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The House of Representatives Standing Committee on 

Health, Aged Care and Sport – Inquiry into Diabetes  

Terms of reference 

The response of the National Rural Health Alliance (the Alliance) is focused on the terms of reference 
in bold. They will be addressed in a combined response. 

1 The causes of diabetes (type 1, type 2 and gestational) in Australia, including risk factors such as 
genetics, family history, age, physical inactivity, other medical conditions, and medications used. 

2 New evidence-based advances in the prevention, diagnosis and management of diabetes, in 
Australia and internationally. 

3 The broader impacts of diabetes on Australia’s health system and economy. 

4 Any interrelated health issues between diabetes and obesity in Australia, including the 
relationship between type 2 and gestational diabetes and obesity, the causes of obesity and 
the evidence base in the prevention, diagnosis and management of obesity. 

5 The effectiveness of current Australian Government policies and programs to prevent, 
diagnose and manage diabetes. 

About the Alliance  

The Alliance welcomes the opportunity to make a submission to the House of Representatives 
Standing Committee on Health, Aged Care and Sport Inquiry into Diabetes. The Alliance is the peak 
body for rural, regional and remote health (herein rural) in Australia. The Alliance comprises 47 
national organisationsa and our vision is for healthy and sustainable rural communities across 
Australia. The Alliance is focused on advancing reform to achieve equitable health outcomes for rural 
communities, that is the 7 million people residing outside our major cities. Our Members include 
health consumers, healthcare and medical professionals, service and support providers, health and 
medical educators and students, and the Aboriginal and Torres Strait Islander health sector. 

Key recommendations to improve diabetes outcomes for rural Australians 

The key recommendations of the Alliance, which are discussed in more detail later in the document, 
are as follows: 

1. Implement and fund workforce interventions that aim to increase the prevalence of primary 
healthcare professionals such as general practitioners (GPs), rural generalists, nurses, midwives 
and allied health professionals in rural Australia, including consideration of: 

a. Entry-to-practice training interventions such as the Rural Health Multidisciplinary Training 
program and end-to-end rural training in rural medical or health science university 
departments. 

b. Post entry-to-practice interventions such as training programs in rural generalism (medicine, 
allied health, nursing), incentives and supports for working rurally, improved access to housing 
and childcare, with a focus on equity across professions. 

 

a Please see www.ruralhealth.org.au/about/memberbodies for details. 

https://www.ruralhealth.org.au/about/memberbodies
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c. Increase funding for a larger multidisciplinary healthcare workforce to support coordinated 
care, including diabetes health checks. This will enable rural Australians to make healthier 
lifestyle choices – including diet and exercise – to support physical health and wellbeing 
outcomes, particularly related to depression, stress, anxiety and coping strategies.  

d. Extend funding to train more healthcare professionals, including registered nurses and allied 
health professionals, to upskill as diabetes educators, to provide best-practice and evidence-
based coordinated care in rural Australia. This should include face-to-face and telehealth 
options to suit the needs of a diverse rural population. 

2. Strengthen support for multidisciplinary care models within primary health care. Key to this is 
adequate funding via suitable funding models, to support the provision of care by non-medical 
team members. The Alliance has developed a model of care called Primary care Rural Integrated 
Multidisciplinary Health Services (PRIM-HS) that aims to improve access to comprehensive 
primary healthcare services in rural areas. We see this as particularly applicable in areas where the 
primary healthcare market has failed or is failing. 

3. Implement and fund diabetes awareness and early detection programs for timely diagnosis and 
to avoid preventable complications and morbidity for all rural Australians. This includes access to 
pre-pregnancy diabetes programs, and advice and coordinated care for women with diabetes. 
Improved rural outcomes require consideration of rural-specific issues in the development and 
implementation of these programs. 

4. Extend and fund hospitalisation prevention programs such as Dose Adjustment for Normal Eating 
(ozDAFNE) for rural Australians with type 1 diabetes.1 

5. Fund the supply of subsidised essential pharmacotherapy, blood glucose monitoring and 
consumables for all rural Australian with diabetes. Provide a full subsidy for all rural Australians 
with type 1 diabetes to purchase Libre 2 sensors to accurately measure glucose levels.  

6. Increase funding for Aboriginal and Torres Strait Islander healthcare students who understand 
their communities and, once trained, can provide culturally and language appropriate healthcare 
access and support as required. 

7. Increase funding to expand transport availability and access to affordable healthier food and 
beverages in rural and remote regions of Australia. 

a. Consider the implementation of a sugar tax of at least 20 per cent on sugary drinks, with the 
income generated to be invested in preventive health measures.  

b. Increase the availability and affordability of healthy food choices in remote Australia. 

c. Extend funding to improve modes of transport for rural Australians to access healthier food 
and attend healthcare clinics and preventive health and lifestyle activities. 

Key messages 

Diabetes mellitus (DM) is a chronic endocrine disorder that occurs when either the body does not 
produce enough insulin or cannot effectively use the insulin produced.2 Collectively, type 1b and 
type 2c DM effect over 1.3 million (1 in 20) Australians, many of whom live in rural regions of Australia 
with limited access to specialist and primary health care.3,4 One in six women in Australia who gave 
birth in 2021–22 were diagnosed with gestational diabetesd (GDM).3 Around 7.9 per cent of 

 

b Type 1 diabetes is a deficiency of insulin production and requires daily insulin administration (WHO). 

c Type 2 diabetes affects how the body uses glucose for energy and stops the body from using insulin properly, which can 
lead to high levels of blood sugar if not treated (WHO). 

d Gestational diabetes occurs in pregnancy and is characterised by higher than normal blood glucose level values (WHO). 
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Aboriginal and Torres Strait Islander people (64,000) are living with diabetes – almost three times the 
rate of their non-Indigenous counterparts.5,6 

The latest data from the Australian Institute of Health and Welfare indicate the prevalence of type 1 
DM remained stable across Australia over the past two decades, while the incidence of type 2 DM fell 
in the past decade due to improved preventive activities – screening, education programs and 
behaviour modifications.3 Unfortunately for rural Australians, the prevalence of diabetes increases 
with remoteness and with the level of socioeconomic disadvantage. Figure 1 demonstrates the 
prevalence of type 2 DM with remoteness. Moreover, Aboriginal and Torres Strait Islander people 
have a 2.2 times higher incidence rate for diabetes than non-Indigenous people.3,5  

Diabetes and its complications result in high health costs and reduced quality of life for rural 
Australians.4 Australians living in rural and remote areas are 1.3 times more likely to be living with 
diabetes than those in major cities.5 The disparity is greater for females (1.6 times) than males 
(1.1 times). 

Figure 1: Prevalence of type 2 diabetes, by selected population group and sex, 2021 

 

Source: Australian Institute of Health and Welfare. Diabetes: Australian facts – Type 2 diabetes. 2023 Jun 30 [cited 2023 Jul 25]. 
Available from: www.aihw.gov.au/reports/diabetes/diabetes-australian-facts/contents/how-common-is-diabetes/type-2-
diabetes3 

It should be noted that rural Australians have, on average, higher exposure to detrimental 
socioeconomic determinants of health (lower incomes, educational attainment and employment 
opportunities), health and behavioural risk factors, and a higher overall burden of disease.7 The 
burden of diabetes in rural Australia is compounded by the high rates of overweight and obesity, lack 
of exercise or education, and poor access to exercise facilities, healthy groceries, affordable 

https://www.aihw.gov.au/reports/diabetes/diabetes-australian-facts/contents/how-common-is-diabetes/type-2-diabetes
https://www.aihw.gov.au/reports/diabetes/diabetes-australian-facts/contents/how-common-is-diabetes/type-2-diabetes


4 

medication, multidisciplinary healthcare services and a healthcare workforce, compared to their 
urban counterparts.3 These socioeconomic determinants, coupled with a higher burden of disease, 
are a major social and economic burden and require a holistic approach that encompasses 
prevention, screening, education, access to a timely and local multidisciplinary workforce and health 
services, to ensure best practice health care for all rural Australians with diabetes.  

Non-urban communities make a substantial contribution to the Australian economy. Figures from the 
Reserve Bank of Australia indicate that the resources and rural-sector industries account for 
approximately 80 per cent of Australia’s exports.8 In 2021–22, Australian agriculture, fisheries and 
forestry exports reached an estimated $76 billion.9 Furthermore, 46 per cent ($107 billion) of the 
nation’s annual tourism expenditure occurs in regional Australia, with half a million people directly 
employed in rural tourism-related industries.10 This is a significant economic contribution and key to 
sustenance of international trade – stimulating economic wealth and facilitating employment. The 
health and wellbeing of people living with diabetes in rural Australia is essential to the broader 
economic productivity and development of the nation. In turn, this will support people with diabetes 
in rural Australia. Rural communities need access to multidisciplinary healthcare services and a health 
workforce to support prevention and provide ongoing care for their diabetes. Currently rural 
Australians have less access to primary health care, including non-GP medical specialists, than those 
living in metropolitan areas and they rely more heavily on the hospital sector.11  

Diabetes is a chronic disease that can lead to short-term and long-term complications. Because of the 
prevalence of diabetes and its impact on the health, social and economic wellbeing of rural 
Australians, it is essential that there is firstly increased investment and appropriate measures for 
prevention, and then care and treatment, when and where needed. The prevention of diabetes and 
its associated complications is contingent on optimal resources and holistic primary health care, 
including access to endocrinologists, diabetes education, support programs, and effective and 
efficient medication.  

The purpose of this submission is to provide suggestions on how the health of rural Australians with 
diabetes can be improved via increasing the size and improving the distribution of the rural health 
workforce, health services, technology and education.  

Focus of the submission (on terms of reference 3 and 4) 

Term of reference 3: The broader impacts of diabetes on Australia’s health system and economy. 

Diabetes has significant and often preventable impacts on the health and wellbeing of rural 
Australians.12 Coronary artery disease, stroke, eye and kidney disease, complications with lower limbs 
such as peripheral neuropathy, peripheral vascular disease and mental health impacts are all related 
and often preventable diseases resulting from diabetes.12,13 Coronary heart disease is currently the 
leading cause of death for people living in rural Australia.5 Higher rates of overweight and obesity, 
smoking, alcohol consumption, psychological distress, and lower levels of physical activity, increase 
rural Australians’ chances of developing type 2 DM.7 Moreover, there is a higher consumption of 
sugar-sweetened drinks, along with reduced access to fresh food and groceries that increases with 
remoteness. 

Chronic disease and its associated behavioural risk factors cause substantial economic cost not only 
to governments and business but to all Australians, due to lost productivity, in addition to the cost of 
diagnosis, treatment and the ongoing management of care.14 Expenditure by the federal, state, 
territory and local governments and the non-government sector (including private health insurance 
and individual contributions) totalled $3.1 billion in 2019–20. These estimates report direct, allocated 
and recurrent expenditure only. They do not account for the total amount spent on diabetes health.3 
Medications dispensed through the Pharmaceutical Benefits Scheme (PBS), public and private 
hospital admissions, outpatient visits and emergency presentations were the highest areas of 
spending.15 
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Primary prevention aims to stop the development of type 2 DM. This is achieved by behaviour change 
including a balanced diet, regular exercise and a healthy lifestyle. There is no prevention for type 1 
DM, however preventing the complications from type 1 and 2 DM requires a combination of early 
education and preventive lifestyle changes and treatment. Mental health issues due to stigma and 
constant decision-making in the management of diabetes, requires early intervention to give rural 
Australians the self-care skills to cope with and manage their diabetes and to avoid emergency care. 
To prevent diabetes and improve its management, rural Australians should have access to a 
multidisciplinary primary healthcare workforce – including GPs, allied health professionals, 
diabetologists, endocrinologists, credentialled diabetes educators, and Aboriginal and Torres Strait 
Islander health practitioners – that can provide models of health care essential to support 
comprehensive care for rural Australians with diabetes.12 

Independent analysis by Nous Group identified the health expenditure deficit experienced by rural 
Australia, compared to metropolitan locations, as $6.55 billion annually. Nous has identified that the 
current pattern of health service use indicated a missed chance for early intervention, preventive 
health care, and cost-effective general practice and allied health services in the community. As a 
result, there is a higher burden of severe disease, leading to increased usage of emergency and 
hospital services.16 

Currently, rural Australians with type 1 DM are required to travel to metropolitan areas to access 
education programs. The ozDAFNE hospitalisation prevention program teaches rural Australians with 
type 1 DM to safely adjust their doses of insulin, avoiding unnecessary hospital admissions.1 The 
program is only held in metropolitan areas at present, precluding Australians living with diabetes in 
rural areas from attending due to the cost of travel and accommodation. Hypoglycaemic episodes 
and diabetic ketoacidosis are urgent complications of type 1 and type 2 DM and account for 40 per 
cent of acute presentations to emergency departments for all Australians.3 Hospitalisation rates in 
2020–21 were 2.6 times higher for Australians living in remote and very remote areas, compared to 
those living in a major city.3 Rural Australians with diabetes require an accessible, comprehensive, 
coordinated healthcare workforce that can provide coordinated care and timely follow up post 
discharge from hospital. They also need to be able to access the necessary medications at an 
affordable price.  

Primary healthcare funding and models 

Addressing the health inequities experienced by rural Australians with diabetes requires innovation in 
funding and care models for primary health care. The Alliance has an evidence-based model that 
could be supported and funded by the Australian Government to increase access to multidisciplinary 
primary health care. The model, termed Primary care Rural Integrated Multidisciplinary Health 
Services (PRIM-HS), is specifically designed in conjunction with local communities, to address the 
challenges of delivering primary health care in those settings in accordance with local population 
health need. The need for rural primary healthcare practices to have access to funding streams other 
than the traditional Medicare Benefits Schedule (MBS) fee-for-service model is amplified in the case 
of diabetes, where it is in the interests of patients and the health system generally to have primary 
healthcare providers who can employ health professionals from a range of health disciplines to 
provide the education, care and treatment that meets their patients’ needs. The PRIM-HS model is 
described in more detail in Appendix A.  

Allied health professional services for chronic disease are predominantly accessed via private 
practitioners or non-government organisations and these services have limited access to the MBS 
system (low rebates and a limited number of rebated sessions). The 2023 Federal Budget measure to 
streamline the Chronic Disease Management Program (CDMP) must be monitored to ensure that 
changes to CDMP do not create unanticipated barriers to access to allied health services for rural 
Australians living with diabetes when access to such allied health services is critical in diabetes 
management.  
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Diabetes and oral health 

There is a well-known two-way link between diabetes and mouth health. The level of sugar in the 
blood is too high in people with diabetes, so keeping blood sugar levels under control is an issue. 
When poorly controlled, many issues in the body may arise. This can worsen gum disease, but having 
gum disease will make controlling diabetes difficult. Other issues in the mouth associated with 
diabetes can include: 

• dental decay 

• a decrease in saliva production causing a dry mouth 

• yeast and fungal infections 

• delayed or poor healing of wounds within the mouth 

• difficulty tasting foods.17 

Risk for periodontitis is increased two to three times in people with diabetes compared to individuals 
without, and the level of glycaemic control is key in determining risk. Diabetes increases the risk for 
periodontitis by contributing to increased inflammation in periodontal tissues.18 

People with diabetes should be encouraged to have regular checkups with a dental professional, 
particularly those with newly diagnosed or poorly controlled diabetes. 

Digital health care 

Digital health technologies such as telehealth, electronic prescribing and electronic health records, 
can be used effectively to support rural Australians with diabetes to maintain better health and get 
access to health care when needed. Patients can access prescriptions and medicine information, and 
access online mental health support and consultations with a GP and endocrinologist.19 Telehealth 
programs are less suitable for more complex patients who require long consultations and coordinated 
care. Moreover, telehealth should not be at the expense of a local or visiting health workforce 
(including non-GP medical specialists). To fully leverage the potential of telehealth, a blend of on-the-
ground and remote services is needed. This approach can improve coverage and follow-up, ensuring 
patients receive the care they need, regardless of their location. 

Telehealth-enabled health assistants can help with tasks such as exercise programs, wound care and 
medication management, thereby reducing the workload of allied health professionals and increasing 
the number of patients who can receive care.19 Telehealth can also be used to provide remote 
supervision and training for the health workforce, enabling them to work more effectively and 
efficiently. 

Rural training and clinical placements – health workforce 

There is a maldistribution and insufficient number of health practitioners working in rural Australia. 
Improving the geographical distribution of health practitioners will assist with coordinated health 
care available to people with, or at risk of, diabetes in rural Australia.  

The Rural Health Multidisciplinary Training (RHMT) program was established in 2016 to provide rural 
training and clinical placements for health students, to improve the recruitment and retention of 
medical, nursing, dental and allied health professionals in rural Australia.20 Evidence shows medical 
students who undertake a longitudinal clinical placement coupled with additional rural training 
during their medical course, are more likely to be working in smaller regional or rural towns, where 
workforce need is greatest.21  



7 

Term of reference 4: Any interrelated health issues between diabetes and obesity in Australia, 
including the relationship between type 2 and gestational diabetes and obesity, the causes of 
obesity and the evidence-base in the prevention, diagnosis and management of obesity. 

Social determinants of health greatly impact the health status of a population. Rural Australians have, 
on average, higher exposure to detrimental socioeconomic determinants of health and inequitable 
access to available health services, which contributes to a greater risk of poor health.7,22 Adults living 
with higher socioeconomic disadvantage are 1.6 times more likely to be obese and 1.9 times more 
likely to have diabetes.22  

One in four children and adolescents (aged 2–17 years) in Australia are overweight or obese.23 
Furthermore, 23.5 per cent of children aged 2–17 years living in major cities are overweight or obese 
compared to 28.7 per cent of all children living in inner regional and 26.9 per cent of children living in 
outer regional and remote areas of Australia.23 The rates are similar for boys and girls across all age 
groups.23 For adults, two in three (67 per cent) are overweight or obese, equating to approximately 
12.5 million adults across Australia.23 Comparing the proportion of adults living with overweight or 
obesity by remoteness, 65.1 per cent of adults living in major cities are overweight or obese compared 
to 71 per cent of adults living in inner regional areas and 70.3 per cent of adults living in outer regional 
and remote areas of Australia.23 The economic cost to Australians and the broader community from 
overweight and obesity was $11.8 billion in 2018 and, if not addressed, will increase over time.24 

The incidence of gestational diabetes has doubled since 2012-13, with one in six or 53,900 women 
who gave birth in 2020-21 affected.3 It is important to note those women living in remote and very 
remote areas of Australia are 1.1 and 1.2 times more likely, respectively, to develop gestational 
diabetes compared to those in a major city or inner regional area.3 Moreover, rural Australian women 
living in lower socioeconomic regions have a 1.6 times higher incidence of gestational diabetes.3 
There is also a strong association between obesity and gestational diabetes – a concern for women 
living in rural areas with less access to health care.  

These results are a major concern for rural Australia and can be attributed to several factors including 
inadequate access to healthcare services and a maldistributed healthcare workforce, lack of health 
literacy, poor access to fresh food, lower income and limited availability of transport. It is important 
that obesity-prevention initiatives and weight-management programs are easily accessible, and rural 
Australians who are obese feel able to access multidisciplinary healthcare professionals without 
stigma and receive the education and health care they require. 

Conclusion 

Access to coordinated multidisciplinary care for all rural Australians is important to reduce the incidence 
of diabetes and support those living with diabetes via optimal education, care and treatment. 

Measures to enable this should focus on improving timely access to health care and the 
implementation of public health interventions. Key to this in rural Australia is building the rural health 
workforce, in part via modification of student training programs to increase the number of 
multidisciplinary health professionals willing to practice in rural areas. Also key is ensuring that 
funding models and models of care are fit for the rural context, with adequate flexibility to address 
the challenges that come with small populations, large travel distances and lower incomes. 
Interventions that address these factors should be considered by government (whether local, state, 
territory or federal) and developed in collaboration with communities. 

The Alliance strongly supports investment in prevention, early detection, collaborative models of care 
and contemporary management of diabetes for all people living in rural regions of Australia. The 
recommendations put forward in this submission are both a social and economic investment that will 
enhance the health and wellbeing of those living in rural Australia. 

The Alliance would be pleased to elaborate on any issues referred to in this submission. 
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Appendix A: What are PRIM-HS? 

PRIM-HS is a model of care and funding for primary health care in rural areas, advocated by the National 
Rural Health Alliance and supported by a wide diversity of organisations. When funded, PRIM-HS will be 
community-based organisations that offer a comprehensive and affordable range of primary healthcare 
services. They should be not-for-profit organisations funded by government, designed and established by 
local communities to meet their primary healthcare needs in flexible and responsive ways. 

PRIM-HS will employ a range of primary healthcare providers including rural generalists, nurses, nurse 
practitioners and midwives, dentists and allied health professionals. The mix of practitioners employed will 
depend on the needs and circumstances of individual communities, with consideration of existing healthcare 
providers. Health practitioners will be supported by administrative staff (including practice managers), to 
ensure that clinical staff can focus on clinical practice. The PRIM-HS paradigm supports medical and allied 
health rural generalist models and pathways, including opportunities for structured supervision and support. 

PRIM-HS would help overcome the barriers to attracting and retaining a rural health workforce. They would 
provide secure, ongoing employment with a single or primary employer, attractive conditions including leave 
provisions (holiday, personal, parental, and long-service leave) and certainty of employment and income. 

Most importantly, PRIM-HS are not urban-based corporate entities, cherry picking the profit out of rural 
communities. The Alliance believes that Australia has a social and economic contract to build regions, not 
just to take the best from them. This requires support to determine need and investment at the grassroots – 
in local people, local services and regions.  

PRIM-HS do not rely on health practitioners committing to establish their own practice, with the attendant 
responsibilities of operating a financially viable, standalone business (managing staff, administration and 
compliance) in what are generally thin markets. This employment model makes it easier for health 
practitioners to take up a rural position, knowing they can focus on their professional practice without the 
stress of establishing, purchasing or running a practice in a thin or failed market. 

PRIM-HS support work–life balance, minimising social and professional isolation through peer support from a 
multidisciplinary team and overcoming related negative perceptions of rural practice. Employment 
conditions recognise and support continuous professional development and specific accreditation 
requirements and can provide the opportunity for training and research collaborations. PRIM-HS provide 
ready connection to the local community, with support and advice available regarding accommodation, 
employment opportunities for partners, education options for children, and social and recreational activities. 

The health workforce shortage in rural Australia often means that older people or people with disabilities 
cannot access the support and interventions they need and are eligible for, including medical, nursing, allied 
health, dental and pharmacy services, across a range of settings: residential aged care facilities (RACF), 
National Disability Insurance Scheme (NDIS) benefits and support through the Department of Veteran’s 
Affairs (DVA). PRIM-HS have the potential to provide in-reach services for RACF, NDIS and DVA recipients, as 
well as for rural people with chronic disease, including those with chronic disease management or other 
similar care plans. 

PRIM-HS are not intended to compete with Aboriginal Community Controlled Health Organisations 
(ACCHOs). Where appropriate, PRIM-HS will work collaboratively to ensure that all primary healthcare 
services, serving the full spectrum of community members, can thrive. PRIM-HS acknowledge the holistic, 
comprehensive and culturally appropriate health services provided by these distinct organisations. 

PRIM-HS are also not intended to compete with existing health professionals in a community or threaten the 
viability of existing services. PRIM-HS are aimed at supporting communities where there is a lack of primary 
health care and would be implemented to ensure existing services are enhanced. Hence, PRIM-HS will be co-
designed with local health consumers, providers and organisations to address local needs, offering a range of 
services that are better integrated across all sectors. 

Further details can be found at www.ruralhealth.org.au/primary-care-rural-integrated-multidisciplinary-
health-services  

https://www.ruralhealth.org.au/primary-care-rural-integrated-multidisciplinary-health-services
https://www.ruralhealth.org.au/primary-care-rural-integrated-multidisciplinary-health-services
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