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3.	  Rural health capacity and capability building investment through:

•	  �Long term funding of $6.0 million over 4 years and $1.5 million 
ongoing for the Alliance to work as the enabler and trusted conduit 
between communities and Governments, and

•	  �Specific funding of $9.7 million over 4 years and $1.6 million ongoing 
for a Rural Health Innovation and Evidence Hub hosted by the 
Alliance. The Hub would support real-time learning from rural health 
systems innovation across Australia through regular forums in rural 
communities and a strengthened Australian Journal of Rural Health, 
supported by an IT platform with artificial intelligence integration. 
 

Annual indexation to be added to the above amounts. Detailed costings 
are provided in Part 3 – Proposed Solutions.

People in rural and remote communities continue to experience poorer 
health outcomes compared to people living in urban communities. 

Solution summary

The National Rural Health Alliance (the Alliance) has launched a campaign Let’s build a 
healthier future for rural Australia comprising three key solutions that will support 
improved access to healthcare services, especially primary health care services, and 
help to achieve better health equity for people living in rural areas of Australia.

The Alliance proposes three integrated measures, strengthening the findings and 
solutions identified in the Strengthening Medicare Taskforce Report, to be included in the 
2025-26 Budget:

The Alliance is pleased to provide a 
submission for consideration in the 2025–26 
Federal Budget. The Alliance is the peak body 
for regional, rural and remote (hereafter 
referred to as rural) in Australia, comprising 
52 member organisations which include 

healthcare professionals, service providers, 
health and medical educators, researchers, 
medical and health practitioner students 
and the Aboriginal and Torres Strait Islander 
health sector. 

1. Executive Summary

2.	  �A $1 billion National Rural Health Fund, half for blended or block funding 
and half for infrastructure, with ongoing funding from the Commonwealth.  
The Fund would be supported by:

1.	  �A National Rural Health Strategy under the National Health Reform 
Agreement to coordinate Commonwealth, State and Territory investment 
and service delivery, funded through:
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In addition, the Alliance collaborates with a 
formal network of Friends in community and 
Allies who live and work at a state, regional 
and local level, giving it extensive reach in 
rural communities. The Alliance maintains a 
continual dialogue with rural-facing entities 
and individuals, to ensure evidence based, 
local solutions which suit rural and remote 
stakeholders and environments.

The Alliance’s vision is for equitable, healthy 
and sustainable access for rural, regional and 
remote communities across Australia. We 
focus on advancing rural health reform to 
achieve equitable health outcomes for people 
living in rural communities. 

Over 7 million Australians (approximately 
30% of the population) live outside the 

major cities. Close to 60% of Australia’s First 
Nations people – representing the world’s 
longest continuous living culture of over 
50,000 years – live in rural Australia. 

On average, Australians living in rural and 
remote areas have shorter lives, higher levels 
of disease and injury and poorer access to and 
use of health services, compared with people 
living in metropolitan areas. 

The poorer health outcomes stem from 
various factors, including geographical and 
social isolation, educational and employment 
disadvantages, lifestyle differences, and 
limited access to and use of health services 
compared to people living in major cities.

The Alliance seeks to highlight the following:

People living in rural Australia make 
significant contributions to the Australian 
economy and society and, as Australians, 
deserve equitable access to healthcare and 
better health outcomes. Further action to 
address the inequities would improve both 
social justice and economic prosperity for 
Australia.

There is a clear healthcare disparity between 
rural and urban Australia. Rural Australians 
have less access to care, which is inconsistent 
with Australia’s commitments to fairness 
and human rights: every Australian is 
entitled to the same level of care and the 
highest attainable state of health. 

There is a persistent, ongoing maldistribution 
of health professionals in Australia – rural 
and remote areas have fewer providers (per 
capita) across most registered professions, 
e.g. doctors, dentists, pharmacists and 
allied health professionals. As well as these 
professionals, more Aboriginal health, 
ageing and disability professionals are 
needed in remote, rural and underserved 
areas. 

Rural Australians experience poorer social 
determinants of health and greater 
disease risk factors. They have significantly 
worse health outcomes – higher rates of 
chronic disease and cancer – and lower life 
expectancy (approximately 12 years lower 
and up to 16 years lower in very remote 
areas) than people in the cities. The evidence 
shows that there is a need for greater and 
more strategic investment in the health of 
rural Australians.

Even before accounting for the higher cost 
of delivering health services in rural settings, 
rural Australians receive significantly 
less funding per capita than their urban 
counterparts. This lower expenditure on 
services reflects lower health practitioner 
availability, inflexibility of policy and 
funding to meet the circumstances of rural 
communities, and the tyranny of distance 
in serving small populations across large 
geographical areas. There is clear evidence 
that per-person spending on healthcare in 
rural Australia is not equitable, and that this 
inequity is contributing to poorer health 
outcomes.
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The solutions in this submission seek to 
address 3 key issues:

	� Commonwealth and State investments in rural health are not  
coordinated, transparent or sustained. 

	� There is no rural health strategy at the national level based 
on population health need that coordinates service delivery 
and is fit for purpose – one that improves equitable access to 
healthcare services in rural and remote areas. 

	� Past efforts have not been successful in distributing and 
delivering equitable access to health services for rural 
Australians, nor in improving equity of health outcomes.

	� There is no sustainable Commonwealth funding to address 
the significant shortfall in healthcare funding and services, 
particularly for primary care, in rural Australia. 

	� Healthcare funding should be flexible and stay in rural and 
remote communities, not allocated by default to the urban or 
regional pool of funds because of workforce distribution.

	� There needs to be a fundamental shift towards blended or 
blocked funding models where the market has failed or where 
there is no market. A significant proportion of the blended or 
block funding should augment MBS fee for service, based on 
population health needs to address equity of access and deliver 
improved health outcomes. 

	� The Alliance, since commencing 31 years ago, has received 
triennial peak body funding from the Department of Health and 
Aged Care, the last 7 years without indexation. Funding under 
the current round will cease on 30 June 2026. 

	� Lessons learned from the many short-term Government 
grants, pilots, innovative models of care and research in rural 
communities are not being shared in real time to inform better 
practice in other communities and potential national rollout 
across rural Australia. 

	� There is currently no national ‘smart’ hub on rural health to 
facilitate real time information sharing and exchange.

2
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Contribution of rural Australia to national life

People living in rural Australia make significant contributions to the Australian economy 
and society and, as Australians, deserve equitable access to healthcare and better health 
outcomes. Further action to address the inequities would improve social justice, human 
rights and economic prosperity for Australia.

Rural and regional Australia makes a marked 
contribution to the wellbeing of the entire 
country, providing many of the basics of 
Australian life – food, clean water, energy, 
building materials, and places for recreation. 
They are also integral to the nation’s economy 
and the nation’s defence.6

Resources and rural industries alone make 
up around 70% of Australia’s exports, 
compared to a rural population of only 30 
%, and this does not take into account the 
extra contribution of rural services and 
manufacturing.7 

In 2022-23, the collective value of exports for 
agriculture, forestry, fishery and commodities 
(resources and energy) was $500 billion. 
Farmers produce about $60 billion worth of 
goods each year,8 while the overwhelming 
majority of food sold in Australia is grown 
and supplied by Australian farmers. Rural 
Australia is able to export more than half 
of our agricultural produce, while still 
delivering more than 90 % of fresh fruit and 
vegetables, meat, milk and eggs to Australian 
supermarkets.9 These are significant 

economic contributions and key to sustaining 
international trade, stimulating economic 
growth and facilitating employment.

The Department of Industry, Science and 
Resources’ September 2024 Resources 
and Energy Quarterly shows that our major 
mining commodities continued to make 
large contributions to Australia’s export 
earnings, with iron ore contributing $138 
billion, metallurgical coal $54 billion, thermal 
coal $37.2 billion and gold $33 billion.10 
Over the past decade, the minerals industry 
contributed to $150 billion in royalties and 
generated 21% of the Australian economy’s 
growth.11 

Furthermore, rural Australia is essential 
to the renewable energy transformation, 
with continuing investments in large-scale 
renewable generation projects, and record 
investments in storage in 2023.12

Importantly, rural Australia contributed 
significantly to economic and social resilience 
during two global financial crises and 
recovery after the COVID-19 pandemic 

2. Policy context

Over 90% of the 
food and drinks, we 
consume are grown 

or made in rural 
Australia1

Agriculture supply 
chain alone supports 

around 1.6 million 
jobs2; regional 

tourism employs 
over half a million 

people3

The gross value 
of agricultural, 

fisheries and 
forestry production 
was $100 billion in 

2022-20234

Nearly half of the 
nation’s tourism 
expenditure of 

46% or $107 billion 
occurs in regional 

Australia5

Rural Australians contribute significantly 
to Australia’s national life, socially and 
importantly, economically.
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Healthcare access and health outcomes for rural Australians

There is a clear healthcare disparity between rural and urban Australia. Rural Australians have 
less access to care, which is inconsistent with Australia’s commitments to fairness and human 
rights: every Australian is entitled to the same level of care and the highest attainable state of 
health.

through its resource-driven industries. Its 
contributions were pronounced during the 
disruptions caused by COVID-19, by meeting 
demand for essential goods even as supply 
chains were strained.

Equal access to quality health services is a 
vision for the World Health Organization 

Framework on integrated people-centred 
health services (IPCHS).13  In addition, as 
noted by the Australian Human Rights 
Commission, respect for human rights is the 
cornerstone of strong communities in which 
everyone can make a contribution and feel 
included.

2024 Australian Bureau of Statistics (ABS) 
data shows that compared to people living 
in major cities, residents of outer regional, 
remote and very remote Australia experience 
longer waiting periods to see a GP and are 
also more likely to delay or not see a GP when 
needed. They are less likely to see a dental 
professional, medical specialist or after-
hours GP, and more likely to visit a hospital 
emergency department or be admitted to 
hospital.18 For patients who do not have a 
usual general practice, the hospital may also 
meet routine care needs, or people defer or 
go without care. 

In 2021–22, people living in very remote 
areas were hospitalised at almost twice the 
rate as people living in major cities. People 
in remote areas were hospitalised at 1.3 
times the rate, with no improvement since 

2013–14. This can be an indicator of poorer 
access to primary health care services. 
Medicare claims data from 2022–23 show 
that the number of non-hospital non-referred 
attendances per person, such as general 
practitioner (GP) visits, were lowest in 
remote and very remote communities (4.2 
and 3.4 per person respectively), and highest 
in metropolitan areas (6.6 per person).19

44,930 people in 
remote Australia 
had no access to 

primary healthcare 
within an hour’s 
drive from their 

home (one way) in 
202314

People living in rural 
Australia utilise 

Medicare (such as 
for GP visits) up to 

50% less than people 
living in major cities 
and inner regional 

areas15

Potentially 
preventable 

hospitalisations in 
remote and very 

remote areas are 2-3 
times higher16

Potentially 
avoidable deaths 

in very remote 
Australia are 2.5 
times higher in 

males and 2.8 times 
higher in females17

“In Benalla where I spend half my time, if 
you need a GP and you’re a new patient, you 
generally have to travel to another town.  If 
you’re sick and need urgent attention, the 
“urgent care centre” - known as the emergency 
department in other hospitals around 
Australia - will triage you with their nursing 
staff and then get the doctor in to see you.  
Who will then send you a bill.” 

Anne, Benalla VIC
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The consequence of poorer access to primary 
health care in rural Australia is higher rates 
of potentially preventable hospitalisations 
(PPHs) in all areas outside of major cities.  
Furthermore, people die from potentially 
avoidable causes at higher rates the further 
away they reside from major cities.20

Rural Australians also face challenges 
with accessing diagnostic and treatment 
services due to the maldistribution of 
healthcare services, lack of specialists and 
relevant equipment and tyranny of distance. 
Access to specialist services in regional, 
rural and remote Australia can be limited 
as most specialists predominantly work in 
metropolitan regions. 

People living outside of major cities also 
face difficulties utilising disability and 
aged care services, with older people often 
experiencing delays in accessing, or simply 
not receiving, the care they need. This leads 
to increased frailty, functional decline, 
increased hospitalisation and premature 
entry into residential aged care.

As people age, there is a higher prevalence 
of chronic conditions and a greater need for 
medical care. By 2050, people aged 65 and 
over will make up around 22% of the total 
population. In 2022, it was 17%, and in 2013, 
14%. Rural areas have a higher proportion of 
older people who will require a greater level 
of care – in 2023 people aged 55 years and 
over made up a greater proportion of the 
population in rural Australia (34%) than in the 
capital cities (26%)21.

There is a persistent, ongoing maldistribution of health professionals in Australia – rural and 
remote areas have fewer providers (per capita) across most registered professions, e.g. 
doctors, dentists, pharmacists and allied health professionals. As well as these professionals, 
more Aboriginal health, ageing and disability professionals are needed in remote, rural and 
underserved areas. 

Four out of five 
(82%) of health 

occupations were 
in shortage in 2023, 

with particularly 
acute shortages 
of GPs, nurses 

and mental health 
professionals22

Under-
representation 

of Aboriginal and 
Torres Strait Islander 

people in the 
health workforce 

contributes to 
reduced access to 
health services for 
the broader First 

Nations population.23

Major cities have 
more GPs providing 

primary care 
(120.5 FTE per 

100,000 population) 
compared to small 
rural towns (80.9), 

remote areas (70.3) 
and very remote 

areas (65.8)24 

The geographical 
distribution of 

nurses across the 
country poses an 

ongoing challenge, 
impacting on 

communities in 
rural, regional and 

remote areas.25
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The poorer access to health services 
experienced by people living in remote and 
very remote areas compared to people 
living in major cities and regional areas is 
demonstrated by the low numbers of clinical 
FTE provided by medical practitioners. 

Figure 1 below shows decreasing service 
availability for registered nurses, core allied 
health professionals, GPs and specialists with 
increasing remoteness. Figure 2 shows the 
distribution of GPs per 100,000 people in 
2018 and 2023 by Modified Monash Model 
(MMM) area.

A shortage of 10,600 GPs is expected across 
regional, rural and remote Australia by 2031 
if GP training places continue to be unfilled.26

“One of the biggest challenges we see for rural 
health is the ability to attract and retain the 
medical workforce in our rural and remote 
communities.  There is a high percentage of 
rural GPs approaching retirement and their 
level of experience and commitment to their 
communities is difficult to replace.  We are 
hearing more stories of communities losing 
GPs and health practitioners. For the younger 
GPs coming into rural communities, there 
is the pressure to not only keep up with the 
burden of a high patient load, but to respond 
to the pressure from the community to remain 
in the town, or even purchase the practice. A 
daunting thing for a young doctor.”

Fran, Rural Doctors Foundation
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Figure 1: Health professionals by Remoteness: MM1 to MM7 FTE per 100,000 population, 2023 
(Source Department of Health and Aged Care)
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The Alliance notes that the Department 
of Health and Aged Care commissioned a 
number of key reviews to inform the future 
of health policy and programs in Australia. 
These include the Unleashing the Potential of 
our Health Workforce – Scope of Practice Review 
which examined the barriers and incentives 
health practitioners face in working to their 
full scope of practice in primary care and 
three major government reviews which will 
inform rural health policy and impact the 
health workforce into the future: Review of 
General Practice Incentives; Working Better for 
Medicare Review; and Review of After Hours 
Primary Care Programs and Policy.

The Working Better for Medicare Review, 
in particular, highlighted the need for 
a more ‘discipline-specific’ approach to 
benchmarking areas of workforce shortage, 
as well as considering a broader range of 
factors to identify which specialties should 
and should not be considered for districts of 
workforce shortage, rather than being based 
on a threshold with limited evidence.

The Alliance notes that adapting new models 
of care, supporting multidisciplinary teams, 
ensuring workforce sustainability and 
leveraging digital technologies are important 
for improving patient outcomes in rural 
Australia.

“Improving rural health outcomes requires a 
multifaceted approach. Increased funding and 
incentives for qualified health practitioners 
to remain in, or travel to, rural and remote 
areas are crucial. It’s also vital to address the 
shortage of affordable housing and provide 
support to help integrate practitioners into the 
community. Small communities can often be 
insular, making it challenging for new arrivals 
to build social networks. Addressing this issue 
through community engagement initiatives 
and social support systems could significantly 
improve retention rates of healthcare staff in 
these areas.”

Jade, Loxton SA
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Rural Australians experience poorer social determinants of health and greater disease risk 
factors. They have significantly worse health outcomes – higher rates of chronic disease and 
cancer – and lower life expectancy (approximately 12 years lower and up to 16 years lower 
in very remote areas) than people in the cities. The evidence shows that there is a need for 
greater and more strategic investment in the health of rural Australians.

Financial status as 
well as tyranny of 

distance are factors 
that influence 

decisions made 
around accessing 

care 31

In rural Australia, 
individuals are 
generally more 

exposed to adverse 
social determinants 
of health, leading to 

higher rates of health 
and behavioural risk 
factors and reduced 

use of primary 
healthcare service32

In 2021, 46% of 
children in Very 

Remote areas were 
developmentally 

vulnerable, 
compared with 21% 
of children living in 

Major Cities33 

The burden of 
disease increases 

with increasing 
remoteness for 
coronary heart 

disease, chronic 
kidney disease, 
type 2 diabetes, 

COPD, lung cancer 
and stroke34

Depending on the research, the social 
determinants of health account for between 
50-80 percent of life outcomes. People living 
in rural areas have on average lower incomes, 
lower educational attainment, and with some 
communities having significant challenges 
with homelessness and overcrowded housing. 

Many fundamental quality of life factors 
deteriorate with increasing remoteness, 
with increasing rates of homelessness 
in remote and very remote areas27, 
poorer telecommunications access28, 
reduced security and access to food29 and 
disproportionate increases in cost of food30. 
Health outcomes are known to be poorer in 
populations that are socially or economically 
disadvantaged. 

Figure 3: Death rate by cause and ASGS remoteness for selected diseases, 2017-21, Rural Health in 
Australia Snapshot 2023, National Rural Health Alliance
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Figure 4: Burden of disease and deaths increase with remoteness, The Case for Better Health Care, 
National Rural Health Alliance

Figure 5: Summary of expenditure gap between urban and non-urban populations
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Figures 3 and 4 provide a snapshot of the 
death rate by selected diseases and burden 
of disease by remoteness. The Alliance’s 
Rural health in Australia, Snapshot 2023 also 
provides a summary the demographics, 
health outcomes and health system, social 
determinants of health and health risk factors 

in rural Australia. In addition, the Alliance’s 
fact sheet Social Determinants of Health in 
Rural Australia, November 2024 provides 
further information on the poorer social 
determinants of health and which influence 
the health outcomes of rural people.

In 2023, the Alliance asked independent 
consulting firm Nous to conduct an analysis 
of the Evidence base for additional investment 
in rural health in Australia. The analysis found 
that in 2020-21, there was a healthcare 

spending shortfall on rural Australians of 
$6.55 billion, or $848.02 per person, per 
year compared to the healthcare spending on 
people in the cities (Figure 5). 

Rural health care expenditure gap

Even before accounting for the higher cost of delivering health services in rural settings, rural 
Australians receive significantly less funding per capita than their urban counterparts. This 
lower expenditure on services reflects lower health practitioner availability, inflexibility 
of policy and funding to meet the circumstances of rural communities, and the tyranny of 
distance in serving small populations across large geographical areas. There is clear evidence 
that per-person spending on healthcare in rural Australia is not equitable, and that this 
inequity is contributing to poorer health outcomes.

$6.55b 	
Total gap in 
expenditure

Per person, 
per year$848.02
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This gap is a measure of the significant 
shortfall in access for rural Australians to 
health care services, which results in poorer 
health outcomes. The breakdown by domain 
and (MMM) classification is provided in 
Table 1.35 It represents a major inequity 

in Australia’s health care system and is 
at odds with international human rights 
principles which emphasise rights of access to 
healthcare for all people regardless of where 
they live.

The health expenditure deficit analysis also 
found that the lack of access to MBS services 
in remote areas has led to an increased 
likelihood of presentation at emergency 
departments (ED) and public hospitals  
(Figure 6).

The analysis also found that rural areas 
experience a triple health disadvantage:  
less access to care; poorer social 
determinants of health; and higher  
costs of access and delivery. 

Table 1: Per capita expenditure on healthcare by remoteness and healthcare domain, FY2020-21

Domain Urban 
expenditure 

MMM 1

Regional and 
rural 

expenditure 
MMM 2 – 5

Remote  
expenditure 
MMM 6 – 7

Rural Australia 
expenditure 
MMM 2 – 7

($million)

Public hospitals 2,856.77 2,508.31 3,085.06 2,545.41

Private hospitals 787.95 526.59 388.68 517.93

MBS 1,011.14 814.57 519.20 795.11

PBS 515.60 522.27 304.51 507.99

NDIS 508.55 527.84 335.56 513.44

Aged care 839.57 911.42 553.03 885.39

Dentistry 489.61 318.16 312.76 317.78

Aboriginal and Torres 
Strait Islander healthcare

10.04 46.29 545.37 82.55

Primary Health Networks 45.37 75.35 156.93 81.28

Royal Flying Doctor 
Service

- - 0.95 109.42  8.83

Funding per capita 
($, age standardised)

7,103.72 6,251.77 6,310.52 6,255.71

Difference compared to 
urban ($)

 -851.96 -793.20 -848.02

Total difference ($million) -6,104.06  -445.13  -6,551.74
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Figure 6: Access to MBS expenditure per capita and ED presentations and public hospital separations 
per 1,000 population – urban, regional and remote areas

“The big challenges for rural health include 
being considered in Health policies. How do 
we get the gap to close between the amount of 
health budget being spent per person in urban 
areas to the amount spent per person in Rural 
and Remote communities?” 

Medowie Physiotherapy, NSW
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3. Proposed solutions

Solution 1: National Rural Health Strategy

The Alliance supports the findings of the 
Mid-Term Review of the National Health 
Reform Agreement Addendum 2020-
2025 (the Mid-Term Review) and calls 
for a National Rural Health Strategy to 
be developed accordingly, as an agreed 
Schedule to the next National Health 
Reform Agreement. Current approaches 
are not delivering coordinated, transparent 
or sustained solutions, and a clear, 
coordinated and funded plan is needed to 
ensure the inequity between rural and urban 
Australia is addressed and benchmarked. 

The Alliance considers that a ‘standalone’ 
National Rural Health Strategy, with its 
own discrete funding for agreed priority 
areas, should be pursued by the Australian 
Government, even in the event that the 

States and Territories do not agree that 
rural and remote service delivery should 
be reflected in a new Schedule to the next 
National Health Reform Agreement  
(2025-2030).

As an overarching principle, the Natural 
Rural Health Strategy should address ways 
to mitigate cost-of-living pressures and 
underfunding by Government so that rural 
Australians are not foregoing medical care 
and essential medicines and treatments, 
exacerbating their poorer health status. 
Australia is one of the richest countries in 
the world with enough resources to provide 
for all – it is not acceptable that Australians 
should have worse health outcomes if they 
live in a rural community.

Efforts by Commonwealth Governments over 
the last decades to improve access to health 
care for rural Australians have not been 
successful in delivering equitable access to 
health services for rural Australians, nor in 
improving equality of health outcomes. This 
is reflected by Australian Institute of Health 
and Welfare (AIHW) data on poorer health 
outcomes and access for rural Australians 
and the $6.55 billion annual shortfall in 
expenditure set out in the report Evidence 
Base for Additional Investment in Rural Health in 
Australia. 

The unique circumstances of rural 
areas mean that solutions designed for 
metropolitan areas may not effectively 
address the effects of adverse social 
determinants of health. Effective solutions 
should be based on local knowledge and led 
by community members who understand 
their specific needs. Additionally, policies 
affecting multiple areas need to be 
carefully evaluated from both rural and 
health perspectives to prevent unintended 
consequences that could worsen inequalities 
for those living outside major cities. 

It is imperative that governments and key 
stakeholders work together in rural Australia 
to improve social determinants that affect 
health outcomes in rural communities, such 
as educational opportunities and outcomes, 
access to safe, affordable, healthy housing, 
and early childhood experiences that 
promote optimal development.

The Alliance encourages continued 
consultation with rural communities, 
consumers and peak bodies, First Nations 
groups, health professionals, practices and 
health services (including Local Hospital 
Networks, Primary Health Networks, Rural 
Workforce Agencies), the research and 
education sector, local Government and 
industry, in developing the Strategy. 

Proposed areas of inclusion in the Strategy, 
consistent with the findings of the  
Mid-Term Review of the National Health 
Reform Agreement, are shown in Figure 7 
and discussed in more detail in Appendix A.
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Figure 7: Components of the proposed National Rural Health Strategy and Implementation Plan

Rurality weightings in 
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Funded and coordinated delivery 
of mental health services 

Rural education and training

Telecommunications, digital 
literacy and connectivity 

Mitigate and adapt to 
impact of climate

Indexed patient transport 
and accommodation

Support for housing and 
infrastructure

Equitable health research 
funding in rural communities 

Minimum reasonable level of  
access to care

National Rural 
Health Strategy 

and 
Implementation 

Plan

Rationale

Rural and remote communities need:

A national strategy to address health disparities and inequitable access to healthcare 

Improved coordination of healthcare services

Service delivery that is fit for purpose

A national approach with models of care that can function where workforce and 
infrastructure is limited.

Currently, there are a range of programs 
and incentives grouped under the banner 
of the $550 million Stronger Rural Health 
Strategy (a 10-year strategy from 2018-19). 
This strategy focuses on the rural health 
workforce which, while critical, is only one 
element of addressing rural health outcomes. 
The Stronger Rural Health Strategy is not a 
comprehensive or integrated policy approach 
encompassing other important objectives, 
such as access to services, service models and 
models of care, collaborative partnerships, 
economic parameters and planning at the 
local level.

Notwithstanding the recently completed 
Government reviews which were outcomes 
of the Strengthening Medicare Taskforce Report, 
the Alliance considers that real change 
for rural primary care can be delivered 
through the next National Health Reform 
Agreement and a partnership between 
state / territory and federal governments. 
We need a ‘one health system’ approach for 
rural communities with joined up funding to 
meet local population and socioeconomic 
health need. This approach must take 
account of remoteness and recognise that 
market-based funding mechanisms cannot 
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effectively deliver in small or thin markets. It 
is not acceptable for a wealthy country like 
Australia not to have a national strategy to 
eliminate health inequities in rural areas.

The Commonwealth’s rural health measures 
have to date not been coordinated with 
States and Territories. The New South Wales 
Legislative Council’s Inquiry into “Health 
outcomes and access to health and hospital 
services in rural, regional and remote New 
South Wales” underscored this point in 2022, 
stating that “the Commonwealth/State divide 
in terms of the provision of health funding 
has led to both duplication and gaps in service 
delivery”.

The current agreement governing 
Commonwealth-State coordination on 
health, the 2020-25 National Health 
Reform Agreement Addendum (the 
Addendum), sets out the shared intention 
of the Commonwealth, State and Territory 
governments (the States) to work in 
partnership to improve health outcomes for 
all Australians and ensure the sustainability 
of the Australian health system. The 
Addendum mentions ‘rural’ 10 times, mainly 
in relation to block funding for small rural 
hospitals and to support the COAG S19(2) 
arrangements. It includes two reform-
oriented commitments in relation to rural 
in the Agreement, on which there has been 
limited delivery:

•	 para 9.h: the Commonwealth and 
the States and Territories are jointly 
responsible for “identifying rural and 
remote areas where there is limited 
access to health and related services with 
a view to developing new models of care 
to address equity of access and improve 
outcomes”

•	 para F16.d: the Parties will “work towards 
sustainability and improved coordination 
of health, primary health, aged care and 
disability services particularly in regional, 
rural and remote communities”.

The Mid-Term Review of the National Health 
Reform Agreement Addendum 2020-2025 
(the Mid-Term Review), commissioned by 
Commonwealth, State and Territory Health 
Ministers, which reported in October 2023 
found that a coordinated national approach 
is needed to address health disparities that 
encompass models of care able to function 
where workforce and infrastructure is 
limited. In addition, health providers would 
operate at a full scope of practice and with 
greater integration across sectors to get the 
most from available resources.36

The Mid-Term Review also recommended 
that a shared plan of action focused on equity 
of access in rural and remote areas form a 
Schedule to the new National Health Reform 
Agreement. The Schedule would include 
priority actions and milestones, national 
datasets, minimum access standards, socio-
economic considerations and appropriate 
rurality weightings in funding formulae.

The absence of a National Rural Health 
Strategy is likely to entrench into the 
Australian health system the lack of 
coordination of rural health measures 
between Commonwealth and state and 
territory governments. Without a clear, 
coordinated and funded plan of action to 
address rural health issues, the access and 
inequity divide between rural and urban 
Australia will continue to widen, and the 
poorer health outcomes in rural communities 
will be amplified.

Governments must also ensure that 
expenditure for rural health under the 
National Rural Health Strategy (refer to 
Solution 2: National Rural Health Fund 
below) is used for, and stays with and for, 
rural communities to address the health 
and funding disparity. It should not be re-
allocated to urban areas by default because 
of workforce distribution, or if there is an 
underspend. This will send a positive message 
of commitment and understanding to the 
over 7 million people living in rural Australia.
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Evaluation of the National 
Rural Health Strategy

Evaluation of the National Rural Health 
Strategy over time needs to include:

•	 measurement and benchmarking of 
the actual funds which end up in rural 
Australia via Commonwealth and state/
territory programs

•	 evaluation of the individual programs that 
sit under or are moved to the Strategy

•	 changes in healthcare access and 
distribution of the workforce

•	 evaluation of locally driven solutions and 
sharing of lessons learned.

The potential questions for the evaluation of 
the Strategy are listed in Table 2 below.

Effectiveness and 
Impact

•	 Relevance: Are the objectives of the Strategy still relevant 
given current circumstances (e.g. social or economic 
changes)?

•	 Achievements: Has the strategy achieved its intended 
outcomes or milestones? What are the identified changes 
in healthcare access and distribution of the workforce?

Coverage •	 Inclusivity: Does the Strategy address the target sectors 
and populations groups?

•	 Comprehensiveness: Has implementation of the Strategy 
address all its components (as listed in Figure 7)? What are 
the identified gaps?

•	 Funding: How much of the actual funds have been 
retained in rural Australia via Commonwealth and state/
territory programs?

Implementation 
Framework

•	 Program delivery: What are the evaluation outcomes of 
the individual programs that sit under or are moved to the 
Strategy?

•	 Coordination: Has the coordination of rural health 
priorities between Commonwealth and state and territory 
governments improved under the Strategy?

Lessons Learned •	 Successes: What aspects of the Strategy worked well, e.g. 
locally driven solutions, and what are the lessons learned?

•	 Challenges: What were the significant barriers to success, 
and how were they addressed?

Table 2: Potential questions for the evaluation of the National Rural Health Strategy
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The proposed National Rural Health 
Fund, with a mix of operational and capital 
financing, would provide a significant 
Commonwealth funding contribution to 
implement the proposed National Rural 
Health Strategy discussed earlier, as part of 
the next National Health Reform Agreement.

The $1 billion Fund over 4 years is 
significantly less than the annual $6.55 billion 
health expenditure gap between rural and 
urban communities but would provide a 

significant start to addressing this inequity. 
The Fund would be administered by the 
Department of Health and Aged Care and 
would be held separate to other funding. If 
funding is underspent in any area, it would 
be retained for future years in the National 
Rural Health Fund.

To truly make a difference in addressing 
equity of access and improving health 
outcomes for rural Australia, we need to 
acknowledge that market-based fee for 
service models cannot deliver for small 
populations spread across large distances. 
In primary care, as for hospital funding, rural 
Australia needs blended funding models, 
with block funding to supplement fee for 
service in small and remote communities. 
These funding models need to deliver place-
based solutions based on local population 
health need that acknowledge and address 
workforce realities.

The Alliance calls on the Commonwealth to 
move on from a trials/pilots-only approach 
and establish an ongoing funding stream 
with blended or block funding to address 
grassroots needs – through the proposed 
National Rural Health Fund. This would 
guarantee that comprehensive primary 
health care services will be sustainably 
funded and delivered in rural communities 
and available to benefit all rural Australians.

The Alliance’s proposal for a National Rural 
Health Fund is focused on the highest 
priority of improving access to primary care 
by building and sustaining community-led 
primary healthcare services. 

The Fund, financed by the Commonwealth, 
would invest $1 billion, split into: 

•	  �$0.5 billion over 4 years and $200 
million per annum ongoing to provide 
sustained funding of up to $1 million 
per annum each for community-
designed and coordinated primary 
health care services in at least 200 rural 
communities across Australia

•	  �$0.5 billion in infrastructure funding, 
or up to $2.5 million per community, 
to support the establishment of the 
community-led primary health care 
services.

Solution 2: National Rural Health Fund
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Operational (blended or block) funding Capital funding - community infrastructure

Where market has failed or where there 
is no market, this funding may be used 
flexibly based on local population health 
need for a locally appropriate mix of:

•	 lease and maintenance of premises 
for the service and/or workforce 
accommodation

•	 practice management and 
coordination costs

•	 reception and administration costs

•	 IT operational costs

•	 expansion of nursing, psychologist, 
and other allied health and/or 
Aboriginal Health Worker costs that 
could not be charged to the MBS

•	 transportation costs for hub and 
spoke models of care delivery 
including disability

•	 salary supplementation for the 
professional workforce if required.

This funding could be used flexibly for a 
locally appropriate mix of:

•	 purchase and/or fit-out of premises for 
the service and/or accommodation of 
workforce, e.g. students, trainees and 
visiting clinicians

•	 IT capital costs

•	 health and medical equipment, e.g. 
dental equipment if there is no current 
dental service in the town

•	 other infrastructure related costs.

In addition to the proposed blended or 
block funding and capital investment, 
section 19(2) exemptions would be 
available to participating services to 
enable MBS claiming to incentivise patient 
throughput.

The funding would support sustainable, 
comprehensive and multidisciplinary primary 
health care services for the community in a 
defined geographic area, based on population 
health need, drawing on the available 
workforce. Rural communities in Modified 
Monash Model Regions 4 to 7 would be 
eligible to apply for funding, as these areas 
have decreased service availability (Figure 1). 

“Many rural and remote regions in Australia 
suffer from inadequate staffing levels, leading 
to long wait times for essential services—for 
instance, waiting 6 months for an ultrasound. 
These communities often face underfunding 
and insufficient resources, which exacerbates 
the issue. Addressing these challenges requires 
targeted efforts to improve funding, support 
for healthcare workers, and infrastructure 
development in rural and remote areas”.

Jade, Loxton SA
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To minimise conflicts of interest, applicants 
for the Fund would be local community 
consortia chaired by an independent 
organisation that does not directly provide 
primary health care services or enable cross 
subsidisation of other health service delivery:

•	 a local government, or

•	 a Primary Health Network (PHN) or Rural 
Workforce Agency, or

•	 another independent community or not 
for profit organisation.

In developing the applications, the 
consortium chair would need to convene 
community leaders, consumers, First 
Nations groups including any local Aboriginal 

Community Controlled Health Service/s, 
other existing health service providers 
including the Local Hospital District and 
PHN (if not convening), local hospital, 
local government and community health 
representatives, and local industry leaders to 
co-design the proposal. 

The Department could consider providing 
funding to the convening organisation/s 
to assist in preparation of applications. 
The Department should also preference 
proposals with local funding co contributions, 
e.g. from local industry and/or council, 
to maximise local buy-in, and with lower 
overheads.

Total Government investment
The breakdown of the $1 billion investment 
showing the first 4 years of funding is 
provided in Table 3 below.

Table 3: National Rural Health Fund – number of communities and funding allocation per year

Year 1 Year 2 Year 3 Year 4

Number of 
communities 
(MMM 4 – 7)

50 100 150 200

A. Operational $50 million $100 million $150 million $200 million

B. Capital $125 million $125 million $125 million $125 million

•	 Subsequent ongoing funding for the National Rural Health Fund is $200 million per 
annum. 

•	 Indexation to be applied to the above amounts.
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Rationale

Rural and remote communities need:

A flexible, ongoing funding stream to address grassroots needs

Support to deliver comprehensive, sustained multidisciplinary models of care, including 
the Primary care Rural Integrated Multidisciplinary Health Services (PRIM-HS) model 
- a model of care and funding specific for rural communities developed by the National 
Rural Health Alliance

Financial assistance with operational and capital costs, especially for primary care 
businesses.

Rural communities face distinct health 
challenges that require tailored and place-
based solutions to address health access and 
equity. The population size of many rural and 
remote towns makes it unviable to support 
a bulk-billing primary care workforce. Mixed 
billing general practices are often over-
stretched with closed books and/or long 
waiting lists to see a GP.

The inflexibility of current funding models, 
policy and service delivery arrangements 
create significant barriers to workforce 
recruitment and retention, further 
exacerbating the underlying funding shortfall. 
This issue is particularly evident in market-
based programs such as the MBS, aged 
care packages, and the National Disability 
Insurance Scheme (NDIS), where expenditure 
is directly dependent on practitioner 
availability to provide services. 

Continuing the trials/pilots approach 
and reliance on the MBS fee-for-service 
model would exacerbate the underlying 
issue with market failure for many rural 
practices. Despite Government’s ramping 
up of Medicare bulk billing, more private-
enterprise primary care businesses in rural 
areas will continue to close once they are 
unable to sustain the increasing cost to do 
business and absorb the financial loss which 
inevitably occur under current funding policy. 

Cost-shifting to community organisations 
and local government is not sustainable, nor 
equitable. Rural people’s healthcare should 
not be subsidised by community, business or 
by rates paid to local governments.

The proposed National Rural Health Fund 
would assist healthcare services in rural 
and remote communities (MMM4-7), 
which experience the greatest difficulties 
in attracting and retaining workforce, 
establishing new primary healthcare services, 
or keeping the doors of existing services 
open. Previous rural programs, such as the 
COAG s19(2) initiative and the General 
Practice Incentive Fund, have targeted 
MMM5-7 areas. 

However, there are known challenges in 
MMM4 locations, for example: Benalla, 
Victoria; Tumut, New South Wales; Warwick, 
Queensland; Port Pirie and Port Augusta, 
South Australia; Gawler, Tasmania; and 
Margaret River, Western Australia. So the 
Alliance would argue for the Fund to be 
available to MMM4 communities where 
access to general practice is at risk.

The PRIM-HS model of care, developed by 
the Alliance, enables funding for provision of 
primary healthcare in rural areas. The Mid-
Term Review report noted that this model 
of care involves non-profit, community-
based organisations offering a wide range 
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of affordable primary healthcare services to 
meet the primary health care needs of local 
communities in flexible and responsive ways. 
It also noted that the PRIM-HS is an example 
of an evidence-based model of care that 
could be supported and enabled by the future 
National Health Reform Agreement.37 

Under the Innovative Models of Care (IMOC) 
trials, funding has been provided to over 20 
organisations, including the Mareeba and 
Communities Family Healthcare, North 
Queensland in partnership with the Alliance, 
to conduct a trial of the PRIM-HS model.

While the IMOC trials, supported by both 
sides of government since 2020, have been 
successful in some rural communities, they 
have short term funding only and they have 
not been made available to all relevant 
communities. These trials have been rolled 
out through funding from the Australian 
Government Department of Health and 
Aged Care to conduct new multidisciplinary 
primary care models, designed to reduce 
chronic workforce shortages and improve 
patient access in a range of locations 
(including remote towns). The National Rural 

Health Fund provides an opportunity to build 
on and learn from the IMOC trials such as 
that currently in progress in the Mareeba 
community, providing sustained funding 
and making support available to all relevant 
communities. 

Evaluation of the National 
Rural Health Fund
The Alliance proposes that evaluation of the 
National Rural Health Fund be undertaken 
within 3 years following roll-out of the grant 
rounds to assess the Fund’s appropriateness, 
efficiency, effectiveness and net social 
benefits. An initial evaluation of the grants 
program within the 3 to 4 year timeframe, 
followed by further evaluations at regular 
intervals, is important to determine if the 
Fund is on track to meet its objectives and 
identify any improvements required for 
future grant rounds. 

The potential evaluation cycles for the 
evaluation are illustrated in Figure 8. 
Potential question for the evaluation are 
listed in Table 4.

Figure 8: Potential evaluation cycles for the National Rural Health Fund (Adapted from NSW 
Government Evaluation Framework 2013)

Operate
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Appropriateness

Assesses whether the 
Fund is suitable for its 
context, audience and 
goals

•	 How well does the Fund address the identified needs or 
problems of the target population, e.g. impact on existing 
service level and sustainability of the current workforce?

•	 Is the program designed to meet the specific needs of the 
intended beneficiaries?

•	 Are the timelines and scope of the Fund realistic for its 
intended outcomes?

Process

Examines how the Fund 
is implemented and 
identifies strengths, 
weaknesses, and areas 
for improvement

•	 Were the funding rounds completed on time and within the 
intended budget? Why or why not?

•	 How is the Fund implemented in practice, and how, if at all, did 
this differ from what was intended?

Outcomes

Assesses the results of 
a program and whether 
the desired changes or 
impacts were achieved 
for the target population

•	 What were the outcomes of the Fund? For example, 

•	 Did the Fund increase access to services by patients and/
or maintain the workforce in the region? 

•	 Did the stakeholder increase their health system literacy 
as a result of their collaboration/ involvement?

•	 What factors contributed to the outcomes of the Fund?

•	 Were there any intended outcomes of the Fund that were not 
achieved? Were there any unintended outcomes (positive or 
negative) of the Fund?

Table 4: Potential questions for evaluation of the National Rural Health Fund
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The Alliance is the peak body and conduit for 
rural, regional and remote health in Australia. 
It has provided a trusted voice representing 
the interests of rural communities and 
the healthcare sector and has worked as a 
conduit and connector for governments for 
31 years, since 1993. 

The Alliance has grown to 52 member 
organisations, with representation from 
healthcare professionals, service providers, 
health and medical educators, researchers, 
medical and health practitioner students 
and the Aboriginal and Torres Strait Islander 
health sector. In addition, Friends and Allies 

of the National Rural Health Alliance provide 
a feedback channel for people and entities 
in rural areas who wish to support rural 
and remote communities, health services, 
policies and programs. This gives the Alliance 
extended reach in rural communities.

The Alliance is seeking Government 
commitment to bolster its vital role in 
evidence-based advocacy for rural health, 
through long-term funding of $6.0 million 
over 4 years and $1.5 million per annum 
ongoing. Indexation is to be added to the 
funding.

To ensure the National Rural Health Strategy 
and the National Rural Health Fund are 
developed and implemented in consultation 
with rural communities, rural health service 
delivery organisations, governments and 
government funded entities, and that the 
health system learns from innovation in rural 
health, the Alliance is calling on Government 
to support:

•	 Long-term funding of $6.0 million over 
4 years and $1.5 million ongoing for 
the Alliance to work as the enabler and 
trusted conduit between communities 
for Government, and

•	 Specific funding of $9.7 million over 
4 years and $1.6 million ongoing to 
establish and maintain a Rural Health 
Innovation and Evidence Hub, an IT 
platform with artificial intelligence 
(AI) integration hosted by the Alliance. 
The Hub would facilitate information 
synthesis and real-time learning through 
the Australian Journal of Rural Health 
(AJRH), and sharing of lessons learned 
from rural innovation across Australia.

•	 Note: These amounts need to be indexed 
in the forward estimates

Solution 3: Rural health capacity and capability building 
investment 

Rationale - long-term funding for the Alliance

Certainty of funding for the Alliance will enable: 

Leadership and a voice for rural and remote communities on the National Rural Health 
Strategy and the National Rural Health Fund

Support for the establishment of a Rural Health Innovation and Evidence Hub

The value of investment in rural health initiatives to be maximised and help ensure 
government expenditure is appropriately targeted, with every dollar spent value-adding 
across the rural sector.

Continued delivery of evidence-informed stakeholder engagement, championing models 
of care, and evidence-based research on the status of rural health, and much more.
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The enduring poorer health outcomes of 
rural Australians compared to their urban 
counterparts highlights the relevance of 
Alliance’s advocacy role, indeed the need to 
continue its operation longer term. Testament 
to its current standing, the Alliance has also 
observed interest from national and regional 
institutions, research bodies, and individuals 
who seek to contribute to improving rural 
health by joining as Members or Friends and 
Allies of the Alliance.

As part of its advocacy role, the Alliance has 
achieved several successes, with a recent 
major outcome being the trial of the Primary 
care Rural Integrated Multidisciplinary 
Health Services (PRIM-HS) model, a 
community-led, co-designed and place-
based health service model being trialled in 
Mareeba, Queensland.

In addition to its subscription base, the 
Alliance is currently funded for 3 years (with 
a recently announced one year extension to 
June 2026) by the Australian Government 
Department of Health and Aged Care under 
the Health Peaks and Advisory Body (HPAB). 
The HPAB Program is a capped, competitive 
grant program which recognises the 
important role peak and advisory bodies play 
in informing and supporting the achievement 

of positive health outcomes, with the 2022–
25 grant funding emphasising support for the 
principles outlined in the National Preventive 
Health Strategy 2021–2030. Program funding 
is due to terminate on 30 June 2026.

Funding from the HPAB Program enables 
the Alliance to help Government develop 
health policies and programs by supporting 
communication and consultation activities, 
and provide expert, evidence-based and 
impartial advice. It has also enabled the 
Alliance to undertake activities to improve 
equity of access to high quality health care 
for rural Australians. While funding from 
Government is welcome, the Alliance works 
across a wider remit than the objectives of 
the HPAB Program, as it is the only broad-
remit rural health entity that advocates 
for rural Australia, supports collaborative 
partnerships with Government, the rural 
sector and local communities, and builds 
capacity to grow the evidence-base, as shown 
in the table below.

In addition, membership fees and 
partnerships have allowed for extension of 
activities and enabled the Alliance to address 
specific activities to meet the needs of 
communities.

The work of the Alliance

VISION
The equitable, healthy 
and sustainable access 
for rural, regional and 
remote communities 
across Australia

PURPOSE
The trusted all-inclusive 
voice of the rural 
communities and health 
sector.  
Advancing rural health reform with 
our stakeholders to achieve equitable 
health outcomes for rural, regional 
and remote communities

VALUES
•	 Trustworthiness, working with 

integrity, consistency & honesty

•	 Evidence-informed policy and 
practice, in all that we do 

•	 Equity, to address the healthcare access & 
funding disparity to improve health outcomes 

for rural Australians

•	 All-inclusiveness, by valuing diverse 
views, communities & background

•	 Sustainable growth, without 
compromising our efforts for rural Australians
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Advocacy
Collaborative 
partnerships

Capacity building

•	 A credible, all-inclusive 
voice for the health and 
wellbeing of people living 
and working in rural 
communities

•	 Listens to the people of 
rural, regional and remote 
Australia and takes 
their views to and from 
Government

•	 Creates evidence-based 
resources on the status of 
rural health

•	 Promotes better 
access to high quality, 
affordable and 
integrated health care

•	 Advocates for closing the 
gap for Aboriginal and 
Torres Strait Islander 
communities

•	 Supports the expansion 
and recognition of 
training options, career 
pathways and support 
mechanisms for the rural 
health workforce

•	 A trusted partner 
for Government and 
facilitates two-way 
engagement with the 
rural health sector

•	 Works with, 
champions and 
supports, rural 
communities on 
local innovative 
approaches and 
models of care, e.g. 
PRIM‑HS model

•	 Coalesces members’ 
diverse views to 
develop policy 
positions and 
submission to 
Government 

•	 Unites and leverages 
the rural health 
workforce through 
collaboration 
opportunities 
for members and 
stakeholders

•	 Encourages the 
Friends of the 
Alliance to influence 
and support rural 
and remote health 
services, policies and 
programs

•	 Promotes efforts and 
education to improve 
health, health system 
and digital health 
literacy

•	 Repository for expert 
knowledge enhanced 
through hosting 
regular Scientific 
Symposia and the 
highly regarded 
National Rural Health 
Conferences

•	 Strengthens the 
Alliance’s voice, 
visibility and 
engagement with 
regional, rural and 
remote communities

•	 Grows the rural health 
research and evidence 
base and shares 
lessons learned

•	 Oversees the global 
publication of the 
AJRH, the Australian 
journal focused on 
advancing rural, 
remote and regional 
health practice, 
research and outcomes
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Rationale - Rural Health Innovation and Evidence Hub

A Rural Health Innovation and Evidence Hub would: 

Connect people and harness the collective intelligence through a community of practice 
of entities working in rural health

Ensure the health system learns from innovation in rural health

Systematically synthesise, review and translate resources and research, and disseminate 
this information

Provide a foundation for evidence-based policy, funding and practice, driven by AI 
integration. 

There is renewed collaborative and more 
sophisticated enthusiasm for community-
led health approaches to defining and 
building the health services needed in each 
rural community, according to need and 
environment. The Alliance notes that many 
rural communities work with, or seek to 
work with, other communities to develop 
grass roots driven solutions, supported by 
Government. 

However, currently lessons learned from 
Government grants, pilots, innovative models 
of care and rural research are not shared in 
real time so that they can be adapted and 
adopted to address community need in other 
areas of Australia. This is an opportunity lost, 
for a rural community of practice. 

To ensure the health system learns from 
innovations in rural health, the Alliance 
is calling for Government to fund the 
development and implementation of a Rural 
Health Innovation and Evidence Hub (Hub), 
hosted by the Alliance, to facilitate learning 
and sharing of lessons from rural innovation 
across Australia. 

Currently, there is no national ‘smart’ hub 
that facilitates real time information sharing 
and exchange to help address the challenges 
faced by rural communities.

The Hub would bring together the Australian 
Journal of Rural Health (AJRH), rural health 
clinicians, researchers and communities 
(community of practice) to enable sharing 
of what works well in rural community 
settings, and learnings from Government 
grants, pilots, innovative models of care and 
other rural research that can be adapted and 
adopted to address community need. 

More than just a knowledge hub that 
supports information sharing and exchange, 
the Hub would leverage the functions 
of the AJRH to provide a foundation for 
evidence-based policy and practice and 
AI driven trends analysis functionality. Its 
built-in search and cataloguing service 
will systematically synthesise, review and 
translate resources, research and funding 
strategies, and disseminate the information. 
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The components (workstreams) of the Hub 
are shown in Figure 9.

Without a national Hub, the investments in 
trials, research and initiatives are wasted 
as the outcomes, successes and otherwise, 
remain largely unknown to the wider 

population. It would be a missed opportunity 
for Government to maximise investment 
in rural programs, innovative models and 
workforce strategies, as well as facilitate 
meaningful translation of outcomes of rural 
health initiatives in Australia.

The Hub would operate as a community of practice to:

Support independent evaluation and consolidate and share the learnings 
from the Innovative Models of Care trials, the Single Employer Model and 
other rural health care innovations

Support implementation of the community primary healthcare services 
established by the proposed National Rural Health Fund through 
monitoring, evaluation and learning approaches

Facilitate learning for the health system and rural communities through 
regional workshops and information sharing on a centralised learning and 
innovation hub

Ensure rural research is translated and communicated widely to inform 
broader rural health policy and practice.

Draw on advice from the Office of the National Rural Health Commissioner 
and leverage existing mechanisms, such as the Australian Journal of Rural 
Health (AJRH) and the National Rural Health Conference and the Rural and 
Remote Health scientific Symposium to build an evidence base.
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Figure 9: Components of the Rural Health Innovation and Evidence Hub

Build a community of practice that:
• Starts with PEOPLE to establish real-time sharing, exchange and debate; includes workshops, 

webinars, face-to-face outreach and roadshows to rural and remote locations to consult on 
community needs

• Leverages the expertise of the Australian Journal of Rural Health and works with the 
National Rural Health Commissioner

• Is overseen by appropriate governance and guided by planning (including risk planning) and 
member consultation

• Is supported by PROCESS including developing and setting the standards and methods for 
establishing evidence from multiple sources, principles for cataloguing and synthesising data, 
and protocols for access and use of information

Plan, build and deploy a SMART HUB IT platform that:
• Brings PEOPLE together, facilitates PROCESS and integrates AI to actively collate, retrieve, 

analyse and synthesise information; includes evaluations, community consultations, research 
and projects

• Implements automation functions and algorithms for searching, identifying and examining 
optimum models of care, research, innovation and evaluation methods

• Complies with government legislation and minimises risks
• Produces and disseminates evidence-based policy, practice and innovation to PEOPLE
• Fosters collaboration and real-time communication; ensures cybersecurity for users of 

the Hub

Enhance the PROCESS and SMART HUB including:
• Ensure continued evolution of knowledge management and methods for effective sharing, 

learning, collaboration and continuous improvement; inform the Hub evaluation framework 
and review of risk and security plans

• Incorporate quality improvements in the Hub design including enhancing analytic and insight 
capability

• Improve data management, classification, and data cleansing protocols along with overall 
maintenance

• Strengthen accessibility of rural community-based healthcare and rural health education 
initiatives

Component 1
Exchange

Component 2
Smart Hub

Component 3
Enhance

Total Government investment

Domain 2024-25 2025-26 2026-27 2027-28 Total over 
4 years

($million)

Long-term funding for 
the Alliance

1.5 1.5 1.5 1.5 6.0

Rural Health Innovation 
and Evidence Hub

2.8 2.5 2.2 2.2 9.7

•	 Subsequent ongoing funding for the Alliance is $1.5 million per annum. 
•	 Subsequent ongoing funding for the Hub is $1.6 million per annum. 
•	 Indexation to be applied to the above amounts.

Evaluation
The Alliance proposes that evaluation of the 
Rural Health Innovation and Evidence Hub 
be undertaken within 3 years following its 
establishment to assess the Hub’s relevance, 
efficiency, effectiveness and impact on rural 
health. Subject to consultations with the 
Hub’s community of practice, the proposed 

program logic for the Hub (Figure 10) will 
inform the development of the evaluation 
framework, building on the outcomes 
and lessons learned from deliver of the 
components of the Hub (Figure 9). The risk 
matrix, developed at commencement of the 
Hub’s development, will also be reviewed as 
part of the evaluation.
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Domain 2024-25 2025-26 2026-27 2027-28 Total over 
4 years

($million)

Long-term funding for 
the Alliance

1.5 1.5 1.5 1.5 6.0

Rural Health Innovation 
and Evidence Hub

2.8 2.5 2.2 2.2 9.7

•	 Subsequent ongoing funding for the Alliance is $1.5 million per annum. 
•	 Subsequent ongoing funding for the Hub is $1.6 million per annum. 
•	 Indexation to be applied to the above amounts.

OUTPUTS
Portal to support information 

sharing and participatory 
learning in rural areas, 

including use of AI

Optimum research, synthesis 
and evaluation methodologies 

developed

Systematic collation, synthesis 
and review of information as a 
foundation for evidence-based 

policy and practice

Initial special supplement and 
ongoing support provided by 

the AJRH

Comprehensive 
communication and 

stakeholder engagement 
strategy to raise awareness

Implementation status reports

SHORT TERM 
OUTCOMES
(1-2 year) 

 
MEDIUM TERM 

OUTCOMES
(3-5 years) 

 
LONG TERM 
OUTCOMES
(5+ years)

• Implementation of real time access to 
information

• Adoption of methodologically diverse 
approaches to enable inclusion of meaningful 
and relevant data in the Hub

• Feedback from target audience that information 
on the Hub is beneficial

• Increased visits to the Hub site

• Hub seen as a credible and trusted source of 
evidence-based information on rural health

• Participation by key target audiences

• People are connecting through the Hub

• Research and evaluation methodologies agreed 
and refined following stakeholder input

• Artificial intelligence (AI) that meets the needs 
of Hub users

• Demonstrated positive impact on funding 
models, e.g. lessons learned from grants and 
projects translated to sustainable outcomes

• Increased participation of community groups, 
including contributions to site

• Improved alignment between health care 
funding and community needs

• Greater efficiency leading to better user 
experience of the Hub

• Increased understanding of community health 
needs and outcomes

• Systematic reviews of various researches and 
initiatives inform broader policy and health 
service planning

• Better informed policy and health planning 
through evidence-base sourced from the Hub

• Improved population level health and wellbeing

• Enduring changes in broader service provision 
and policy

• Decreased Government spending on initiatives 
that ‘don’t work’

• Increased sustainability of healthcare delivery 
in rural communities

• Grants, projects and initiatives are used to 
maximum effect through adoption of lessons 
learned 

• Reduced siloed nature of funding and services 
and disparate pilots/trials leading to better 
integration of care

• Ongoing refinement and enhancement of 
delivery platform, e.g. AI

Enhance participatory 
methods for effective 

sharing, learning, 
collaboration and 

improvement

Program level 
principlesPromotes community 

engagement and 
facilitation

Information is 
evidence-based from 

multiple sources

Innovative and 
responsive to needs

Supports collaboration 
with different levels of 

government

Delivers value, builds 
capacity 

Governance model

NRHA to manage implementation 

Oversight by advisory committee of key 
stakeholder including the Australian Journal 

of Rural Health (AJRH) 

Partnership: Australian Indigenous 
HealthInfoNet

Alliance project team to coordinate 
implementation and progress reporting to 

Government

INPUTS 

Knowledge drawn from various 
stakeholder and community 

groups

Funding

Workshops, National Rural 
Health Conference and Scientific 

Symposia as building blocks

Resources, evaluations, reports, 
workforce strategies, 

management systems and health 
services and models

research outputs about rural

Leverage existing networks/ 
resources, e.g  HealthInfoNet

Governance and support from 
project implementation team

Hub infrastructure and platform 

DESIGN, IMPLEMENTATION, GOVERNANCE 

OUTCOMES

Establish real-time 
information 
exchange and build 
a community of 
practice

Establish 
a “smart” 

Hub

Figure 10: Proposed program logic for the Rural Health Innovation and Evidence Hub
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Appendix A

Rurality weightings in 
funding formulae  

Attract and retain rural 
health workforce 

Support culturally appropriate 
 erac htlaeh snoitaN tsriF

Fit for purpose and equitable access 
to aged care & disability services 

Funded and coordinated delivery 
of mental health services 

Rural education and training

Telecommunications, digital 
literacy and connectivity 

Mitigate and adapt to 
impact of climate

Indexed patient transport 
and accommodation

Support for housing and 
infrastructure

Equitable health research 
funding in rural communities 

Minimum reasonable level of  
access to care

National Rural 
Health Strategy 

and 
Implementation 

Plan

Components of the National Rural Health Strategy

Component Description

Rural education and training The 4 important streams of policy and practice that 
will ensure sufficient numbers of appropriately 
trained and well-supported health professionals 
include: 

•	 the recruitment into health professional 
training/education and support of students who 
have grown up in rural and remote areas 

•	 providing opportunities, and support, for 
students from rural backgrounds to undertake 
their entry-to-practice and post-graduate 
training in rural areas 

•	 encouragement of ‘rural generalism’, including 
training/education that develops the breadth 
of skills and support required for the rural and 
remote context 

•	 a greater focus on support for rural and 
remote (and particularly Aboriginal and Torres 
Strait Islander) students at all stages of their 
preparation for, entry to, and career journey as a 
health professional in rural areas.
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Minimum reasonable level of 
access to care 

There should be a definition of a minimum 
reasonable level of access to care for rural 
Australians. The definition should start with 
primary healthcare, covering the full range of 
parameters of access, including: availability; 
affordability; appropriateness; approachability; 
and acceptability and lead to a commitment by 
jurisdictions to ensure access to this standard

It should balance the advantages of virtual care and 
telehealth in improving access with the continuing 
need for health professionals on the ground to 
provide quality face-to-face care.

The minimum reasonable level of access should 
be measurable with available data to support 
accountability. For example, the time needed to 
travel to health services may be a more helpful 
indicator of the burden of distance and can 
therefore better inform health services planning 
for people residing in rural and remote locations.

Telecommunications, digital 
literacy, inclusion and 
connectivity

As Australia continues to modernise digitisation 
in specific healthcare contexts, the issue of health 
equity has extended to digital environments which 
are enabled through telecommunications services. 
Thus, regional telecommunication is an important 
enabler of equity in healthcare in rural Australia.38 
The 2023 Australian Digital Inclusion Index (ADII) 
found that the digital ability gap between capital 
cities and other parts of the country remains 
considerable and has increased from 7.0 to 7.7 
points.39

In its 2022 report, Regional Strengths and 
Infrastructure Gaps, Infrastructure Australia found 
that broadband and mobile connectivity is an 
enduring concern across many communities and 
increasingly crucial to the economic and social 
wellbeing of regional Australia, with increasing 
reliance on digital connectivity.40 Considering 
rural Australia’s significant economic contribution, 
connectivity is a major economic enabler.

In addition, the Mid-Term Review of the National 
Health Reform Agreement found that enhancing 
the use of telehealth and digital technologies would 
support the delivery of models of care within rural 
and remote settings.41
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Regionality weightings in 
funding formulae

Concerns were raised with the Mid-Term Review 
of the National Health Reform Agreement that 
the national funding model, despite accounting for 
rural and remote patient needs, fails to adequately 
consider regional differences. Regionality 
weightings in funding formulae should therefore 
be appropriately applied across all aspects of 
healthcare funding. There should also be equitable 
distribution of Teaching, Training and Research 
funds.

Mitigate and adapt to impact of 
climate change

Climate change is a significant and enduring threat 
to health, and the risks to wellbeing and livelihoods 
are greater in rural and remote communities.

Approaches should include actions to address the 
health and wellbeing impacts of climate change and 
the contribution of the health system to climate 
change, consistent with the National Health and 
Climate Strategy. Specific actions will need to be 
taken to support rural communities and health 
services to address increased heath risks and 
impacts from rising temperatures and increased 
natural disasters.

Attract and retain rural health 
workforce

Approaches should include coordinated actions to 
grow and retain the rural health workforce. Models 
of care should also leverage the full capacity of the 
rural health workforce, not just doctors, to deliver 
safe, high-quality services. Workforce limitations 
require a shift from relying solely on consultant 
specialists to focusing on rural generalists, nurses, 
and allied health professionals who can provide 
integrated primary, secondary and emergency care 
in both primary care and hospital settings.42

Another missing piece is lifestyle support for 
practitioners with families. Access to affordable 
and quality childcare, housing, schools for 
children, work for partners as well as flexible work 
arrangements, can all be challenging in non-urban 
areas. Providing support for these needs can help 
practitioners to balance their work and family 
commitments and improve their ability to remain in 
rural area.43

34



Indexed patient transport and 
accommodation

Rural and remote residents travel greater distances 
and spend more time travelling when in need of 
specialist healthcare services. The current Patient 
Assistance Travel Schemes (PATS) are inadequate 
to meet the real costs of travel and accommodation 
to metropolitan centres when cannot be provided 
closer to home. The allowances paid through PATS 
should be increased across the board and regularly 
indexed.

Support culturally appropriate 
First Nations healthcare

Support should include coordinated actions to 
support First Nations health, consistent with the 
National Agreement on Closing the Gap and the 
National Aboriginal and Torres Strait Islander 
Health Plan 2021-2031.

The National Rural Health Strategy and 
Implementation Plan should support the National 
Agreement on Closing the Gap to overcome 
the entrenched inequality faced by too many 
Aboriginal and Torres Strait Islander people with a 
dedicated focus on those living rurally so that their 
life outcomes are equal to all Australians.

Support for housing and 
infrastructure

There are often high levels of overcrowding and 
high rates of people living in social housing in 
Remote and Very Remote areas, and elevated 
rates of homelessness are found in Outer Regional, 
Remote and Very Remote areas.44

Many rural communities live in ‘childcare deserts’, 
which affect various social determinants of 
health.45 This absence of accessible childcare can 
limit opportunities for employment and education, 
thereby impacting the overall health and well-
being of individuals and families in these areas. A 
2022 study found that the proportion of ‘childcare 
deserts’ increased with remoteness.46

These issues together with other social 
determinants of health which are exacerbated 
in rural areas need to be factored into the 
development of a comprehensive National Rural 
Health Strategy.
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Fit for purpose and equitable 
access to aged care and 
disability services

The majority of aged care providers in rural areas 
are not-for-profit and government agencies, with 
many for-profit providers exiting the market due to 
issues with sustainability. Higher operating costs, 
workforce shortages, travel distances and smaller 
population sizes limit economies of scale, creating 
unique challenges for the provision of aged care in 
rural Australia.

In addition, despite higher need for disability 
services in rural areas, barriers to access are 
evidenced by reduced use of funds allocated under 
the NDIS. The availability of a workforce to provide 
care and support for people living with disability 
decreases with remoteness, with particular 
shortages seen across the allied health professions. 
Long travel distances and limited choice of 
providers also impact on the availability of support 
for people with disability in rural Australia.

Equitable health research 
funding in rural communities

Approaches should include commitments to 
health research in rural communities, with a fair 
share of research funding, such as the National 
Health and Medical Research Council and Medical 
Research Future Fund research grants going to 
rural researchers, including and benefiting rural 
communities directly.

Funded and coordinated 
delivery of mental health 
services

Service delivery for mental health should be part of, 
and alongside, hospital and primary and community 
health care services. Approaches should include 
supporting collaboration between Primary 
Health Networks (LHNs), Local Health Networks 
(LHNs), Aboriginal Community Controlled Health 
Organisations (ACCHOs), and health providers 
to integrate specialist and hospital services with 
primary care. In addition, primary care should 
be integrated with mental health, aged care, 
community and disability services.
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