 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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…good health and wellbeing in rural, regional and remote Australia.

PO Box 280 
Deakin West ACT 2600
Phone: 02 6285 4660 
Fax: 02 6285 4670
nrha@ruralhealth.org.au
www.ruralhealth.org.au

The Alliance’s core operational grant is provided by the Australian Government Department of Health and Ageing.
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