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1 Executive summary 

This report, commissioned by the National Rural Health Alliance and the John T Reid Charitable Trusts, 

provides updated estimates and analysis of government-funded healthcare, pharmaceuticals, aged care, and 

NDIS expenditure and access across Australia, with a primary focus on rural, regional, and remote 

communities. The previous report, released in 2023, established a benchmark for understanding rural health 

funding disparities. Its main findings revealed that, during the 2020-21 financial year, rural Australians received 

approximately $6.55 billion less in healthcare funding compared to urban Australians. This gap translated to 

$848.02 less per person annually (age-standardised).  

The report showed that this funding deficit was most acute in remote and very remote regions and was most 

pronounced in areas such as hospital care, primary healthcare, pharmaceuticals, aged care, and NDIS services. 

Lower per capita expenditure in these domains was primarily attributed to service shortages, workforce 

limitations, and higher delivery costs. Beyond funding, the report highlighted systemic barriers, like limited 

accessibility and poorer health outcomes for non-urban Australians, which compound the disadvantage and 

cannot be solved by financial investment alone. 

Compared with the previous report, this report provides greater granularity by disaggregating data by 

Modified Monash Model (MMM) classification and providing state and territory-specific insights. Expanded 

evidence now encompasses private allied health, ambulance, DVA, and workforce programs. Based on this 

analysis the updated expenditure shortfall figures are outlined in Figure 1 below. 

Figure 1 | Summary of expenditure gap between urban and non-urban populations 

 

This analysis shows that the significant expenditure gap identified in the previous report has widened overall 

in the updated 2023-24 estimates. When the results from the previous report are adjusted for inflation and the 

impact of the expanded scope of this report is controlled for, the analysis shows that the shortfall has 

increased by $110. 

The gap between metropolitan and rural and remote expenditure is largely driven by public hospitals, private 

hospitals, MBS and private allied healthcare and dentistry. In very remote communities, the increased 

expenditure on RFDS, Aboriginal and Torres Strait Islander primary healthcare and PHNs reflect targeted 

investment to improve access and equity but also demonstrate the need to address shortfalls in mainstream 

programs with other programs. Increased public hospital and aged-care expenditure in MMM 6 and 7 is also 

influenced by the higher cost of service delivery in those regions.  

When comparing between MMM regions, the expenditure gap is being driven by MMM5-7 regions, with an 

age standardised expenditure gap of $4,701 per capita. This is offset by MMM2-4 regions, which overall 

receive $967 per capita more expenditure. These differences are not uniform across service types and reflect 

other factors that influence expenditure distribution. Large regional hospitals in MMM2-4 regions contribute 

to higher levels of expenditure, but often play a broader regional role that goes beyond the immediate region 

in which they are located. In contrast, private hospitals are much more heavily concentrated in urban areas, 

while per capita expenditure on Aboriginal and Torres Strait Islander primary care, and Primary Health 

Networks increase with remoteness, reflecting the objectives of the funding programs that support them. 

Table 1 below provides a breakdown of expenditure across service types and MMM categories. 
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Table 1 | Per capita expenditure on healthcare services across grouped MMM areas, FY2023-24 

Expenditure category MMM 1 MMM 2-4 MMM 5-7 MMM 2-7 Contribution 

to gap 

Public hospitals  $4,198   $4,621   $2,254   $3,748   $450  

Private hospitals  $1,032   $783   $97   $533   $499  

Private ancillary  $563   $431   $135   $323   $239  

MBS  $1,310   $1,212   $832   $1,071   $239  

PBS  $715   $817   $600   $737   $(22) 

NDIS  $1,576   $1,899   $860   $1,521   $55  

Aged care  $1,275   $1,580   $1,030   $1,401   $(126) 

Dentistry  $429   $338   $79   $244   $185  

DVA  $108   $184   $127   $163   $(55) 

Ambulance  $199   $325   $270   $305   $(105) 

Aboriginal and Torres 

Strait Islander primary care 
 $12   $52   $166   $93   $(81) 

PHNs  $69   $119   $130   $123   $(54) 

 

It is important to note that expenditure is only one facet of the rural health disadvantage. Non-urban 

Australians face systemic barriers, including limited accessibility, workforce shortages, and poorer health 

outcomes, that heighten the impact of expenditure differences. 

A broad range of stakeholders were engaged to provide their expertise and advice into the conduct of the 

analysis, factors driving the expenditure disparities and potential action that could be taken. As reflected in the 

increased expenditure gap, stakeholders consistently indicated that despite broad recognition of the 

challenges in rural and remote health, the current settings and approaches are not sufficient to address the 

challenges. There was a high degree of consistency in the potential solutions recommended by stakeholders, 

with priority placed on defining what levels of care that should be expected in rural and remote areas, 

undertaking integrated regional planning at a regional level to define the best service approaches to meeting 

local needs, establishing coordinated and flexible funding for regions with thin markets and limited 

infrastructure to support implementation of regional plans, supporting localised and multidisciplinary 

collaborative service delivery models and improving workforce pipelines, recruitment and retention in rural 

and remote areas. Together, these solutions aim to support a health system that improves outcomes for 

Australians regardless of where they live. 
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2 Introduction 

2.1 Background and intent 

This report presents updated estimates of government funded healthcare, pharmaceuticals, aged care and 

National Disability Insurance Scheme (NDIS) expenditure and usage patterns across Australia based on 

geographical remoteness. Commissioned by the National Rural Health Alliance (NRHA) and the John T Reid 

Charitable Trusts, it builds on the findings of the 2023 report Evidence Base for Additional Investment in Rural 

Health in Australia, which quantified a significant shortfall in health funding for regional, rural and remote 

areas compared to urban Australians.  

The 2023 report found that in the 2020-21 financial year, rural Australians received approximately $6.55 

billion less per year in healthcare funding than their urban counterparts – equivalent to $848.02 less per 

person per year (age-standardised). It is important to note that expenditure figures represent only part of the 

health disadvantage of people living in non-urban areas, with people living outside Major Cities on the whole 

experiencing poorer health outcomes and having more limited access to care. Additionally, costs of health 

service delivery are often higher in rural and remote areas and public transport to services either limited or 

non-existent. These factors compound the impact of funding shortfalls. 

This report provides updated 2023-24 financial year expenditure estimates, the social and economic context 

and system-based challenges. It also expands and refines the previous analysis in five key ways: 

1. Breakdown by Individual MMM Areas: The report disaggregates data to the level of individual Modified 

Monash Model (MMM) classifications (MMM 2 through MMM 7), allowing for more precise identification 

of expenditure and workforce patterns across the different regions. 

2. State and Territory Snapshots: Detailed expenditure data are presented for each state and territory where 

the data allows, enabling comparative analysis and regional insights. 

3. Expanded Evidence Base for Expenditure: The analysis includes additional domains such as private allied 

health, state and territory ambulance, Department of Veteran Affairs (DVA), workforce programs, and 

other Commonwealth programs (including mental health, immunisation, etc.) offering a more complete 

picture of healthcare expenditure in rural and remote Australia. Also included is an additional analysis of 

government expenditure on infrastructure and health-related research, not included in the total 

expenditure shortfall figure. 

4. Comparison of Longitudinal Data: By comparing data over the three years from the previous analysis, the 

report provides new insight into evolving trends in rural health investment. This will be added to in future 

versions. 

5. Recommended Future Model and Enablers: Drawing on systems-based analysis and stakeholder input, 

the report outlines potential models and structural enablers that could support more effective and 

equitable distribution of health resources. 

Estimating health expenditure across rural Australia remains challenging due to the fragmented and city 

centric nature of the funding system. Health services are financed through a mix of Australian Government, 

state/territory government, and local government contributions (administered by various entities), private 

health insurance, and individual out-of-pocket payments. Funding mechanisms vary by region, with activity-

based and fee-for-service models common in metropolitan areas, and block funding more prevalent in 

remote communities (albeit not consistently in primary care), especially Indigenous health services. 

These structural differences obscure the true extent of expenditure disparities. This report focuses on service 

delivery expenditure and applies refined methodologies to allocate costs across remoteness classifications, 

using service use, geographic, and workforce-based proxies where direct data is unavailable. 

https://www.ruralhealth.org.au/policy/position/evidence-base-for-additional-investment-in-rural-health-in-australia/
https://www.ruralhealth.org.au/policy/position/evidence-base-for-additional-investment-in-rural-health-in-australia/


 

Nous Group | The Forgotten Health Spend: A Report on the Expenditure Deficit in Rural Australia | 25 August 2025 | 9 | 

2.2 Glossary 

Acronyms used in this report 

Acronym Description 

ABF Activity Based Funding 

ABS Australian Bureau of Statistics 

ACCHO Aboriginal Community Controlled Health Organisation 

AIHW Australian Institute of Health and Welfare 

APRA Australian Prudential Regulatory Authority 

ASGS-RA Australian Statistical Geography Standard – Remoteness Areas 

CHSP Commonwealth Home Support Packages 

COPD Chronic Obstructive Pulmonary Disease 

CPI Consumer Price Index 

DoHDA Department of Health, Disability and Ageing 

DVA Department of Veteran Affairs 

FTE Full-time Equivalent 

GP General Practitioner 

IRSD Index of Relative Socio-Economic Disadvantage 

LGA Local Government Area 

MBS Medicare Benefits Scheme 

MMM Modified Monash Model 

NDIS National Disability Insurance Scheme 

NFP Not-for-profit 

NGO Non-government organisation 

NHA National Health Australia 

NHWDS National Health Workforce Dataset 

NPHED National Public Hospital Establishment Database 

NRHA National Rural Health Alliance 

PAD Potentially Avoidable Deaths 

PBS Pharmaceutical Benefits Scheme 

PHN Primary Health Network 

PIP Practice Incentive Programs 

RA Remoteness Area 

RFDS Royal Flying Doctor Service 

RPBS Repatriation Pharmaceutical Benefits Scheme 

SA Statistical Area 

SEIFA Socio-Economic Indexes for Areas 

SHER Standardised Health Expenditure Ratio 

WIP Workforce Incentive Programs 
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Geographic classifications used in this report 

Classification Remoteness Terminology 

Modified Monash Model MMM 1 Metropolitan areas 

MMM 2 Regional centres 

MMM 3 Large rural towns 

MMM 4 Medium rural towns 

MMM 5 Small rural towns 

MMM 6 Remote communities 

MMM 7 Very remote communities 

ASGS remoteness areas RA 1 Major Cities 

RA 2 Inner Regional 

RA 3 Outer Regional 

RA 4 Remote 

RA 5 Very Remote 

2.3 Overview of methodology 

Our analysis draws on publicly available and privately sourced data from the AIHW, Services Australia, NDIS, 

ABS and other sources. Generally, these data sources do not break down expenditure by MMM classification. 

This section outlines the methodologies used to calculate per-capita spend on healthcare across the different 

MMM classifications. 

Population modelling 

Determining per-capita expenditure figures requires populations split by MMM and RA. Our modelling maps 

the most recent census population and SA2 locations to MMMs (2023) using the Department of Health, 

Disability and Ageing (DoHDA) and other mapping datasets.  

Per-capita figures in this document are total expenditure for that region, divided by population in that region. 

This is to account for any differences in service usage to understand the true level of funding across Australia. 

These figures are then age standardised using the indirect age standardisation methodology. 

Other geographic population mapping datasets were used in this analysis to map LGAs to MMMs, RA to 

MMMs, PHNs to MMM, and local hospital network or equivalent arrangements in each state and territory to 

MMMs. 

Expenditure methodologies 

Where data is unavailable for 2024-25, figures are adjusted using health inflation rates. 

We have done our best to avoid double counting. This may occur in overlapping expenditure categories that 

cannot be untangled (e.g. Private Hospital Spending and the Private Health Rebate). 

This report draws on different data and approaches to the previous report due to the more granular nature of 

the data used, drawing on service use methodology, geographic methodology, or workforce methodology 

(outlined in Figure 2), to estimate expenditure. Where data is unavailable for 2024-25, figures are adjusted 

using historical growth rates or inflation rates.  
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Figure 2 | Methodologies for deriving expenditure per remoteness 

 

For most expenditure categories, such as public hospitals, private hospitals, and aged care, we base 

expenditure on the location where the service is provided rather than where the user lives. This approach 

better highlights accessibility challenges, such as the need to travel, and there is better availability of service 

location data. For MBS, PBS, NDIS, and DVA expenditure, we use the recipient’s place of residence to align 

with the previous report. 

We have updated the method used in the previous report where there is more reliable data and accurate 

allocation methods. In particular, the analysis of public hospital expenditure, the largest funding pool, draws 

on several data sets for a combined service use and geographic methodology to generate the most accurate 

distribution estimate possible. 

There have been challenges sourcing data to the increased level of granularity required for this analysis. Each 

methodology has been thoroughly investigated to make use of the most accurate and appropriate available 

data. However, in some instances, such as for private hospitals and private health funds, data is limited by 

commercial sensitivity. Where necessary, we have chosen the most reliable option based on available data. All 

assumptions and limitations are documented in Appendix A A.1 and have been tested for robustness.  

In some instances, estimating expenditure at the state and territory level is not viable given currently available 

data. Where this has happened, for example for RFDS, Aboriginal and Torres Strait Islander primary healthcare 

and Commonwealth programs, expenditure related to these programs has been excluded from the state and 

territory-level analysis. 

Indirect age standardisation 

We apply an indirect age standardisation methodology to control for the impact of differing age distributions 

on per-capita results. This involves: 

1. Define the standard and reference population: for our analysis, we use the total population of each 

jurisdiction as the standard population and the population in each MMM or RA within the jurisdiction as 

the reference populationi.  

2. Acquire age-specific health expenditure data for the standard population to calculate the expenditure per 

capita for each age bracket. 

 
i In cases where only a certain segment of the population is eligible for the type of health expenditure (e.g. only Aboriginal and Torres Strait 

Islander people are eligible for aged care between the ages of 50 and 64), only that segment of the reference population has been included. 
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3. Calculate the expected health expenditure for the reference population: this involves multiplying the per-

age expenditure per capita of the standard population by the age distribution in the reference population 

(age buckets are constrained by available data).  

4. Calculate the standardised health expenditure ratio (SHER): this is the standard population expenditure 

per capita divided by the expected expenditure per capita of the reference population. 

5. Multiply the SHER by the expenditure per capita of the reference population: to get the age standardised 

per-capita figure. 

Where age-specific health expenditure data was unavailable, we report per-age expenditure. 
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3 Expenditure on rural health 

3.1 The total expenditure deficit is $1,090 per person 

In the 2023-24 financial year, the health-spend shortfall between urban and rural citizens was $8.35 billion, or 

$1,090.47 per capita, per year (age standardised; Figure 3).  

Figure 3 | Summary of expenditure gap between urban and non-urban populations 

 

This figure draws on analysis of privately sourced and publicly available government and private expenditure 

data across hospitals, the MBS, PBS, NDIS, aged care, private ancillary health insurance claims, dentistry 

(government and out-of-pocket), Aboriginal and Torres Strait Islander primary healthcare, PHNs, the RFDS, the 

DVA, state and territory ambulance, Commonwealth workforce programs, private health insurance rebates and 

other DoHDA expenditure. A summary of expenditure across these domains is presented in Section 5 Rural 

expenditure by type. 

Table 2 | Per capita expenditure on healthcare services across grouped MMM areas, FY2023-24 

Expenditure category MMM 1 MMM 2-4 MMM 5-7 MMM 2-7 Contribution to gap 

Public hospitals  $4,198   $4,621   $2,254   $3,748   $450  

Private hospitals  $1,032   $783   $97   $533   $499  

Private ancillary  $563   $431   $135   $323   $239  

MBS  $1,310   $1,212   $832   $1,071   $239  

PBS  $715   $817   $600   $737   $(22) 

NDIS  $1,576   $1,899   $860   $1,521   $55  

Aged care  $1,275   $1,580   $1,030   $1,401   $(126) 

Dentistry  $429   $338   $79   $244   $185  

DVA  $108   $184   $127   $163   $(55) 

Ambulance  $199   $325   $270   $305   $(105) 

Aboriginal and Torres 

Strait Islander primary care 
 $12   $52   $166   $93   $(81) 

PHNs  $69   $119   $130   $123   $(54) 

RFDS  $-     $20   $165   $72   $(72) 

Australian Government 

workforce programs 

 $10   $60   $35   $51   $(41) 
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Expenditure category MMM 1 MMM 2-4 MMM 5-7 MMM 2-7 Contribution to gap 

Private health insurance 

rebate 
 $298   $256   $209   $239   $59  

DoHDA other  

(including PIP and WIP) 
 $225   $290   $329   $304   $(79) 

Funding per capita  

($, age standardised) 
 $12,019.19   $12,986.61   $7,317.31   $10,928.72   

Difference compared to 

urban ($) 
  $967.42   $(4,701.89)  $(1,090.47)  

Total difference ($M)   $4,728.34   $(13,035.85)  $(8,353.03)  

*Actual per-capita expenditure, not age standardised 

The data shows the gap between metropolitan and rural and remote healthcare expenditure is largely driven 

by public hospitals, private hospitals, MBS and private allied healthcare and dentistry. In very remote 

communities, the increased expenditure on RFDS, Aboriginal and Torres Strait Islander primary healthcare and 

PHNs reflect targeted investment to improve access and equity but also demonstrate the need to address 

shortfalls in mainstream programs with other programs. Increased public hospital and aged-care expenditure 

in MMM 6 and 7 is influenced by the higher cost of service delivery in those regions.  

 

Expenditure estimated using age standardised population (ABS 2021 census population). 

Caveats: 

• Spending on infrastructure and research is not included in the expenditure totals, as these are not recurring 

annual costs and could distort the overall trends presented in the analysis. 

• Per capita expenditure is aged standardised where possible, however, due to limitations in the data, totals 

represent a combination of age-standardised and total expenditure figures. 

• To avoid double counting, dentistry figures exclude Australian Government dentistry expenditure on DVA 

and private health insurance rebate and non-government expenditure on private health insurance claims. 

Total expenditure across MMM classifications is outlined in Section 5.8. 

• To avoid double counting, DVA figures only include non-hospital DVA expenditure. Total DVA expenditure 

is included in Section 5.13. 

3.2 Regional loadings can illustrate the impact of increased service 

delivery costs 

The cost of delivering services is notably higher in more remote areas, due to factors including reduced 

economies of scale1, low competition and workforce challenges (explored further in Section 6.2.1).2,3 As a 

result, equivalent funding amounts in remote regions provide lower service volumes when compared to 

metropolitan areas. In circumstances where funding is lower in rural and remote locations, these cost 

differences compound the shortfall by further reducing the level of service delivery that the funding can 

support.  

These cost differences are one of the reasons why rural and remote loadings are applied to funding for a 

number of programs. While directly measuring the full effect of these cost differences is beyond the scope of 

this analysis, removing the estimated loadings can be used to provide an indication of the equivalent level of 

service that could be provided in rural and remote areas if delivery costs were equivalent to metropolitan 

areas. According to estimates based on broad-brush methodology outlined in Appendix A A.1.1, these 

loadings contribute approximately $852 million towards addressing rural and remote cost disparities, which, if 

removed, would increase the estimated gap of $8.35 billion to around $9.21 billion*. This calculation is not 
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intended as a precise or exhaustive calculation of comparative costs but illustrates how cost differences 

amplify the impact of funding disparities on service delivery capacity in rural and remote areas. 

Table 3 | Estimated loadings by MMM area  

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Estimated loading $0 $16.3M $68.9M $31.8M $185.1M $259.8M $290.2M 

Estimated total 

without loading 
$116.2B $15.6B $13.4B $6.4B $7.6B $2.1B $1.4B 

Loading as a % of 

total expenditure 
0% 0% 0.5% 0.5% 2.4% 12.3% 20.4% 

 

 
This is an illustrative analysis and total expenditure figure* estimated based on a broad-brush methodology and 

is not the actual size and distribution of these loadings. It includes estimates of Aged Care subsidies, Bulk Billing 

Incentives, and NDIS and ABF regional loadings. DVA regional loadings were excluded due to no appropriate 

estimation method being identified. A breakdown of loadings and methods is outlined in Appendix A A.1.1. 

3.3 The per capita gap has increased by $110 in real terms since 

2020-21 estimates 

Figure 4 | Total like-for-like expenditure gap compared to 2020-21 analysis 

 

The analysis in Section 3.1 above combines changes over time and the expanded scope of the analysis in this 

report when compared with the previous report. A like for like comparison, which includes the same scope 

used in the previous report shows that the gap has increased to $1,073 per person per year. After adjusting 

the $848 per capital shortfall identified in the previous analysis for inflation, this represents an increasing 

deficit of $110 per person per year since 2020-21. 

Table 4 | Change in per capita healthcare expenditure from 2021 to 2024 ($) 

Expenditure 

category 
Year 

Urban 

expenditure 

MMM 1 

Regional and rural 

expenditure 

MMM 2-5 

Remote 

expenditure 

MMM 6-7 

Rural Australia 

expenditure 

MMM 2-7  

Public hospitals 

2020-21  $3,244   $2,848   $3,503   $2,890  

2023-24  $4,198   $3,534   $6,588   $3,748  

% change 29% 24% 88% 30% 

Private hospitals 

2020-21  $895   $598   $441   $588  

2023-24  $1,032   $577   $-     $533  

% change 15% -4% -100% -9% 

MBS 

2020-21  $1,148   $925   $590   $903  

2023-24  $1,310   $1,104   $635   $1,071  
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Expenditure 

category 
Year 

Urban 

expenditure 

MMM 1 

Regional and rural 

expenditure 

MMM 2-5 

Remote 

expenditure 

MMM 6-7 

Rural Australia 

expenditure 

MMM 2-7  

% change 14% 19% 8% 19% 

PBS 

2020-21  $585   $593   $346   $577  

2023-24  $715   $765   $389   $737  

% change 22% 29% 13% 28% 

Aboriginal and 

Torres Strait 

Islander primary 

healthcare 

2020-21  $11   $53   $619   $94  

2023-24  $12   $56   $537   $93  

% change 8% 6% -13% -1% 

NDIS 

2020-21  $577   $599   $381   $583  

2023-24  $1,576   $1,565   $1,011   $1,521  

% change 173% 161% 165% 161% 

Dentistry 

2020-21  $556   $361   $355   $361  

2023-24  $555   $331   $143   $316  

% change 0% -8% -60% -12% 

PHNs 

2020-21  $52   $86   $178   $92  

2023-24  $69   $117   $194   $123  

% change 34% 36% 9% 33% 

Aged care 

2020-21  $953   $1,035   $628   $1,005  

2023-24  $1,275   $1,423   $1,133   $1,401  

% change 34% 38% 80% 39% 

Total 

expenditure 

2020-21  $8,021   $7,097   $7,041   $7,093  

2023-24  $10,743   $9,471   $10,631   $9,543  

% change 34% 33% 51% 35% 

Compared to metropolitan areas, inflation-adjusted healthcare expenditure in the three years from 2020-21 to 

2023-24 appears to have increased 1% faster in rural Australia. However, since rural areas started from a 

smaller expenditure base, the overall gap in expenditure between rural and metropolitan areas has actually 

widened. Remote communities (MMM 6-7) have received the largest increase in overall expenditure, largely 

driven by an 88% increase in public hospital expenditure in these areas*. On the other hand, regional (MMM2-

5) areas experienced 1% less growth than metropolitan areas, largely driven by slower relative growth in 

public hospital and NDIS expenditure. Changes in the NDIS, the fastest growing category, has favoured 

metropolitan areas, growing 1.61 times in rural and remote areas and 1.73 times in metropolitan. Expenditure 

on dentistry appears to have declined in real terms over this period and Aboriginal and Torres Strait Islander 

primary healthcare spending has declined in remote areas. 

 
Differences in allocation method for public and private hospitals from service use (separations) to geography 

(hospital location) may account for some slight differences in location distribution of expenditure. 
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4 Different challenges and dynamics are playing out in each MMM area. 

Table 5 | National per capita expenditure, across all MMM areas, FY2023-24 

Category MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Proportion of 

population 

70% 10% 6% 3% 9% 1% 1% 

Funding per capita  

($, age standardised) 
 $12,038   $11,908   $14,903   $12,841   $6,118   $11,935   $13,019  

Difference compared  

to metro 
  $(130)  $2,865   $803   $(5,920)  $(103)  $981  

Total gap ($M)   $(336)  $4,279   $652   $(12,895)  $(36)  $245  

At national level, the overall shortfall is most pronounced in small rural towns (MMM 5), followed by regional 

centres (MMM 2) and remote communities (MMM 6). In contrast, large and medium rural towns (MMM 3 and 

4) and very remote communities (MMM 7) report higher total expenditure when compared to metropolitan 

regions.  

These patterns highlight three main dynamics that provide insight into typical regional challenges:  

Large and medium rural towns appear well funded but need to support broader regional 

areas 

Despite appearing to receive greater per capita funding, large and medium rural centres service broader 

regional catchment areas3 with many residents in MMMs 4-7 travelling long distances to these locations to 

access care4. It is therefore crucial that broader catchment areas are considered in funding decisions to 

appropriately resource and fund services in MMMs 2-4 that are relied upon by other areas. MMM 3 areas have 

the largest per capita public hospital funding – 27% greater than metropolitan areas – consistent with their 

role as regional centres that often contain large public hospitals4. Population dynamics also play a part: both 

MMM 3 and 4 areas have proportionally larger populations of older people, veterans and people with a 

disability5, contributing to higher-than-metropolitan expenditure on aged-care, NDIS and health-related DVA 

expenditure (discussed further in Section 5). 

Regional centres (MMM 2) fall under two very distinct categories as either outer metropolitan / urban fringes 

or regional centres / smaller metropolitan areas, which have very different characteristics and service delivery 

needs. Outer metropolitan and urban fringe areas tend to rely on nearby metropolitan services. These areas 

experience different service trends, and typically less per capita expenditure. On the other hand, large regional 

hubs such as Townsville, Darwin and Albury-Wodonga service the residents of a much wider geographic area 

and therefore show similar expenditure patterns to MMM 3 and 4. 

MMM 5 areas experience the greatest funding shortfalls, correlated with workforce supply 

in these areas 

MMM 5 areas experience a shortfall across all healthcare areas included in the analysis. The gaps in 

expenditure are consistent with significant per capita workforce shortages across all three broad categories of 

the health workforce, illustrated in Figure 5. 

Expenditure and workforce patterns by service type, outlined in more detail in Section 6.4, are consistent with 

people living in small rural towns (MMM 5) often being required to travel to larger rural towns (MMM 3 and 4) 

to access services, such as public hospitals, GPs, private allied health, and dental care.  
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This was highlighted in stakeholder consultations undertaken in 

preparing this report. At the same time, these small rural areas 

receive less per capita expenditure from services targeted to fill 

gaps in remote areas, like the PHNs, Aboriginal and Torres Strait 

Islander primary healthcare. 

These gaps, in part, come down to the geographic nature of MMM 

5, large areas with a dispersed population, resulting in thin markets. However, stakeholders raised concerns 

that government initiatives to increase health services rely on workforce availability, and the workforce 

shortages in MMM 5 areas mean that these initiatives are having limited impact. For example, Section 5, on 

Rural expenditure by type, shows that areas of significant reform and expenditure growth, like the NDIS and 

aged care, have provided less benefit to MMM 5 areas than other regions.  

Figure 5 | Total Australian registered health workforce by broad category across MMM areas, 2023 

 

High costs of service delivery reduces the impact of expenditure in MMM 6 and 7 areas 

While expenditure gaps between metropolitan and remote areas (MMMs 6 and 7) are relatively small (refer to 

Table 5), the relative level of service delivery is influenced by high costs of service delivery.  

MMM 7 show the largest age standardised per capita deficits in the areas of private hospital and ancillary 

care, MBS, PBS, NDIS, DVA, ambulance expenditure and private health insurance rebates (refer to Section 5). 

These are offset by greater targeted investment in services including the RFDS, Aboriginal and Torres Strait 

Islander primary healthcare and PHNs. These services do less to offset expenditure deficits in MMM 6. While 

these services reduce gaps in access, MMM 6 areas experience shortfalls in other programs. 

Increasing age standardised per capita state and territory public hospital spending corresponds to a decline in 

MBS and PBS expenditure in MMM 6 and 7. This suggests a substitution effect, where lower levels of MBS 

funded primary care correlates with additional expenditure in State and Territory expenditure.  

Remote health models are often characterised by dependence on 

visiting specialists, locum doctors, and outreach services6, which 

are associated with higher service delivery costs and are less 

consistent than permanent local providers. The resulting higher 

expenditure profile that does not necessarily translate into 

improved health service availability. 

“Current solutions are geared to where 

populations are available rather than 

systemic improvements in the way 

people access care.”   

PHN Representative, NSW  

“Short-term locum contracts create a false 

economy. Hopefully down the track we’ll 

have $250,000 cost for psych rather than 

$750,000 for locum psych.” 

Health Workforce Executive, WA 
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MMM classifications are based on road distance to urban centres and include diverse communities with varying 

characteristics. Classifications may change, and some stakeholders disagree with certain MMM assignments. This 

means, that variability in these trends and across programs is to be expected. 

4.1 Expenditure trends vary across states and territories  

A closer look at expenditure within state and territory MMM areas reveals how spending patterns vary across 

geography and population distribution, and how specific areas are driving broader results. Table 6 provides an 

overview of state and territory-level expenditure on hospitals, the MBS, PBS, NDIS, aged care, private health 

insurance claims, dental care (both government-funded and out-of-pocket), PHNs, the DVA, and ambulance 

services. 

Table 6 | Total state and territory expenditure by MMM area, FY2023-24 

State / 

Territory 
Amount MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

New South 

Wales 

Funding per 

capita 
 $10,774   $5,589   $15,452   $10,793   $5,605   $7,573   $10,341  

Population 5,890,766 32,9304 72,5749 341,937 724,929 38,433 9349 

Difference to 

metro 
 $-     $(5,185)  $4,678   $19   $(5,170)  $(3,201)  $(433) 

Total gap 

($M) 
  $(1,707.51)  $3,394.84   $6.51   $(3,747.60)  $(123.03)  $(4.05) 

Victoria 

Funding per 

capita 
 $12,190   $9,381   $15,194   $13,230   $5,357   $3,735   $-    

Population  4,799,477   613,091   290,101   244,002   540,652   7,159  -    

Difference to 

metro 
 $-     $(2,809)  $3,004   $1,040   $(6,833)  $(8,455) $-    

Total gap 

($M) 
  $(1,722.35)  $871.49   $253.78   $(3,694.39)  $(60.53)     

Queensland 

 

Funding per 

capita 
 $12,124   $13,764   $10,746   $14,544   $5,619   $6,329   $12,039  

Population 3,227,880   972,216   136,942   141,838   469,242   106,599   86,088  

Difference to 

metro 
 $-     $1,641   $(1,378)  $2,420   $(6,505)  $(5,795)  $(84) 

Total gap 

($M) 
  $1,595.16   $(188.73)  $343.31   $(3,052.35)  $(617.72)  $(7.26) 

Western 

Australia 

 

Funding per 

capita ($M) 
 $11,895   $8,753   $15,209   $18,772   $5,758   $10,411   $11,892  

Population 2,040,116   136,888   135,781   11,369   152,826   93,295   80,956  

Difference to 

metro 
 $-     $(3,142)  $3,314   $6,877   $(6,137)  $(1,484)  $(3) 

Total gap 

($M) 
  $(430.12)  $450.03   $78.18   $(937.94)  $(138.46)  $(0.22) 
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State / 

Territory 
Amount MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

South 

Australia 

 

Funding per 

capita ($M) 
 $13,649   $3,610   $10,529   $10,923   $7,079   $8,384   $11,558  

Population 1,297,587   53,402   134,443   62,644   168,157   43,152   18,827  

Difference to 

metro 
 $-     $(10,039)  $(3,120)  $(2,726)  $(6,569)  $(5,265)  $(2,090) 

Total gap 

($M) 
  $(536.12)  $(419.45)  $(170.75)  $(1,104.70)  $(227.20)  $(39.36) 

Tasmania 

 

Funding per 

capita ($M) 
$-     $15,468   $14,010   $3,773   $4,196   $3,378   $5,079  

Population  -     339,430   70,880   10,170   118,573   14,537   2,527  

Difference to 

metro 
 $-     $15,468   $14,010   $3,773   $4,196   $3,378   $5,079  

Total gap 

($M) 
  $5,250.19   $993.05   $38.37   $497.48   $49.11   $12.84  

Australian 

Capital 

Territory 

 

Funding per 

capita ($M) 
 $10,354   $22,614   $-     $-     $6,609   $-     $-    

Population  452,955   750  - -    66  -   - 

Difference to 

metro 
 $-     $12,260   $-     $-     $(3,745)  $-     $-    

Total gap 

($M) 
  $9.20             $(0.25)           

Northern 

Territory 

 

Funding per 

capita ($M) 
$-     $15,661   $-     $-     $3,188   $30,258   $9,203  

Population -  136,634   -     -     3,229   41,751   47,338  

Difference to 

metro 
$-     $15,661   $-     $-     $3,188   $30,258   $9,203  

Total gap 

($M) 
$-     $2,139.81   $-     $-     $10.30   $1,263.29   $435.64  

New South Wales, Victoria, Western Australia and South Australia have per capita deficits in MMM 2 areas, 

reflecting access challenges in metropolitan fringes. However, Tasmania and the Northern Territory provide a 

contrasting picture where, in absence of MMM 1 areas, MMM 2 areas like Hobart, Darwin, and Alice Springs 

act as metropolitan hubs.  

Queensland has the largest MMM 2 population, located in regional centres such as Toowoomba, Bundaberg, 

Rockhampton, Townsville, Mackay, and Cairns. These areas show higher expenditure than MMM 1, largely due 

to public hospital and NDIS funding.  

Many large regional hospitals in New South Wales, Victoria, and Western Australia fall within MMM 3 areas, 

contributing to higher per capita spending in these regions. Queensland mirrors this trend as well. The small 

per capita expenditure surplus seen across MMM 4 areas, bar South Australia, is driven less by public 

hospitals, and more by higher per capita expenditure on MBS, PBS, NDIS and aged care. 
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States with significant populations in MMM 5 areas, such as New South Wales, Victoria, and Queensland, show 

notable per capita expenditure deficits. This is consistent the challenges in supporting dispersed rural 

populations. South Australia has an expenditure deficit across all rural and regional areas, which is most 

pronounced in MMM 5. 

With the exception of Tasmania and the Northern Territory, all MMM 6 regions consistently show per capita 

expenditure shortfalls, highlighting the ongoing difficulties in delivering services to remote communities. 

Higher levels of expenditure for MMM 7 are seen in most states and territories, with New South Wales and 

South Australia being exceptions.  

 
Expenditure estimated using age standardised population (ABS 2021 census population). 

• State and territory analysis does not include Aboriginal and Torres Strait Islander primary healthcare, the 

RFDS, Australian Government workforce programs, and other DoHDA health care expenditure (including PIP 

and WIP) due to limited available geographic data at the state/territory level. 

• Areas with small MMM populations will be more variable and sensitive to localised spending. E.g. MMM 4 in 

WA covers a relatively small geographic area of Southwest locations suitable for retirees, associated with 

high levels of aged care expenditure per capita. 

• The size of MMM areas varies considerably between states, which makes it difficult to make direct 

comparisons between per capita funding. 

• Tasmania and the Northern Territory do not have MMM 1 areas, so all areas appear to receive a higher level 

of spending. These figures are not able to be compared with other jurisdictions. 
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5 Rural expenditure by type 

5.1 Public hospital expenditure 

Our public hospital analysis encompasses public hospitals and related services, recognising that Local Health 

Networks (LHNs) and equivalent bodies deliver emergency, inpatient, outpatient, and community-based care. 

Service models and their classifications can vary between jurisdictions and regions, so our approach is 

designed to capture and account for these different approaches. 

The differential public hospital expenditure is driven by shortfalls in medium and small regional towns. The 

public hospital analysis is based on location of service and, in aggregate, public hospitals in small rural towns 

(MMM 5) receive 70% less funding per person in metropolitan areas. This is consistent with public hospitals in 

large rural towns (MMM 3) and regional hubs (MMM 2) playing a significant role in servicing broader 

catchment areas with lower levels public hospital services, and often primary healthcare services as well.  

Increased public hospital expenditure in MMM 6 and 7, by 47% and 73%, is consistent with both the higher 

cost of delivering hospital services in remote and very remote communities, as well as the higher reliance on 

services provided from hospitals when compared to other services. Overall public hospital expenditure across 

MMMs is outlined in Table 7 below. 

Table 7 | Public hospital Expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
$72,353 $11,778 $8,740 $3,205 $3,012 $2,139 $1,614 

Expenditure per capita 

($) 
$4,086 $4,562 $5,850 $3,947 $1,383 $6,203 $6,468 

Expenditure per capita 

($, age standardised) 
$4,198 $4,554 $5,361 $3,493 $1,239 $6,166 $7,247 

Indexed at 

Metropolitan Areas 

(MMM 1)  

1.00 1.08 1.28 0.83 0.30 1.47 1.73 

 

 

Expenditure estimated using Local Health Network/District Annual Reports, 2023-24, distributed between ABF 

and small rural hospital’s using National Health Reform funding data and to public hospital locations based on 

AIHW Public Hospital patient admissions and the NPHED hospitals database. Indirectly age standardised using 

the AIHW dataset on per-age hospital separations (2020-21). Figure validated against AIHW total recurrent 

expenditure on public hospitals, including depreciation. 

5.2 Private hospital expenditure 

Expenditure per capita (age standardised) on private hospital declines significantly with remoteness. Our 

analysis is based on private hospital location; this shows that there are no private hospitals in MMM 6 and 7 

regions. 

While people living in MMM6 and 7 regions access private hospitals in other areas, they are required to travel 

larger distances to access care. The access patterns are also in contrast with the experience in public hospitals. 
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AIHW data shows that while public hospital separations per person increase with remoteness, private hospital 

separations per person decrease7.  

Table 8 | Private hospital Expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure ($M) $18,150 $2,215 $1,455 $198 $275 $- $- 

Expenditure per capita 

($) 
$1,025 $858 $974 $244 $126 $0 $0 

Expenditure per capita 

($, age standardised) 
$1,033 $854 $956 $238 $122 $0 $0 

Indexed at Metropolitan 

Areas (MMM 1) 
1.00 0.83 0.93 0.23 0.12 0.00 0.00 

 

 

Expenditure totals from AIHW private hospital expenditure (2022-23) data and distributed based on private 

hospital locations Commonwealth Digital Atlas of Australia (2025) with an inflation rate of 3.8% (June 2024) 

applied. Indirectly age standardised using APRA total treated in hospital by age category, APRA, 2023-24. 

5.3 Private health insurance allied health expenditure  

Private health insurance expenditure on private allied healthcare decreases significantly in remote areas, with a 

sharp drop observed in MMM 5 regions and beyond. This is consistent with the challenges in accessing allied 

health professionals in these locations, as maintaining private practices becomes increasingly difficult. MMM 5 

areas show the lowest age standardised per capita expenditure, 80% lower than metropolitan regions. In line 

with these findings, the National Health Workforce Dataset (NHWDS) shows access dropping across almost all 

Australian registered allied health occupations (as classified by NHWDS; illustrated in Figure 13 in Section 6.4). 

This discrepancy is likely due to smaller population sizes and the dispersed nature of communities in rural 

areas, which makes it difficult to establish sustainable teams of specialised providers offering comprehensive 

allied health services.  

Table 9 | Private Allied Healthcare Expenditure by MMM Area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure ($M) $99,200 $10,330 $7,452 $3,425 $2,555 $842 $416 

Expenditure per capita 

($) 
$560 $400 $499 $422 $117 $244 $167 

Expenditure per capita 

($, age standardised) 
$563 $399 $496 $418 $115 $243 $168 

Indexed at Metropolitan 

Areas (MMM 1) 
1.00 0.71 0.88 0.74 0.20 0.43 0.30 

 

 

Expenditure Total expenditure from APRA reporting of private insurance benefits and total fees on General 

treatment (ancillary)* by state/territory, 2023-24 and distributed based on the nationally registered allied health 

workforce** distribution (NHA), 2023. 
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*General treatment cover includes private dentistry cover, accounted for in total expenditure estimates. It does 

not include Hospital-Substitute, CDMP and Hospital-linked Ambulance Treatment. 

**NHA professions included: Aboriginal and Torres Strait Islander Health Practitioners, Chiropractors, Chinese 

Medicine Practitioners, Dental Practitioners, Medical Radiation Practitioners, Occupational Therapists, 

Optometrists, Osteopaths, Pharmacists, Physiotherapists, Podiatrists, Psychologists. 

5.4 Medicare Benefits Schedule (MBS) 

Our analysis draws on expenditure of eligible MBS services provided outside inpatient hospital settings. In the 

2023-24 financial year, $31.3 billion was spent on out-of-hospital MBS services across Australia. This 

comprises services performed by a registered provider for services that qualify for a Medicare Benefit and 

which a claim was processed by Services Australia. 

Analysis shows a decline in age-standardised per capita MBS spending with increasing remoteness, except for 

MMM 4 areas. This decline is mostly consistent with gaps in access to Primary Care GP’s (illustrated in Figure 

12 in Section 6.4). Higher expenditure in MMM 4 correlates with a higher per capita number of GPs, which 

drops in MMM 5 areas, which have around two-thirds of the GP workforce at MMM 4.  

Table 10 | Medicare benefits expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure ($M) $226,331 $28,589 $20,462 $12,834 $21,235 $2,326 $1,305 

Expenditure per capita 

($) 
$1,278 $1,107 $1,370 $1,581 $975 $674 $523 

Expenditure per capita 

($, age standardised) 
$1,310 $1,105 $1,267 $1,416 $878 $670 $580 

Indexed at Metropolitan 

Areas (MMM 1) 
1.00 0.84 0.97 1.08 0.67 0.51 0.44 

Table 11 | National cost per person receiving MBS, 2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

National cost per person 

(Services Australia) 
$1,329 $1,278 $1,324 $1,340 $1,315 $988 $953 

Indexed at Metropolitan 

Areas (MMM 1) 
1.00 0.96 1.00 1.01 0.99 0.74 0.72 

 

 
Expenditure sourced from Services Australia data and adjusted for a half year inflation at a rate of 0.4%, based 

on combined CPI growth for the September and Dec quarters. Indirect age standardisation was applied using 

Services Australia per-age expenditure data 2020-21. Data is privately sourced with caveats: 

• This report is based on date of service between 1 January 2024 and 31 December 2024 and processed up to 

3 April 2025. 

• MMM is based on patient mailing address as at the end of the period i.e. 31 December 2024. 

• MMM classifications are based on the Australian Statistical Geography Standard – Remoteness Areas 

(ASGS-RA) framework and by the Australian Bureau of Statistics. 

• The report excludes unknown state (0.003% Total benefit) where the postcodes cannot be mapped to state. 

• MBS total cost – The figures in the report include only those services that are performed by a registered 

provider, for services that qualify for Medicare Benefit and for which a claim has been processed by Services 
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Australia. They do not include services provided by hospital doctors to public patients in public hospitals or 

services that qualify for a benefit under the DVA National Treatment Account. 

• MBS total cost per person – MBS total cost (Total Benefit) divided by number of patients. 

5.5 Pharmaceutical Benefits Scheme (PBS) 

PBS analysis is based on Australian Government spending on PBS prescriptions distributed by recipient 

residency. The analysis shows higher age standardised per capita expenditure on PBS in MMM 3 and 4, with 

lower levels across MMM 6 and 7. 

MMM 3 and 4 have the highest expenditure per capita (27% and 44% higher than metropolitan areas, 

respectively). The average cost per recipient remains similar to MMM 1 in MMM 2 and 5 areas. This profile is 

similar to access to MBS services, reflecting the prescribing role of doctors. Demographic factors, such as a 

higher disease burden and an older population24 with higher rate of disability8 are likely to contribute to the 

areas of elevated PBS expenditure. 

In remote and very remote communities (MMM 6 and 7), and to some extent in MMM 2 and 5 regions, PBS 

medication access may be lower, aligned with reduced MBS utilisation patterns which suggest fewer 

prescription opportunities. Services Australia data does not include PBS medications dispensed through 

Aboriginal Medical Services under the section 100 program, which may lead to an underestimate of both the 

number of recipients and total expenditure in remote areas where these services are more common.  

Table 12 | PBS expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure ($M) $124,892 $17,663 $14,241 $9,012 $15,192 $1,553 $688 

Expenditure per capita 

($) 
$705 $684 $953 $1,110 $698 $450 $276 

Expenditure per capita 

($, age standardised) 
$715 $688 $910 $1,033 $652 $451 $297 

Indexed at Metropolitan 

Areas (MMM 1) 
1.00 0.96 1.27 1.44 0.91 0.63 0.42 

Table 13 | National cost per person receiving PBS, 2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

National cost per person 

(Services Australia) 
 $1,808  $2,307   $1,802   $1,792   $3,462   $1,696   $1,614  

Indexed at Metropolitan 

Areas (MMM 1) 
1.00 1.28 1.00 0.99 1.91 0.94 0.89 

 

 
Expenditure sourced from Services Australia data and adjusted for a half year inflation at a rate of 0.4%, based 

on combined CPI growth for the September and December quarters. Indirect age standardisation was applied 

using AIHW data on PBS prescriptions dispensed and government spending per resident for Australia (2023-24). 

Data is privately sourced with caveats: 

• The date on which a particular PBS prescription was supplied. 
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• This report is based on PBS services supplied between 1 January 2024 and 31 December 2024 and 

processed up to 16 April 2025. 

• MMM is based on patient mailing address as at the end of the period i.e. 31 December 2024. 

• MMM classifications are based on the Australian Statistical Geography Standard – Remoteness Areas 

(ASGS-RA) framework and by the Australian Bureau of Statistics. 

• The report excludes expenditure with an unknown state (0.003% of the total benefit), where the postcodes 

cannot be mapped to a state.  

• Total costs – The report includes all benefit of special pins and doctor bags. 

• Total cost per person – The report excludes data where the patient could not be identified. This occurs 

when the patient presents to emergency or when a patient could not provide a valid card and a PBS 

Medicine needed to be dispensed. 

• RPBS Services are Excluded, Under Co-Payment excluded. 

• Services for Rejected or Cancelled or Doctor's Bag or Those Supplied Using Special PINs under Emergency 

Cases are Excluded. 

Calculations do not include expenditure on Under Co-Payments, which cost $1.59 billion in 2023-24. A large 

proportion of expenditure on medication is also covered by out-of-pocket costs and private (non-PBS) 

medications.   

MMM 5 appears to have disproportionately high PBS costs per recipient due to very low utilisation in some 

states, i.e. a few recipients are significantly inflating the cost per recipient data. 

5.6 NDIS expenditure 

When examining age standardised expenditure on NDIS, there is an increase in MMM 2-4, and a decline in 

MMM 5-7 when compared with MMM 1 regions. However, the proportion of people who have a disability 

tends to be higher in MMM 2-5 regions and if we compare this expenditure to the number of people living 

with disability, measured by those needing assistance with core activities, spending in these regions is actually 

similar to or lower than in metropolitan areas.  

MMM 5 and 7 regions show the largest gaps in NDIS expenditure, both per person and per person in need. 

These areas also have the lowest numbers of key health professionals such as occupational therapists and 

physiotherapists, which can affect the level of support available to people with disability. People in rural and 

remote areas struggle to access NDIS funding due to provider shortages, with over a third of long-term 

participants in remote communities not accessing daily supports.9 

Table 14 | NDIS expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure ($M) $279,878 $43,826 $32,607 $15,415 $17,713 $4,286 $1,816 

Expenditure per capita 

($) 
$1,580 $1,698 $2,183 $1,899 $813 $1,243 $728 

Expenditure per capita 

($, age standardised) 
$1,576 $1,699 $2,224 $1,949 $818 $1,234 $709 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 1.08 1.41 1.24 0.52 0.78 0.45 
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Table 15 | NDIS expenditure by MMM area relative to the number of people in need of assistance10 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Per capita no. of people 

with need for assistance 

per 100,000 (2021) 

 5,485   6,143   7,332   7,342   6,323   4,791   3,411  

NDIS expenditure per 

person with need for 

assistance 

 $28,811   $27,634   $29,769   $25,859   $12,862   $25,941   $21,331  

Indexed at Metropolitan 

Areas (MMM 1) 
 1.00   0.96   1.03   0.90   0.45   0.90   0.74  

Figure 6 | Per capita NDIS expenditure and people with need11 

 

 
Expenditure is based on participant location categorised by NDIS Market.  

Expenditure data provided by NDIS (Q2 2023-24) and from the NDIS website (Q4 FY23-24). Indirectly age 

standardised using NDIS expenditure by age-group data. 

Total figures underrepresent total NDIS expenditure by ~$2 billion. This is due to gaps in NDIS’s raw expenditure 

by location data. 

 

5.7 Aged care expenditure (provider and CHSP) 

Aged care expenditure is based on total Government expenditure across residential care, home care packages, 

transitional and short-term restorative care, and Commonwealth Home Support Program (CHSP) across MMM 

classifications. Total funding excluding CHSP was based on AIHW data on total Government funding per 

service provider, and MMM classification of the service providers’ location. CHSP funding was allocated to 

MMM classifications based on AIHW data on the number of home care recipients per LGA. 

Regions classified as MMM 5 and 6 have the largest gaps in per capita expenditure, whereas MMM 7 areas 

have the highest per capita expenditure of all regions. The higher per-capita expenditure in very remote 

communities is influenced by aged care regional loadings, which are greatest in these areas.12 
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Table 16 | Aged care expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
$23,316 $2,898 $2,987 $1,765 $1,963 $270 $253 

Expenditure per capita 

– eligible population 

only ($) 

$8,276 $6,166 $8,702 $8,642 $3,704 $4,090 $6,276 

Expenditure per capita 

– eligible population 

only ($, age 

standardised) 

$8,014 $6,473 $8,461 $8,519 $4,165 $4,886 $9,304 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 0.81 1.06 1.06 0.52 0.61 1.16 

 

 
Expenditure was calculated from the AIHW datasets on funding via service providers, clients by remoteness and 

overall funding. CHSP expenditure was calculated from AIHW data on total funding and home support recipients 

by location. Per capita figures were calculated using the population eligible for aged care services. Indirectly age 

standardised using the AIHW datasets on the number of people receiving aged care services in each age range. 

5.8 Dentistry services 

Dentistry expenditure, including Commonwealth Government, State and Territory Governments and individual 

out-of-pocket expenditure was allocated across MMM classifications using the distribution of the dental 

practitioner workforce, resulting in MMM 1 areas receiving the greatest per capita expenditure. While MMM 3 

and 4 show comparable estimates of per capita expenditure to MMM 1, there is a dip in MMM 2, with 32% 

less expenditure. MMM 5 areas experience a particularly large funding gap, receiving 84% less than MMM 1. 

Feedback from stakeholder consultations suggests this shortfall is influenced by the challenges of establishing 

private dental clinics in these regions. 

The most remote communities (MMM 6 and 7) have 66% and 85% less expenditure, respectively. The 

workforce-based allocation method is based on practitioner residence, and so likely underestimates funding in 

these areas, where care may be provided by mobile dentistry services and travelling practitioners. 

Table 17 | Dentistry expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
$9,803.67 $983.67 $746.94 $421.04 $200.83 $65.03 $2.05 

Expenditure per capita 

($) 
$554 $381 $500 $519 $92 $189 $82 

Expenditure per capita 

($, age standardised) 
$555 $380 $498 $515 $91 $187 $82 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 0.68 0.90 0.93 0.16 0.34 0.15 

 



 

Nous Group | The Forgotten Health Spend: A Report on the Expenditure Deficit in Rural Australia | 25 August 2025 | 29 | 

 
Expenditure estimated using the dental practitioner workforce distribution (2023) from the DoHDA’s NHWDS 

and the AIHW dataset on dental expenditure. Indirectly age standardised using the AIHW dataset on per-age 

dental usage (2020-21). Figures presented here include DVA expenditure which is excluded in the main model to 

avoid double-counting. 

5.9 Aboriginal and Torres Strait Islander primary healthcare 

Aboriginal Community Controlled Health Organisations (ACCHOs) provide culturally safe comprehensive 

primary healthcare services to Aboriginal and Torres Strait Islander communities and are particularly important 

in rural and remote Australia with proportionally higher Aboriginal and Torres Strait Island populations. 

Aboriginal and Torres Strait Islander primary healthcare expenditure from the Productivity Commission’s 

Report on Government Services is distributed across MMMs using healthcare episodes.  

Per capita expenditure increases with increasing remoteness, except for in MMM 5, which shows a dip, aligned 

with fewer services provided in these areas. MMM 6 and 7 receive significantly higher per capita investment – 

35 and 57 times that of MMM 1, respectively – in line with a higher number of services and substantially 

higher Aboriginal and Torres Strait Islander population proportions in these areas.  

Table 18 | Aboriginal and Torres Strait Islander primary health care expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure ($M) $217 $113 $77 $60 $141 $146 $173 

Expenditure per capita 

($) 
$12 $44 $52 $75 $65 $424 $694 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 3.59 4.24 6.11 5.28 34.56 56.51 

 

 
Expenditure estimated using the Productivity Commission’s Report on Government Services figures for 

Aboriginal and Torres Strait Islander primary healthcare usage and expenditure. Not age standardised due to 

data constraints. 

5.10  Primary Health Networks (PHNs)  

PHNs are organisations funded by the Australian Government’s DoHDA to coordinate primary healthcare and 

address service gaps for populations across Australia. Our analysis was derived from publicly available 

financial reports of PHNs across Australia. The total expenditure for PHNs was allocated to MMMs based on 

the proportion of each PHNs’ population that fell in each MMM.  

Our analysis shows that per-capita expenditure on PHNs is higher in rural areas and increases with 

remoteness, consistent with the objective of PHNs to address service gaps. Per capita expenditure is relatively 

consistent in MMMs 2-5, with a ~7% difference between the lowest and highest per capita rates in this range. 

MMM 6 and 7 have the highest funding per capita.  
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Table 19 | PHN expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
$1,224 $302 $179 $98 $245 $60 $55 

Expenditure per capita 

($) 
$69 $117 $120 $120 $112 $175 $221 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 1.69 1.74 1.74 1.63 2.53 3.20 

 

 
Expenditure estimated by apportioning total revenue per PHN (derived from financial reports) by the proportion 

of the population in each MMM within that PHN. Not age standardised due to data constraints. 

5.11  Royal Flying Doctor Service (RFDS) 

The RFDS provides essential healthcare services to areas where traditional healthcare delivery is less viable or 

difficult to access, with operations concentrated in MMMs 3-7. MMM 1 and 2 areas were excluded from 

funding allocations. Expenditure was allocated across MMMs using the population distribution for each RFDS 

branch’s region as a proxy, with increasing weighting applied to more remote areas to reflect the service’s 

regional and remote focus.  

Per capita expenditure is highest in smaller rural and remote areas and increases with remoteness. The per 

capita expenditure is considerably higher the most remote areas, with MMMs 6 and 7 receiving 80% and 97% 

more funding per capita than MMM 5, respectively.   

Table 20 | RFDS expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
- - $16 $79 $303 $86 $68 

Expenditure per capita 

($) 
$0 $0 $11 $98 $140 $250 $275 

 

 
Expenditure sourced from annual reports for RFDS Central Operations, South Eastern Section, Western 

Operations, Queensland Section, Victorian Operations, and Tasmanian branches, allocated to MMMs using 

weighted population data, with MMM 1 and 2 excluded. 

5.12  State and territory ambulance 

State and territory ambulance expenditure was allocated across MMM classifications based on the location of 

paramedicine practitioners. While MMM 1 areas receive more funding than MMMs 2-7 combined, all regional 

and remote areas demonstrate greater per capita expenditure on ambulances, with MMM 4 receiving 2.6 

times more per capita than Major Cities. This aligns with rural and remote areas having a disproportionately 

high number of paramedicine practitioners relative to their population, possibly due additional staffing 

requirements resulting from factors such as longer travel distances and minimum staffing levels required to 

operate the services. 
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Amongst regional areas, MMM 5 receives the lowest per capita expenditure, though still 14% higher than 

MMM 1. This is aligned with fewer public hospitals in these areas. Much of the increase in MMM 7 values is 

driven by high per capita expenditure in specific states, such as Western Australia ($914 per capita), where 

MMM 7 areas account for only 3% of the state’s population, yet employ 15% of paramedicine practitioners. 

Table 21 | State and territory ambulance expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure 

($M) 
$3,528 $674 $488 $424 $494 $135 $117 

Expenditure per capita 

($) 
$199.27 $261.31 $326.78 $522.44 $227.03 $391.78 $471.67 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 1.31 1.64 2.62 1.14 1.97 2.37 

 

 
Expenditure estimated using paramedicine practitioner workforce distributions (2023) from the DoHDA’s Health 

Workforce Dataset and the AIHW dataset on ambulance service organisation expenditure. 

5.13  Department of Veteran Affairs (DVA) 

DVA expenditure was allocated to MMMs based on the location of DVA clients. This method was chosen over 

service location as no method was available to confidently identify DVA expenditure across all other service 

types. All MMMs 2-5 regions receive more per capita expenditure than MMM 1, with MMM 2 receiving the 

greatest at 90% more than MMM 1. However, expenditure drops significantly in more remote areas. This 

distribution pattern aligns with the demographic profile of DVA clients, with almost half being over 60 years of 

age.13 

Table 22 | DVA expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
$2,578 $715 $294 $202 $416 $42 $15 

Expenditure per capita 

($) 
$146 $277 $197 $249 $191 $122 $62 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 1.90 1.35 1.71 1.32 0.84 0.42 

 

 
Expenditure estimated using proportions of DVA clients (2024) published by the DVA, and total expenditure 

from the 2023-24 DVA annual report. 
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5.14 Australian Government health and aged care workforce 

programs 

Workforce program expenditure was estimated using DoHDA workforce grant funding and allocated based on 

the MMMs of recipient locations or distributions of the targeted workforce groups. While MMM 1 areas 

receive the largest absolute Australian Government funding for workforce programs at $182 million, regional 

and remote areas (MMMs 2-7) receive substantially greater per capita investment. This reflects the strategic 

focus of workforce programs, many of which aim to address workforce challenges in rural and remote areas. 

Many initiatives specifically target worker training, recruitment, and retention in areas outside Major Cities in 

acknowledgement of the higher costs and greater difficulties associated with maintaining health workforces in 

these areas.  

This regional emphasis is particularly evident in MMM 3, with a dip in MMM 5, which is consistent with 

broader workforce trends illustrated in Section 6.4. Much of the greater funding in MMM 6 and 7 is due to 

Indigenous workforce programs, in line with larger Indigenous populations and the subsequent need for 

culturally appropriate care and workforce development in these regions. 

Table 23 | Australian Government workforce programs by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  ($M) $182 $103 $133 $57 $53 $25 $18 

Expenditure per capita 

($) 
$10 $40 $89 $70 $25 $73 $73 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 3.90 8.66 6.80 2.40 7.06 7.09 

 

 
Expenditure estimated using DoHDA workforce grant funding as reported through GrantConnect. Grants active 

during 2023-24 were identified and the proportion of each grant’s total funding that was active during this 

period was calculated based on grant start and end dates. Funding was allocated directly to MMMs where 

funding distribution locations could be identified and allocated using relevant workforce distributions where it 

could not. 

State and territory programs are excluded from these figures due to unclear and inconsistent reporting of 

funding amounts, durations, and insufficient information to allocate expenditure across MMMs. Thematically, 

state and territory initiatives largely mirror Australian Government ones, emphasising regional workforce 

attraction, retention, and training opportunities. 

5.15  Other Australian Government-funded Initiatives  

Other Australian Government DoHDA expenditure was allocated based on funding information in budget 

items from the 2023-24 DoHDA Budget papers, updated with actual expenditure figures where data was 

available and distributed based on weighted target population, workforce, recipient or service locations. The 

per capita expenditure distribution is weighted towards MMM 6 and 7, largely due to expenditure on Urgent 

Care Clinics and PIP and WIP schemes, which are intended to help fill gaps in rural and remote healthcare. On 

the other hand, non-PHN/ACCHO mental health grants are heavily weighted towards metropolitan areas. 

More regulatory expenditure, such as emergency response and food-safety and security measures are also 

weighted towards metropolitan areas. 
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Table 24 | Other Commonwealth expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
$42,806 $5,284 $5,703 $3,324 $6,237 $1,571 $1,347 

Expenditure per capita 

($) 
$242 $205 $382 $409 $286 $456 $540 

Indexed at Major 

 Cities 
1.00 0.85 1.58 1.69 1.18 1.88 2.23 

 

 
Estimates include expenditure on additional items from the following sources: 

2023-24 DoHDA Budget  

• Allocated based on population distribution of target population or workforce. Refer to Appendix A.1 for a 

detailed list of budget items included in the costings. Note: budgeted figures may differ from actual 

expenditure. 

Services Australia 2023-24 annual report 

• Medicare Urgent Care Clinics were allocated to MMMs based on clinic locations  

• WIP – Practice Stream and WIP (Doctor Stream, Rural Advanced skills stream, Rural support stream) were 

allocated based on estimated loaded payment to qualifying workforce  

• PIP (Quality stream, Capacity stream, Rural Support Stream), allocated based on:  

1. Location of PIP IQ Practices  

2. Weighted distribution of GPs  

3. Weighted distribution of GPs with rural loading 

• Covid-19 Vaccine Claims Scheme were allocated across the total population  

• Continence Aids Program Scheme were allocated across the elderly population. 

GrantConnect 

• Included grants for programs received by NGOs, NFPs and Universities that were distributed under 

GrantConnect Health Output 1.2: Mental Health (analysis excluded all MBS-related mental health grants or 

grants to ACCHOs, PHNs or aged care providers). Grants active during 2023-24 were identified and the 

proportion of each grant’s total funding that was active during this period was calculated based on grant 

start and end dates. Funding was allocated directly to MMMs based on target population (e.g. Victorian 

flood affected communities) or recipient location(s). 

5.16  Government-funded infrastructure (state and territory) 

Infrastructure expenditure reported in state and territory budgets was distributed to MMMs based on the 

location of capital work or relevant workforce and population distributions. Unlike recurrent funding streams, 

capital infrastructure spending varies significantly each year, depending on major project commitments, and 

therefore was omitted from overall expenditure gap calculations. For 2023-24, the highest per capita 

infrastructure spending occurred in MMM 4 and MMM 6, mainly reflecting investments in public hospitals, 

such as the Alice Springs hospital in Northern Territory MMM 6. Conversely, MMM 5 had the lowest per capita 

spending, consistent with the limited-service availability in these regions. 
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Table 25 | State and territory infrastructure expenditure by MMM area, FY2023-24 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure ($M) $7,576 $1,844 $751 $507 $429 $246 $80 

Expenditure per capita 

($) 
$427 $713 $503 $625 $197 $714 $323 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 1.36 1.17 1.46 0.46 1.67 0.76 

 

 
Expenditure estimated using 2023-24 state and territory capital and infrastructure budget papers. Expenditure 

was allocated directly to MMMs based on recipient location where available and otherwise allocated based on 

the distribution of relevant workforce or population. Does not include Australian Government (federal) 

expenditure. 

5.17  Australian Government-funded health research 

Expenditure on health research was calculated using reports from major government grant programs, with 

funds allocated to regions the research was conducted in when possible, or otherwise based on the MMM 

category of the recipient institution. Since health research relies on grant funding that changes annually, it is 

not counted as recurrent expenditure and is excluded from the overall expenditure gap. The distribution of 

these funds is shaped by where research institutes are located, which are mostly found in MMM 1 areas. The 

next highest per capita expenditure was recorded in MMM 7, aligned with targeted research programs largely 

focusing on Aboriginal and Torres Strait Islander people in remote communities. MMM 4 and 5 recorded the 

lowest per capita expenditure (96% and 97% less than MMM 1, respectively), aligned with the limited presence 

of research institutions and a limited specific focus on research in these areas.  

It is important to note that many projects reported under MMM 1 often deal with widespread health concerns, 

such as cancer, cardiovascular disease, or general medical research. Therefore, the higher amount of 

metropolitan health research spending is more a reflection of where research institutions are based, rather 

than a focus solely on metropolitan health issues. 

Table 26 | Australian Government-funded health research 

 MMM 1 MMM 2 MMM 3 MMM 4 MMM 5 MMM 6 MMM 7 

Total expenditure  

($M) 
$1,309 $62 $9 $2 $4 $6 $8 

Expenditure per capita 

($) 
$74 $24 $6 $3 $2 $18 $36 

Indexed at 

Metropolitan Areas 

(MMM 1) 

1.00 0.32 0.08 0.04 0.03 0.25 0.49 

 

 
Includes health-related Australian Government grants from ARC, NHMRC, or DoHAC (including MRFF). Funding 

that was active during the 2023-24 financial year was calculated based on grant start and end dates. Expenditure 

was apportioned to MMMs of target locations or populations where determinable and otherwise attributed to 

the MMM of the recipient institution. Does not include state and territory funded research. 
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6 Social and economic context 

Expenditure figures represent only part of the health disadvantage of people living in non-urban areas. To 

more fully understand the context in which health spending operates, it is important to also consider health 

outcomes, access barriers, and the broader issue of healthcare equity. 

6.1 There is a disparity in health outcomes for rural and regional 

Australians 

Regional Australians continue to experience inequitable health outcomes, with those living outside of Major 

Cities experiencing higher rates of hospitalisations, chronic disease, and premature and preventable death.24 

Figure 7 illustrates the risk of premature death increasing systematically with distance from metropolitan 

centres, with men and women in Very Remote areas experiencing premature death at 2.0 and 2.6 times their 

metropolitan counterparts, respectively. This translates to over 200 additional premature deaths per 100,000 

people for men and women.16  

Figure 7 | Rate of age-standardised premature death compared to Major Cities 

 

These increased rates of premature death occur in the context of more limited healthcare access and 

associated delayed disease management and higher chronic disease prevalence in areas outside Major 

Cities.2,6 Factors driving these access limitations are discussed further in Section 6.2. 

In the 2022 National Health Survey, people in regional and remote areas reported higher rates of conditions 

such as arthritis, mental and behavioural conditions, and chronic obstructive pulmonary disease (COPD) than 

those in Major Cities.14 Despite this, they had lower usage of chronic disease management services, likely due 

to limited service availability.15 In Outer Regional and Remote areas, 28% of the population lives with two or 

more chronic conditions compared to 19.9% of those in Major Cities.14  

This increased rate of chronic disease occurs alongside an increase in rates of death from disease. Some 

diseases, illustrated in Figure 8, show significant disparities, with diabetes deaths occurring at 3.6 times and 

COPD and suicide deaths occurring in Very Remote Australia at more than 2 times the rate in Major Cities.16 
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Figure 8 | Rates of age-standardised death from specific diseases compared to Major Cities, 2019-2023 

 

Rates of potentially avoidable death (PAD) – deaths which could have been prevented through timely and 

appropriate healthcare – are comparatively higher in rural and remote areas than rates of absolute disease 

deaths.16 This indicates that rural and remote Australians are experiencing both greater prevalence of disease 

and are dying at a higher rate from conditions which could be effectively managed with healthcare access. For 

example, while diabetes deaths in Very Remote areas occur at 3.6 times the metropolitan rate, PADs reach 6.7 

times the metropolitan rate. This pattern is present across multiple conditions, with rate of PAD from coronary 

heart disease (3.6 times) and COPD (3.3 times) also exceeding the absolute rate ratio (1.9 times and 2.3 times, 

respectively).16  

Figure 9 illustrates that women in Very Remote areas particularly experience higher rates of PAD when 

compared to both women in metropolitan regions and their male counterparts, with PAD from diabetes 

occurring at 12 times the metropolitan rate, compared to 4 times for Very Remote men.16 This suggests that 

gender plays a role in rural and remote healthcare challenges. 
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Figure 9 | Rates of age-standardised PADs compared to Major Cities for select conditions by gender 

 

6.2 Expenditure is not a complete measure of equity in the face of 

a triple healthcare disadvantage 

Equivalent health spending does not necessarily translate into equal health outcomes due to a combination of 

factors that can be described as a triple healthcare disadvantage: 

1. Higher costs of access and delivery in regional areas inflate healthcare costs. 

2. Poor service availability and barriers to access affect the ability to use services and private health 

insurance. 

3. Poorer social determinants of health and higher disease prevalence mean greater need. 

Figure 10 | The remote triple healthcare disadvantage 
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6.2.1 Regional areas experience inflated healthcare costs 

Rural and remote areas face interrelated challenges which increase healthcare costs. Geographic isolation and 

smaller populations reduce economies of scale, increasing freight costs, limiting purchasing power, and 

reducing market competition.17 Workforce shortages create a cycle in which difficulties in attraction and 

retention necessitate high workforce compensation and a reliance on expensive alternative models, such as 

locums4, who may cost more than $2,000 a day.3 This reliance on temporary staff, which can reportedly 

consume up to 75% of some regional health service budget, undermines permanent workforce development 

by making salaried positions less competitive, perpetuating shortages.3  

These factors result in high operational costs being transferred to communities with little capacity to absorb 

them.3 While many government funding sources feature regional loadings to offset some of these additional 

costs, they rarely make up the full difference, forcing providers to balance accessibility and viability (see 

Section 3.2).2,3 This is evident in MMM 7 areas, where the highest bulk billing rates occur alongside the highest 

average out-of-pocket costs for GP appointments.18 When local services become unaffordable or inaccessible, 

patients may face further costs from travel, accommodation, and lost income. Small populations find it difficult 

to absorb these inflated costs to achieve sustainability. 

6.2.2 Limitations in service availability and barriers to access affect the ability 

to use services 

Rural and remote Australians face significant barriers to accessing quality healthcare across a number of 

dimensions, including service availability, geographic isolation, financial constraints, and cultural 

considerations.2,3 Service availability challenges stem largely from workforce shortages driven by factors such 

as attraction difficulties, fragmented funding models unsuited to thin markets3, and training pipelines which 

inadequately target the regions of greatest shortage.4 These workforce constraints, combined with low 

population viability for specialist services, result in extended waiting times.3,19  

Geographic barriers compound these service limitations, as residents 

frequently travel long distances to access care, facing higher costs and 

lost productivity, with limited local follow-up options.3,19 While 

outreach, telehealth, and visiting programs exist, uncoordinated 

regional planning often creates service duplication in some areas and 

gaps in others.4 Cultural factors further complicate access, including the 

need for culturally safe care for Aboriginal and Torres Strait Islander 

Australians.3,4 Varying comfort among different demographic groups, 

such as older people, with care delivery methods like telehealth present challenges, particularly where 

approaches are increasingly being relied upon to deliver care in rural and remote Australia.20 Underlying these 

factors is the challenge of limited and ageing infrastructure, particularly in the community health sector, which 

local stakeholders report impedes health service delivery and makes it difficult for rural and remote care to 

keep pace with metropolitan standards. 

6.2.3 Poorer social determinants of health and higher disease prevalence 

mean greater need 

Rural and remote areas face greater socio-economic disadvantage, a contributor to poorer health 

outcomes.21,22 The Index of Relative Socio-Economic Disadvantage (IRSD), one of four Socio-Economic Indexes 

for Areas (SEIFAs), incorporates measures of disadvantage related to income, education, occupation, and 

household characteristics from the Census. Figure 11 shows that the IRSD declines across MMMs, inversely 

proportional with a decline in health outcomes, measured by standardised death rate. This trend is particularly 

stark in MMM 6 and 7. 

“Technological advancements in 

some health fields, such as dental 

care, have increased equipment 

costs. For regional areas with limited 

markets, the expense of regular 

updates is unsustainable.” 

Government representative, rural health  
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Figure 11 | Relative Socio-Economic Disadvantage and health outcomes across MMM areas23 

 

Increasing levels of education are associated with higher income and better overall wellbeing. In 2023, around 

59-62% of people in rural and remote regions had completed Year 12, compared to 78% in Major Cities.24 

Health risk factors, including higher rates of smoking and alcohol consumption, are more common in rural 

and remote areas, further contributing to poorer health outcomes. 2022-23 data shows that, daily smoking 

rates increased with remoteness, rising from 7% in Major Cities to 20.4% in Remote and Very Remote 

locations.24 Risky behaviours such as excessive alcohol use are also more prevalent in Inner and Outer 

Regional communities, heightening the risk of disease and injury.25,26 

6.3 Inequitable health spending contributes to broader 

productivity impacts 

Ensuring equitable access to healthcare is not only a matter of fairness but crucial for maintaining the 

productivity and prosperity of regional Australia. Rural areas are fundamental to the country’s economy, 

contributing 33.6% of national GDP in 2021 according to the Regional Australia Institute analysis, indicating a 

slight decrease from 35% in 2011.27 These regions underpin many of Australia’s primary industries, such as 

agriculture, forestry, fishing, mining, and tourism.  

Inequities in healthcare availability and outcomes in rural and remote regions can lead to numerous 

challenges for future productivity growth and can worsen economic disparities in these regions. 

Limited access to prevention programs and early diagnosis multiplies future costs 

Inadequate access to health services can lead to higher health costs in the long-term as people living in rural 

and remote areas are unable to access preventative health services such as vaccinations, screenings and health 

educations programs (refer to Section 6.4.1). Limited access to prevention and early detection programs can 

lead to higher incidences of preventable diseases and later diagnoses of other conditions, contributing to the 

higher rates of chronic disease and premature and preventable deaths in rural and remote areas (refer to 

Section 6.1). The higher rates of preventable disease in rural areas can lead to higher long-term healthcare 

costs due to the need for more intensive treatments and interventions. Government estimates show that every 

dollar invested in preventative health saves $14.30 in healthcare and other costs.28  
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Poorer health negatively impacts economic output 

Poorer health outcomes in rural and remote areas due to a lack of access to adequate healthcare can have a 

negative impact on workforce participation and productivity as incidences of disease burden and disability 

increase. People living with chronic disease tend to have lower workforce participation rates than those living 

without chronic disease, with estimates that they are 60% more likely to not participate in the labour force and 

are more likely to be employed part-time or unemployed.29  

Reduced workforce productivity and participation in rural and remote areas presents a barrier to economic 

growth and development as it exacerbates workforce shortages whilst increasing demand for health services.4 

Healthcare gaps can have a compounding effect on rural communities 

Inadequate health spending in rural and remote areas can create a negative feedback loop where people are 

deterred from residing in these regions due to poorer access to healthcare, which in turn makes the viability of 

operating health services more difficult. Over time this can contribute to population reduction and makes it 

increasingly expensive for businesses to operate due to workforce shortages and a scarcity of customers. 

Reduced business investment in remote and rural areas can reduce economic growth and diversification, 

leading to less employment opportunities and further deterring people from living in these areas.30   

6.4 Health workforce maldistribution drives access challenges 

Access to health workforce contributes to disparities in health of rural and remote people, resulting in long 

travel distances for care, and particular challenges accessing allied health and specialist care. Supply shortages 

also put pressure on the existing workforce, with greater reliance on health professionals to work to a broader 

scope of practice, often with limited supervision and support, and to work longer hours. 

6.4.1 Access barriers to GPs are greatest in MMM 5-7 areas 

Recent modelling by the Australian Government31 underscores significant disparities in the supply of general 

practitioners (GPs) in MMM 5-7 areas. The data points to an uneven distribution of GPs, with remote regions 

experiencing the highest levels of unmet demand and persistent difficulties in retaining healthcare 

professionals. This is particularly the case in smaller towns, with populations under 5,000. This gap in GP 

availability across rural and remote areas is projected to widen over the next two decades31, making it even 

harder to meet local healthcare needs.31 
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Figure 12 | Per capita General Practice Workforce providing Primary Care services in Australia relative to 

age standardised per capita Medicare expenditure 32 

 

This graph includes workforce statistics on the number of FTE General Practice professionals providing Primary Care services in 

Australia. This differs from those included in NHWDS due to varying and broader definitions of General Practice. 

 

Within Australia’s healthcare system, GPs serve as a gateway to many healthcare services and funding. 

Consequently, low access to GPs has a knock-on effect, limiting access to specialist medical services and to a 

lesser extent, allied health. The 2023 Report highlighted evidence that when primary care is lacking, patients 

are more likely to turn to emergency departments for care.33 Figure 12 above highlights the correlations 

between the primary care GP workforce and age-standardised per capita Medicare expenditure.34 This 

shortage in primary care in MMM 5, 6 and 7 is consistent with delayed access to care and heavier reliance on 

hospital-based services, contributing to poorer health outcomes for rural and remote communities. 

In the 2023-24 financial year, Australia's national bulk billing rate for GP non-referred attendances declined 

from 83.4% to 76.5%, reflecting a continued downward trend since its recent peak during the COVID-19 

pandemic. This decline was consistent across all MMM regions, with rural and remote areas (MMM 5-7) 

experiencing notably lower bulk billing rates. In response, the government tripled the value of GP bulk billing 

incentive items. While resulting in an increase in total expenditure, these measures do not directly address 

physical access or workforce shortages.   

6.4.2 Allied health care continues to be unevenly distributed 

Workforce data shows lower levels of all registered allied health professions outside metropolitan areas, with 

the exception of Aboriginal and Torres Strait Islander health practitioners. As discussed in section 5.3 on 

private health insurance allied health expenditure, the most pronounced workforce gaps are in MMM 2, 5 and 

7. Figure 13 illustrates lower levels in almost every registered allied health profession in MMM 5. 

While the overall national allied health workforce has grown in recent years, contributed to by the NDIS, this 

growth is not evenly spread. Professions such as physiotherapy, podiatry, pharmacy, and optometry have seen 

considerably less growth in rural and remote areas compared to cities.35  

On current trends, by 2049-50, the NDIS care and support sector, predominantly made up of disability support 

workers and allied health professionals (like physiotherapists and occupational therapists), is expected to 

double in size, with nearly 1 in 20 Australian jobs in this field.36 Although the NDIS has supported expansion of 
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the workforce, NRHA members report that higher-paid NDIS roles, that are concentrated in MMM 1-4, can 

leave other areas undersupplied. DoHDA Allied Health Practitioner Dashboards show that from 2017-2023 the 

number of employed physiotherapists grew by 40.6% in metropolitan areas compared with 30.9% in rural and 

remote areas.37 Based on these trends, it looks like the current settings will not be able to prevent continuing 

workforce imbalances as the sector expands. 

Figure 13 | Allied health workforce numbers per 100,000 people across MMM areas 

 

6.4.3 Access to non-GP specialist care falls after MMM 3, with more remote 

regions having to travel for care 

The break down of registered medical practitioner roles in Figure 14 shows proportionally lower levels of 

specialist medical practitioners after MMM 3. This is consistent with the availability of private hospitals. 

Figure 14 | Distribution of medical professionals by type, 2023 
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It should be noted that these AIHW figures for GPs differ from those included above. AIHW caveats discrepancies in 

MMM 6 to 7 GP workforce statistics in this dataset with the following: “Although the FTE rate for GPs increases with 

increasing remoteness, care should be taken in interpreting the data, as work arrangements in these areas have the 

potential to be more complicated (NRHA 2019). For example, there may be poor differentiation between general 

practice for on-call hours, activity for procedures and hospital work for GPs working in rural and remote areas, 

which affects the accuracy of statistics on GP supply and distribution (Walters et al. 2017)”.24  

The slightly higher GP numbers in MMM6 may be contributed to by government incentives and the availability of 

support programs.3824 

 

We heard from stakeholders that maternity (obstetrics) and psychiatry services are particularly under pressure 

and hard to sustain in regional areas. 

Concerns about the viability of obstetrics and maternity services 

across the public and private sectors, due to workforce challenges are 

exacerbated in regional areas and local stakeholders report that it is 

getting harder to recruit and maintain maternity service provision in 

regional areas. In the private sector, the 2024 Private Hospital Sector 

Financial Health Check found that out-of-pocket charges for 

pregnancy management increased by almost 8% from 2018-19 and 

2022-2339, at the same time profit margins for maternity services for 

private hospitals are lower than 10 years ago. 

While Medicare-subsidised psychiatric services increased by 18.9% 

from 2018-19 to 2021-22, private hospital services declined by 15% 

and out-of-pocket gaps for telehealth and room-based psychiatric 

services increased from 2018-19 to 2021-22.40 

6.4.4 Regional and remote areas rely on nursing, aged care and a broader 

scope of practice 

Examining broader health-related workforce categories across data from regulated and unregulated 

professions reveals a greater reliance on nursing and aged care workers with remoteness as medical health 

practitioner numbers decline (Figure 15).  

This gap is particularly pronounced in MMMs 4 and 5, where the ratio of nurse-related professionals to 

medical-related professionals is 7.6 and 9, respectively. In contrast, MMM 1 areas have a ratio of 3.2 nursing-

related professionals to medical-related professionals. 

“We see a continual wind-down of 

maternity services. One or two every 

year close or go on extended bypass 

– it’s a downward trend.” 

Rural health workforce peak body 

executive 

“The two areas that are most difficult 

are psychiatry and Midwives and GP 

obstetricians – very light on – if you 

can’t find them, locum, you have 

expensive obstetricians filling gaps.”  

Health workforce executive, WA 
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Figure 15 | Nursing, aged care and medical-related workforce (FTE) across MMM areas, 2024 

 

The 2024 workforce survey by the Australian Primary Health Care Nurses 

Association (APNA)41 found that nurses in MMM 7 were 17% more likely to 

regularly or very regularly work to the full extent of their qualifications, 

skills and capabilities (scope of practice) and 10% more likely to strongly 

agree to “often undertake tasks that somebody less skilled or qualified 

could do”. This suggests that they are being stretch across a very broad range of activities, consistent with the 

relative undersupply of other workforce in these areas. 

Pharmacists are increasingly involved in patient care decisions and collaborative models, as states and 

territories start to extend pharmacists scope of practice.42 This has seen to be effective, however, requires 

collaboration, funding and structural support to work well and overcome professional tensions between 

pharmacists and doctors. The pharmacy research journal 2024 published that clinical pharmacy roles in rural 

areas need double the educator support, but training and placements are lacking. 

6.5 A lack of structural support and supervision is impacting 

retention and service quality 

Stakeholders argue that the rural and remote workforce feels stretched, burnt out, and 

under-supported 

Retention of health staff is low in rural areas. This is particularly pronounced 

in remote areas, where GPs are retiring or intend to retire within the next 

five years at a higher rate than metropolitan and other regional areas.43 

Rural GPs report high workloads and considerable rates of burnout relative 

to GPs in metropolitan areas.44 The burnout experienced by health workers is 

felt across the workforce, not just by individual practitioners, as the industry 

grapples with structural problems that exacerbate worker fatigue, including 

poor infrastructure and housing access in many rural and remote areas.3, 4  

International graduates play a critical role in filling workforce gaps in healthcare, particularly in rural and 

remote areas. However, international graduates are regularly under-supported and often required to take on 

the hardest roles with limited or poor supervision.45 International students are disproportionately assigned to 

“It’s not just single practitioners 

– it’s teams, the whole of the 

sector, because they're dealing 

with less funding, less 

support…even infrastructure 

and accommodation.” 

Health workforce analyst, ACT 

“It’s not only about getting the 

workforce there, but also the 

care to support them there.” 

Health industry director, VIC 
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roles with onerous requirements such as aged care or nursing home roles and remote placements and often 

lack the workplace support or supervision they need to succeed.45 

Supervision is the choke point for workforce expansion 

Supervision capacity is a barrier to recruiting healthcare workers as all new 

recruits require a supervisor. This creates bottlenecks where there are not 

enough supervisors to properly onboard and train healthcare workers, 

meaning that health services cannot recruit the workers they need. Rural and 

remote areas face challenges that limit supervisor capacity, including 

workforce shortages, smaller practices, and a reliance on locums, junior doctors and registrars.46 Supervisors 

are often placed under additional strain due to high rates of turnover of junior staff and locums, leading to 

burnout. Virtual supervision can help to address the shortage of supervisors, but this has limits, particularly in 

high-risk or small-team settings. In smaller hospitals, virtual emergency doctor arrangements cannot replace 

on-the-ground capability and confidence-building for nurses. 

Recruiting and training community members from rural and remote areas to fill workforce gaps has been 

shown to be successful in keeping staff in the region, however this requires funding to deliver the necessary 

supervisors, placements, and local infrastructure. Recent government programs like the Rural Multidisciplinary 

Training Program (RHMT) are showing promise in recruiting and retaining rural healthcare workers by allowing 

medical, nursing, dental and allied health students to train in rural and remote communities via a network of 

training facilities.47 

6.6 Telehealth and virtual care offer potential but require 

coordinated implementation 

Telehealth and virtual care offer cost-effective interventions for addressing shortfalls in rural and remote 

healthcare, but stakeholders emphasised that it should complement, not replace, on-the-ground services. 

Some forms of healthcare obviously are not possible to be delivered virtually, and stakeholders emphasised 

that face to face interactions with health professionals facilitate greater trust and confidence in patients, which 

can then be carried over to virtual care. 

Despite the potential for virtual health to mitigate the impact of shortages of on-the-ground services, bulk 

billing of telehealth services has been declining since the Covid-era peaks in 2022 (refer to Figure 16). The 

decline has been smaller in states with larger regional populations, primarily WA, QLD and NT, suggesting a 

continued reliance on telehealth services in these areas. 

“If you have supervision capacity, 

you can recruit.  

If you don’t, it’s very tough.” 

Rural health workforce executive 
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Figure 16 | MBS telehealth bulk billing rates across states and territories, 2020-25 

 

Innovative methods have used telehealth to support health services to target service delivery where it is most 

needed. Programs undertaken by the RFDS (refer to the case study below) demonstrate that with coordinated 

effort and implementation, telehealth and virtual care can support more targeted and effective care in rural 

and especially remote areas.  

 

Other virtual models of healthcare delivery have also been gaining 

traction in rural and remote areas. Services such as inpatient virtual care 

and virtual outpatient follow-ups and supervision are gaining traction 

across Australia as they help avoid long distance travel for patients 

whilst ensuring they receive the necessary medical attention. These 

models offer a cost-effective approach to meeting the unique needs of 

patients in rural and remote areas, however they still require skilled 

professionals capable of providing hands-on care when needed. 

 

“Telehealth is really cost effective, 

but we wouldn't want to see that 

being used as the solution to more 

expensive services.” 

Rural healthcare executive  
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6.7 The access to privately insured care is significantly lower in 

regional and remote areas 

Access to private hospitals and private allied health care diminishes with remoteness. Effectively, this means 

that the value of private health insurance also diminishes with remoteness.  

Figure 17 highlights a significant gap between the percentage of Australians in Outer Regional to Very 

Remote areas that have and utilise private health insurance. Consecutive AIHW publications on hospital 

admissions data since 2015 show that the proportion of separations funded by private health insurance 

decreases with remoteness – most drastically within private hospitals. In 2023-24 private health insurance 

funds covered over $11.1bn in private hospital cover, over 50% of all private hospital expenditure48 – a 

significant contributor to the expenditure gap between urban and other areas.  

Rising costs and inflation have made it increasingly difficult for private hospitals to remain financially 

sustainable. The DoHDA Care’s Financial Health Check in 202449 found that expenditures increased at a CAGR 

of 4.1%, while revenues increased at 2.9% from 2018-19 to 2021-22. Members of the NHRA have noted that 

these financial pressures are threatening the survival of private hospitals and health services in MMM 3 

regions. These trends suggest that the access challenges are not likely to be reduced in the short to medium 

term. 

Figure 17 | Private health insurance memberships (2024) compared to hospital separations (2020) 
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7 Potential solutions for consideration 

In preparing this report, we engaged with a broad range of stakeholders to hear their perspectives on the 

current situation and potential alternative approaches that could improve access to health services in rural and 

remote areas. Consistently, stakeholders felt that current approaches to healthcare delivery and financing are 

built on metropolitan-focused models that largely worked on the implicit acceptance that metropolitan areas 

would be best resourced and have greatest levels of access. In this context, efforts to address access, 

workforce and funding shortfalls in rural and remote areas were seen as tinkering at the edges of models that 

in a lot of aspects were fundamentally not fit for purpose.  

The increased gap in expenditure calculated in this report when compared to the previous report lends 

credence to this argument. Governments at Federal, state and territory level acknowledge and have put in 

place measures to address the disparities in health care expenditure and access between urban, rural and 

remote areas. Stakeholders acknowledge that there have been positive impacts as a result of these measures. 

However, the analysis in this report indicates that despite these measures the disparities are becoming 

greater, not lessening. 

To address the gap in funding for rural and remote areas, stakeholders argue that there needs to be a 

different approach. It was telling how consistent the suggested approaches were across stakeholders, with 

most suggesting similar solutions. In summary the suggested approaches involved: 

• Defining levels of reasonable access to care and regional planning approaches to determine how these 

levels can be met at a regional level. 

• Coordinated and flexible funding to support services across defined regions. 

• Implementing localised multidisciplinary models of service delivery across sectors. 

Further detail about the suggested solutions and case study examples of where they have been adopted are 

outlined below. 

7.1 Defining reasonable access to care 

As discussed above, while the Australian system is built on the concept of universal healthcare, the extent to 

which this is achieved is uneven across regions due to workforce shortages, geographic disparities, and 

differences in service availability. Availability is shaped by both government policy, service planning and 

market forces, especially in programs like MBS, NDIS, aged care and private hospitals and allied health. 

Currently, there is no formal definition of what constitutes a "reasonable level of care" or a national standard 

for service availability.  

The disaggregated policy and program responsibility across levels of government and public and private 

sectors and the absence of a clear definition of what reasonable access to care is in different regions, is seen 

by stakeholders as contributing to the widening gap in expenditure between urban, rural and remote areas. 

While it is acknowledged that public sector services can be more directly planned and distributed by 

governments, and there are regional planning processes in place for other services, such as aged care, the 

current arrangements are leading to a relative concentration of services in metropolitan areas. Workforce 

distribution is seen to be further exacerbating the differences. 

The predominant solution proposed by stakeholders is to define what reasonable access looks like across 

different geographies and degrees of remoteness. Stakeholders recognise that there are practical limitations 

to the degree to which services can be distributed evenly across all regions and that any approach to defining 

the level of care would need to take those limitations into account. They believe that this can be 

accommodated and addressed as part of the development of these definitions. 
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Defining a minimal level of care will be dependent on the population and size of different regions and service 

type. Clearly, tertiary hospital services would be expected to be concentrated in large centres with the critical 

mass and economies of scale to support the scale of service delivery and the workforce required to staff them. 

However, for other services, particularly primary care, critical mass and economy of scale considerations are 

much less significant.  

Stakeholders also recognise that while coordinated approaches to addressing workforce considerations can 

over time address some of the shortfalls in workforce availability, it is not feasible to expect permanent, on-

the-ground, workforce to be available to meet all service needs in the short term. Accordingly, different 

modes of delivery will be needed, combining on-the-ground workforce with fly-in, fly-out services, and virtual 

models of service delivery.  

Additionally, stakeholders emphasised that defining service levels needed to be multi-sectorial and 

multidisciplinary. The current approach that looks narrowly at service levels from the perspective of different 

service types, professions or programs was seen to be contributing to the current challenges because these 

approaches do not adequately recognise the way that shortfalls in one service area can increase pressure in 

other areas.  

7.2 Operationalising through regional planning and governance 

To operationalise the concept of minimum service levels, stakeholders argued that integrated planning for 

defined catchment areas was needed. Service need and delivery varies considerably between regions, and it is 

necessary to plan services across programs and sectors to define what is needed for different regions and 

communities.  

Collaboration is required to optimise local resources and address varying community needs. This requires 

defined regional governance of catchment areas to coordinate services at the regional level and to adapt to 

different needs. This approach would build on regional structures that are already in place through local 

hospital networks (or equivalent), PHNs and other similar structures.  

A core component of these arrangements would be the ability for the available workforce to work flexibly in 

multidisciplinary teams across different service types and settings. This would build on existing models that 

enable employees to work across services delivered by different providers. This approach could be used to 

enhance the ability of service providers collectively to provide professional support and development to the 

workforce, and to support and supervise extended scope of practice. Additionally, a joint regional approach to 

provide coordinated training across providers would be able to increase the capacity to train and develop 

workforce locally. 

Explicitly defining the most feasible service delivery approaches 

As noted above, the healthcare needs of rural and remote areas vary significantly across communities and 

regions and cannot be adequately met with a one-size-fits-all approach to delivering care. Similarly, it is 

essential that the cultural needs of First Nations and other people are addressed. To ensure communities’ 

healthcare needs are met, the type of service needed for each region must be clearly defined to identify what 

models of service delivery are feasible in different regions or communities.  

As discussed previously in the report, the preferred model of on-the-ground service delivery will not be 

possible for all services in all locations. For many services, particularly highly specialised inpatient services, 

people in rural and remote areas will continue to need to travel, but this should ideally be kept to a minimum. 

Different models of service delivery, particularly hybrid models that involve on-the-ground services working 

with fly-in, fly-out services and virtual care services will be the most feasible approach in some regions. 

Stakeholders acknowledge this, but the point that was emphasised in discussions is that there should be an 

explicit, planned and coordinated approach to determining what works best for each region in preference to 

the current fragmented approach.  
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The models of care developed for each region must be cost efficient and practical to ensure it can operate 

sustainably. When determining the appropriate models, it needs to be clear what services can feasibly be 

delivered in the region. This process will require a level of cost-benefit analysis to determine what type of 

model is appropriate and can feasibly be delivered. 

7.3 New funding models are needed to support regions with thin 

markets and limited infrastructure 

Funding structures for healthcare are fragmented across different levels of government and private sources 

and stakeholders argue that this can often create barriers for local, sustainable models. The mixed funding 

model of federal, state and private funding for service delivery, it is argued, creates inefficiencies, duplication, 

and silos between services. These barriers lead to poorer health service outcomes, including: 

• In rural and remote areas where service availability is limited, the siloed nature of health services can lead 

to competition between services for staff, funding and other resources.  This can compromise service 

delivery as services compete against each other rather than collaborate to meet the needs of the 

community.  

• The mixed funding model across federal and state governments and private actors diffuses responsibility 

for healthcare funding and leads to underinvestment and service gaps across regions. Where these gaps 

exist, other funders, such as local councils are frequently stepping in to fill funding and infrastructure gaps 

well beyond their remit.  

Existing funding mechanisms to address workforce challenges in rural and remote areas are also leading to 

unintended consequences. High rates for short-term locums drive up rates for permanent positions and 

disincentivise permanent roles. Existing bulk billing incentives and mixed billing are not enough to cover the 

gaps in costs, making the reliance on short-term locums unsustainable in the long-term. The case study below 

illustrates the challenges. 

 

For regional planning to be effective, stakeholders argue that it needs to be supported by new funding 

models. Several stakeholders engaged with have had experience with different approaches for funding 

integrated regional approaches to service delivery and the significant challenges involved. A key challenge is 

ensuring that new funding models do not embed current inequitable funding distributions. 

Determining appropriate regional funding levels requires detailed modelling, risk adjustment and analysis, 

including assessment of levels of health need and assessment of service delivery cost differentials between 

regions. Such analysis would inform the development of alternative models, such as regionally adjusted 

blended payment models. 
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7.4 Localised, multidisciplinary, collaborative models are seeing 

results 

There have been several examples across Australia of successful models of care being delivered in rural and 

remote areas – the challenge lies in delivering and funding these solutions at scale. Some of these examples 

have been highlighted below.  

The key similarities between successful models of care are: 

• Local ownership and leadership 

• Investment in infrastructure and wrap around supports 

• A focus on integrated and multidisciplinary teams 

• A focus on securing a local workforce pipeline 

• Flexible funding and service design. 

Case study of successful community collaboration 

 

Case study of organised multi-disciplinary model50 

 

These examples illustrate approaches that have been effective on a smaller scale. The challenge now is to find 

mechanisms to expand similar approaches to address the overall expenditure, service delivery, and workforce 

challenges outlined in this report. 

ACCHO’s are an example of how these models can be more broadly applied. 

Aboriginal Community Controlled Health Organisations exemplify how flexible, multidisciplinary models can 

be developed and governed effectively to meet local health needs. These organisations are deeply embedded 

in the communities they serve, with governance structures that ensure accountability and responsiveness 
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through elected boards composed of Aboriginal and Torres Strait Islander members.51 Stakeholders cited 

ACCHO’s as effective in coordinating care across sectors, supporting local workforce pipelines, and adapting 

service delivery to thin markets and dispersed populations. The case study below from Wentworth, NSW 

(MMM 5), illustrates this model in action.52  

Empowering regional governance will take trust and considered risk management efforts. ACCHOs 

demonstrate how community-led, multidisciplinary models can be scaled with integrity and effectiveness. 
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Appendix A  

A.1 Data assumptions and limitations 

While our approach aims to give the most accurate possible picture of healthcare expenditure, it cannot 

quantify the entire range of costs due to the constraints on available data. We have not included expenditure 

on PBS under co-payments, out-of-pocket and private (non-PBS) pharmaceuticals, compensable funding 

(workers compensation and patient-assisted travel schemes), out-of-pocket transport costs and expenditure 

on patient-assisted travel schemes. 

Expenditure figures calculated in this document were derived from data sources with some assumptions and 

limitations applied. A summary of these assumptions and limitations to the data is presented in Table 27 

below. 

Table 27 | Summary of expenditure data assumptions and limitations 

Domain Inputs Methodology Assumptions and limitations 

Population 

modelling 

Census population (2021) 

DoHDA MMM Mapping. 

Mapping to MMM is derived 

using DoHDA mapping of SA2 

to MMM.  

 

 

Public       

hospitals 

Annual reports - Total 

expenditure, Local Health 

Network/District Annual 

Reports, 2023-24 

National Health Reform 

(NHR) - ‘ABF’ and ‘Small 

rural hospital’ funding for 

each LHN/D, 2023-24. 

AIHW - Public hospitals 

included in National 

Public Hospital 

Establishments Database 

(NPHED) hospitals 

databases, 2022-23. 

AIWH - Hospital Patient 

Admissions, 2025  

AIHW - Separations by 

age group and sex, public 

hospitals, 2020-21. 

Service-use / hospital 

LHN expenditure is 

apportioned according to the 

proportion of NHR funding 

towards activity-based versus 

block funding. 

LHN-level ABF and small rural 

hospital funding is allocated to 

hospital locations (SA2), 

weighted based on hospital 

admissions.  

Indirect age standardisation 

Apportioned total expenditure 

on public hospitals based on 

per-age hospital separations. 

Methodology is based on the Statistical 

Area (SA2) of the hospital premise and is 

therefore biased towards where hospital 

and medical centre is located, rather 

than patient residence.  

Funding was allocated to hospitals based 

on admissions as a proxy for emergency 

department and non-admitted care. 

Private      

hospitals 

AIHW - Total private 

hospital expenditure. 

2022-23, inflation 

adjusted. 

DoHDA - Private hospital 

locations Commonwealth 

Digital Atlas of Australia 

(2025). 

APRA - Total insured 

persons treated in 

Geographic methodology 

Apportioned total expenditure 

on private hospitals based on 

the location of private 

hospitals. 

 

Indirect age standardisation 

Apportioned total expenditure 

on private hospitals based on 

the total population of people 

Expenditure data is from 2022-23, 

inflation of 3.8% applied. 

Expenditure was apportioned according 

to private hospital location; no other 

factors were included. This approach 

likely underestimates expenditure in 

larger metropolitan private hospitals. 

Individual private hospital expenditure, 

workforce and service use data cannot 

be disclosed due to commercial 

confidentiality. Alternative methods were 
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hospital by age category, 

2023-24. 

insured for hospital treatment 

by state/territory age group. 

explored, and using hospital location has 

proven to provide a more accurate 

representation of actual expenditure 

compared to relying on private hospital 

separations by regional area. 

Private allied 

health 

expenditure 

(insurance   

cover and        

fees) 

APRA - Private allied 

health insurance benefits 

and total fees by 

state/territory, 2023-24. 

DoHDA - Allied Health 

Workforce distribution, 

NHWDS, 2023. 

APRA - Total insured 

persons - General 

Treatment (Ancillary) by 

Age Category 

Workforce methodology 

Apportioned total expenditure 

on ancillary health cover by the 

registered allied health 

workforce distribution by 

state/territory MMM. 

 

Indirect age standardisation 

Apportioned total expenditure 

on private hospitals based on 

the total population of people 

insured for general treatment 

(ancillary) by state/territory age 

group. 

General treatment cover excludes 

Hospital-Substitute, CDMP and Hospital-

linked Ambulance Treatment. 

General treatment cover includes private 

dentistry cover, accounted for in total 

expenditure estimates. 

NHWDS includes the following regulated 

allied health professionals: ATSI Health 

Practitioners, Chiropractors, Chinese 

Medicine Practitioners, Dental 

Practitioners, Medical Radiation 

Practitioners, Occupational Therapists, 

Optometrists, Osteopaths, Pharmacists, 

Physiotherapists, Podiatrists, 

Psychologists. 

The analysis includes FTE figures for both 

private and public allied health 

professionals. However, this approach 

underestimates the disparity in 

expenditure, as a higher proportion of 

allied health workers are employed 

within the public system in smaller more 

remote communities. 

MBS 

Services Australia - MBS 

expenditure, 2023 

(requested) 

Services Australia per-age 

MBS expenditure data, 

2020-21. 

Calculated expenditure per 

capita by dividing total MBS 

expenditure per MMM by 

estimated population.  

 

Indirect age standardisation 

Apportioned based on Services 

Australia data on MBS 

expenditure by age group. 

Expenditure data is annual year 2023, 

half year inflation at a rate of 0.4% 

applied, based on combined CPI growth 

for the September and Dec quarters. 

Expenditure is based on residential 

address. 

The figures in the report include only 

those services that are performed by a 

registered provider, for services that 

qualify for Medicare Benefit and for 

which a claim has been processed by 

Services Australia. They do not include 

services provided by hospital doctors to 

public patients in public hospitals or 

services that qualify for a benefit under 

the DVA National Treatment Account. 

PBS 

Services Australia - PBS 

costs, 2023 (requested) 

Services Australia - PBS 

government spending per 

resident for Australia, 

AIHW, 2023-24. 

 

Per capita estimates calculated 

by dividing total PBS 

expenditure per MMM by 

estimated population. 

Per person costs provided by 

Services Australia. 

 

Indirect age standardisation 

Apportioned based on AIHW 

PBS expenditure per age-group 

data.  

Expenditure data is annual year 2023, 

half year inflation at a rate of 0.4% 

applied, based on combined CPI growth 

for the September and Dec quarters. 

Expenditure is based on residential 

address. 

Total expenditure excludes RPBS and 

Under Co-Payments. 

Services for Rejected or Cancelled or 

Doctor's Bag or Those Supplied Using 
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Special PINs under Emergency Cases are 

Excluded. 

Broad age ranges may impact granularity 

of age standardisation adjustment. 

NDIS 

Services Australia - NDIS 

(Q2 2023-24)  

Services Australia - Q4 

2023-24 NDIS Payments - 

Market by Total 

Services Australia - Q3 

2023-24 NDIS Payments - 

Market by Age Group 

Per capita estimates calculated 

by dividing total NDIS 

expenditure per MMM by 

estimated population. 

Indirect age standardisation 

Apportioned based on NDIS 

expenditure by age-group 

data. 

 

Expenditure is based on residential 

address categorised by NDIS Market. 

Total figures underrepresent actual total 

NDIS expenditure by ~$2 billion. This is 

due to gaps in NDIS data and reporting 

on raw expenditure by MMM location. 

Aged care 

AIHW - GEN data: People 

using aged care by region 

AIHW - GEN Aged Care 

Data - Residential aged 

care service list, 2023-24 

AIHW - Aged Care Data 

Snapshot, 2023-24 

Service use methodology 

Expenditure on Residential 

Care, Home Care Packages, 

Transitional Care and Short-

Term Care by MMM included. 

Apportioned total expenditure 

on CHSPs based on proportion 

of clients per MMM area. 

Indirect age standardisation 

Apportioned based on number 

of people receiving aged care 

services 2023-24 (includes: 

Residential care – permanent & 

respite, Home care levels 1-4, 

and CHSP). 

Expenditure is based on service location 

for Residential Care, Home Care 

Packages, Transitional Care, Short-Term 

Care; and based on residential address 

for CHSP. 

Per capita aged care expenditure has 

been age standardised based on the 

population in each age group that is 

eligible for aged care, including: 

• Aboriginal and Torres Strait Islander 

people aged 50-64 

• All people aged 65 and over. 

The per capita expenditure for each age 

group has been estimated based on the 

proportion of all aged care recipients in 

each age group. 

DVA 

DVA - Annual report, 

total expenditure by 

service, 2023-24 

DVA - Pensioners and 

Treatment Card Holders 

by LGA, June 2024 

Service use methodology 

Expenditure on community 

care and support, general 

medical consultation and 

services, counselling and other 

services, pharmaceutical 

benefits, military compensation 

payments included in the base 

model. Expenditure on hospital 

services is included in the DVA 

rural expenditure by type but 

excluded from the base model 

to avoid double-counting. 

Apportioned based on location 

of DVA clients, allocated from 

LGA to MMMs. 

Figures were not age standardised due 

to data constraints. 

Temporal misalignment of data – 

expenditure is from 2023-24 while DVA 

client numbers by LGA are from June 

2024. 

Proxy allocation method of LGA-level 

client data to MMMs. 

 

State and 

territory 

ambulance 

DoHDA - Paramedicine 

practitioner workforce by 

MMM, NHWDS, 2023 

AIHW - Ambulance 

service organisation 

expenditure, 2023 

Workforce methodology 

Apportioned total expenditure 

on ambulance service 

organisations by paramedicine 

practitioner workforce per 

remoteness.  

Figures were not age standardised due 

to data constraints. 

Assumes workforce distributions align 

with service delivery.  
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Dentistry 

Dental practitioner 

DoHDA - Dental 

practitioner workforce by 

MMM (NHWDS – 

DoHDA). 

AIHW - Total dental 

expenditure, 2021-22 

ABS - Proportion of 

people who saw a dentist 

in the last 12 months by 

age group, ABS National 

Health Survey, 2020-21 

Workforce methodology 

Apportioned total expenditure 

on dentistry (from government 

and non-government sources) 

by dental workforce 

distribution per remoteness.  

Indirect age standardisation 

Apportioned total expenditure 

on dentistry based on per-age 

dental visits. 

Expenditure was apportioned according 

to workforce distribution, no other 

factors, such as salary and operating 

costs or outreach and mobile service 

delivery were included. 

Usage of dentistry by age is estimated. 

Dentistry workforce included dentists, 

oral health therapists, dental hygienists, 

dental therapists, and dental prosthetists. 

Expenditure is based on service location. 

ACCHO 

Productivity Commission 

- Report on Government 

Services, 2023 

Service use methodology 

Apportioned total expenditure 

on Aboriginal and Torres Strait 

Islander primary care by 

proportion of service events 

per remoteness. 

Expenditure was apportioned according 

to service use distribution; no other 

factors were included. 

Figures were not age standardised due 

to data constraints. 

PHNs 

PHN expenditure from 

2023-24 Annual Financial 

Reports. 

Geographic methodology 

Apportioned total revenue per 

PHN (derived from financial 

reports) by the proportion of 

the population in each MMM 

within that PHN. 

Revenue figures included government 

grants, interest income and other 

income. We were unable to isolate 

government grants due to data 

constraints. 

Figures were not age standardised due 

to data constraints. 

Expenditure is based on service location. 

RFDS 

RFDS expenditure from 

2023-24 Annual Reports 

(Central Operations, 

South Eastern Section, 

Western Operations, 

Queensland Section, 

Victorian Operations, and 

Tasmania). 

Weighted population 

methodology 

Total expenditure across 

branches allocated to MMMs 

3-7 using a weighted 

population distribution. 

Method may include expenditure 

beyond health service delivery. 

Figures were not age standardised due 

to data constraints. 

Any apparent expenditure trends reflect 

the distribution methodology rather than 

actual operational patterns. 

Australian 

Government 

workforce 

programs 

DoHDA GrantConnect - 

Workforce grant funding 

NHWDS (all registered 

professions). 

Includes grants active during 

2023-24 under the Health 

Workforce PBS program or 

otherwise identified as being 

for workforce programs. 

Funding that was active during 

this period was calculated 

based on grant start and end 

dates.  

Funding was allocated directly 

to MMMs where funding 

distribution locations could be 

identified and allocated using 

relevant workforce distributions 

where it could not.  

The allocations for some 

programs with a greater but 

not exclusive rural and remote 

Assumes uniform disbursement of grant 

funding across years. 

For workforce allocations, where the 

distribution of specific occupations and 

specialists could not be identified the 

closest relevant workforce was used. 

State and territory programs are 

excluded from these figures due to 

unclear and inconsistent reporting of 

funding amounts, durations, and 

insufficient information to allocate 

expenditure across MMMs. 
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emphasis were weighted 

towards those areas.  

Other DoHDA 

expenditure 

DoHDA Budget, 2023-24 

Services Australia - 

Annual Report, 2023-24 

annual 

DoHDA GrantConnect - 

Mental health grants 

(excluding PHN and 

ACCHO) 

 

Budget items were allocated 

based on population 

distribution of target 

population or workforce.  

Medicare Urgent Care Clinics, 

allocated to MMMs based on 

clinic locations,  

WIP streams were allocated 

based on estimated loaded 

payment to qualifying 

workforce(s). 

PIP Quality stream, Capacity 

stream, and Rural Support 

Stream, allocated based on 1. 

Location of PIP IQ Practices, 2. 

Weighted distribution of GPs 3. 

Weighted distribution of GPs 

with rural loading. 

Other Services Australia 

programs were allocated based 

on the distribution of the 

relevant population. 

Grants active during 2023-24 

were identified and the 

proportion of each grant’s total 

funding that was active during 

this period was calculated 

based on grant start and end 

dates. Funding was allocated 

directly to MMMs based on 

target population (e.g. 

Victorian flood affected 

communities) where applicable 

or recipient location(s). 

Budgeted figures may differ from actual 

expenditure. 

DoHDA budget items included were:  

• Assistance for IVF – Assisted 

Reproductive Technology 

Storage 

• COVID-19 Response 

• Enhancing National Strategies 

for Bloodborne Viruses and STIs 

• Establishing the Australian 

Centre for Disease Control 

• National Clinical Quality Registry 

Program 

• National Immunisation Program 

(NIP) 

• National Medical Stockpile 

• Reducing Harm Caused by 

Alcohol and Other Drugs in 

Australia 

• Support for Children and New 

and Expecting Parents 

• Supporting Affordable Health 

Care – Cost Recovery 

Arrangements 

• Therapeutic Goods 

Administration – Public Good 

Activities 

• Vaping Regulation Reform and 

Smoking Cessation Package 

• Implementing Urgent Care 

Clinics 

• National Centre of Excellence in 

Intellectual Disability Health 

• Medical indemnity schemes 

• Health Protection 

• Emergency Response and 

Regulation 

• External Breast Prostheses 

Reimbursement Program 

• Total Program 1.9: Immunisation 

• Total Program 2.2: Hearing 

Services 

• Total Program 2.6: Health 

Benefit Compliance 

• Total Program 2.7: Assistance 

through Aids and Appliances 

• Total Program 3.1: Access and 

Information. 

Total PIP expenditure was divided 

between streams in absence of individual 

expenditure data. 
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For workforce allocations, where the 

distribution of specific occupations and 

specialists could not be identified, the 

closest relevant workforce was used. 

State and 

territory 

infrastructure 

State and territory budget 

papers - expenditure on 

capital works, 2023-24 

NHWDS (all registered 

professions). 

Geographic methodology 

Where possible, expenditure 

was allocated directly to the 

MMM location of planned or 

ongoing works. 

Workforce methodology 

Apportioned each project’s 

expenditure on infrastructure 

by MMM distribution of 

relevant workforce.  

Northern Territory figures could not be 

definitively categorised as either 

remaining project expenditure or 

financial year expenditure due to lack of 

reporting clarity. 

Workforce-based allocation assumes 

expenditure follows staffing patterns, 

which may not reflect actual investment 

location. 

Health 

research 

DoHDA GrantConnect – 

ARC, NHMRC, DoHAC 

(including MRFF) 

NHWDS (all registered 

professions). 

Includes health-related grants 

from ARC, NHMRC, or DoHAC 

(including MRFF). Funding that 

was active during the 2023-24 

financial year was calculated 

based on grant start and end 

dates.  

Target population 

methodology 

Where possible from grant 

descriptions, apportioned each 

project’s expenditure to the 

target location or relevant 

population. 

Workforce methodology 

Apportioned each project’s 

expenditure using MMM 

distribution of relevant 

workforce. 

Recipient methodology 

Where a more appropriate 

method could not be found, 

expenditure was allocated to 

the MMM of the recipient 

institution.  

Many grants target multiple jurisdictions 

or have broad national scope, restricting 

analysis to national-level results. 

Assumes uniform disbursement of grant 

funding across years.  

Workforce-based allocation assumes 

expenditure follows staffing patterns, 

which may not reflect actual investment 

location. 

Cases where institutional location-based 

allocation was used may underestimate 

activity in rural and remote areas where 

work is conducted by urban-based 

institutions. 

State and territory research grants were 

not reported at a level which was 

possible to allocate meaningfully to 

MMMs and so are excluded. 

 

Table 28 | Summary of workforce data assumptions and limitations 

Domain Inputs Methodology Assumptions and limitations 

National 

Health 

Reform 

Workforce 

(Total 2023-

24 FTE of 16 

regulated 

health 

professions 

National health workforce 

dataset from Health 

Workforce Data 

Dashboard – Data Tool 

Workforce distribution 

Includes data from the annual 

registration process, together 

with data from a workforce 

survey that is voluntarily 

completed at the time of 

registration. Data in the 

NHWDS includes demographic 

and employment information 

Survey response rates for registered and 

employed health professionals: 

In 2023 the overall response rate for all 

professions was 95.6%. 

 

GP numbers appear higher than other 

sources in MMM6 and 7. This could be 

due to several reasons. The AIHW caveat 

this data with the following: Although 

the FTE rate for GPs increases with 



 

Nous Group | The Forgotten Health Spend: A Report on the Expenditure Deficit in Rural Australia | 25 August 2025 | 59 | 

Domain Inputs Methodology Assumptions and limitations 

distributed 

per MMM) 

for registered health 

professionals. 

 

Per-capita expenditure 

calculated using census 

population (2021). 

increasing remoteness, care should be 

taken in interpreting the data, as work 

arrangements in these areas have the 

potential to be more complicated (NRHA 

2019). For example, there may be poor 

differentiation between general practice 

for on-call hours, activity for procedures 

and hospital work for GPs working in 

rural and remote areas, which affects the 

accuracy of statistics on GP supply and 

distribution (Walters et al. 2017). 

ANZSCO 

Workforce 

(total 

unregulated 

estimates) 

Nous Data Insights Small 

Area Estimates dataset 

that provides a more 

complete snapshot of the 

structure of Australia’s 

workforce than publicly 

available, specifically: 

• Occupation at unit 

group (ANZCO 4)  

• Region at SA2. 

Updated Quarterly. 

Workforce distribution 

Workforce estimates were 

drawn from SA2-level 

employment data and 

concordance mapped from 

SA2s to MMM regions. The 

most recent available data was 

used. 

SA2-MMM concordance 

Workforce by SA2 was 

apportioned to MMM regions 

using population based 

proportional weights. This 

allows for aggregation to 

MMM at a state level despite 

geographic boundary overlaps.  

Small area workforce estimates are 

modelled using multiple data sources 

and statistical methods. Estimates are 

not direct counts and may differ from 

source data due to adjustments made 

during modelling. They represent the 

best available approximation but are 

subject to uncertainty, particularly at 

finer geographic and occupational levels. 

The concordance mapping assumes that 

the workforce is distributed 

proportionally within each SA2, which 

may not capture true geographic 

patterns where employment clusters 

around particular areas within an SA2. 

Occupations are grouped at the 

ANZSCO unit level occupation groupings 

and include self-reported regulated and 

unregulated professions, some of which 

may not be strictly health workforce 

specific. While most listed groups 

represent direct health service roles, such 

as Medical Administrator, which are 

more managerial than clinical. 

 

A.1.1 Loadings analysis: Loadings, methods and assumptions 

Loading Description Methodology Assumptions and limitations 

Home Care 

Viability 

Supplement 

(Aged Care – 

Home Care 

Daily supplement paid to 

providers on behalf of 

Home Care packages 

recipients located in 

MMMs 4-7. 

Calculated using daily 

loadings rates and the 

number of aged care 

clients by location. 

Calculation assumes that payments were 

provided 365-days of the year, which may 

overestimate funding. 

Expenditure distributed from RA to MMM 

at the national level.  

Australian 

National Aged 

Care 

Classification 

(AN-ACC) 

Subsidy (Aged 

Care – 

Residential Care) 

A daily, per-resident 

subsidy paid to residential 

aged care providers. The 

Base Care Tariff is the 

location-dependent 

component of the AN-ACC, 

and is the only portion 

reported here. 

Calculated using daily 

loadings by MMM and 

the number of aged 

care clients by location. 

Estimated based on a NEP average based 

on 1 July 2023 and 1 December 2023 rates 

to match financial year recipient data.  

Calculation does not account for Aboriginal 

loadings and averaged MMMs 6-7 

loadings, due to lack of granular data. 

Therefore, MMM 6-7 figures likely 

understate true expenditure. 
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Bulk billing 

incentives 

Items doctors can co-claim 

alongside MBS service 

items to receive an 

additional payment when 

bulk billing eligible patients 

for unreferred services. The 

loading to bulk billing 

incentives increases with 

remoteness in recognition 

of higher costs of care in 

regional areas. 

Estimated expenditure 

on bulk-billing related 

GP services from 

modelled funding, then 

applied the loading 

rates by MMM of 

funding amounts. 

Loadings calculated based on total GP-

related bulk billing expenditure in the 

absence of data on bulk billing incentives – 

specific expenditure. Therefore, figures likely 

overestimate true expenditure. 

Activity-based 

funding (ABF) 

ABF funding includes 

adjustments to price 

weights based on both 

patient residential 

remoteness area (i.e. 

patient address)* and 

patient treatment 

remoteness (i.e. hospital 

address). These 

adjustments are cumulative 

and built into the NWAU 

and reflect variations in the 

costs of delivering 

healthcare services. 

Estimated emergency 

and non-emergency 

ABF funding from 

source data and applied 

loading rates by MMM 

of treatment location. 

 

Estimated based on weighted average of 

government emergency/non-emergency 

loadings. 

Funding allocated based on RA to MMM 

mapping assuming RA1=MMM 1, RA2-

3=MMM 2-5, RA4=MMM 6, RA5=MMM 7. 

This has limited impact, as treatment 

location-related loadings only apply to RA4 

and 5, which map well to MMMs. 

*Calculations exclude the patient-residence 

loading due to unavailability of data. This 

could result in additional loadings of up to 

33% for services in some areas.  

NDIS 

The NDIS applies regional 

loadings to price limits, 

which are the maximum 

prices registered providers 

can charge NDIS 

participants for specific 

supports. These loadings 

are based on the location 

of service delivery, with the 

NDIS reclassifying some 

areas for funding purposes. 

Applied loadings to 

modelled NDIS funding 

by MMM. 

For areas reclassified by the NDIS, 

additional loadings were applied using 

population proportions (e.g. 3.3% of MMM 

3 receives a 40% loading). Calculations 

assume equal service utilisation rates across 

all locales within each MMM. This may over- 

or underestimate the effect of loadings, 

depending on service levels in the 

reclassified areas. 

Assumes that providers charge full regional 

loading rates (i.e. make full use of regional 

loadings) and therefore represent an 

estimate of available funding rather than 

true expenditure. 
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