a0
A%

National

Rural Health

Alliance

Pre-Budget Submission 2026-27 -
Defining Optimal Levels of Access to

Primary Health Care in Rural and Remote Australia




Table of Contents

A, INTrOAUCHION ... st ettt e b e e s e e e s e s be e e be e e neeesneeesareesaneean 2
B POLICY CONEEXE ..ottt e e et e s s e e e e sssteeesaataeeesasseeesansaeeesnssaeesnnseneenn 3
. PrOJECt OVEIVIEW .....coooiiiiiiiieiee e ceciitttee e e sttt e e e e s et e e e s s s s aabte e e e e e s sa s beaaeeeessassssaaaeeessansssseaeeeeennns 5
D. Scope of benchmarking aCtiViti@s ............coocviiiiiiiii i 11
E 5 7 T ¢4 o1V T L« USSR 18
F.  About the National Rural Health AllIance ..............cooiiiiiiiiiiii e 21
Appendix 1 — Scoping the geographic accessibility measures for access to primary health care......22
Appendix 2 — Case STUAY (2023-24) ...........ooii ettt e e et e e et te e e e eta e e e ebaa e e saareeaeanns 26

0= (=] =] Lol <L 28



Pre-Budget Submission 2026-27

Defining Optimal Levels of Access to Primary Health Care in Rural and Remote Australia
National Rural Health Alliance, January 2026

A. Introduction

As rural, regional and remote (hereafter rural) areas in Australia continue to experience challenges
with health access and equity, the National Rural Health Alliance (the Alliance) is seeking to define
the minimum/optimal levels of access to primary health care that would be considered reasonable,
as a means to improving health equity for rural and remote communities. There are currently no
national benchmarks in place against which access to primary health care can be measured to inform
a place-based approach to planning in rural Australia.

For Government, defining optimal levels of care allows for efficient and equitable distribution of
funds, with a methodology that can then be applied to specific strategies to meet the needs of
communities, especially where there is no market, market is thin or fails.

As stated by the Royal Flying Doctor Service (RFDS), “Australians living in rural and remote Australia
have the right to expect a level of care that addresses primary health care needs according to their
age, demographic profile and health status. This definition must consider distance to health care, as
well as affordability, cultural safety, availability, frequency and mode of delivery and will vary by
demographic profile and location and could be achieved through further support for the work
already commenced by the National Rural Health Alliance on minimum standards.” (Bishop 2023)

expect reasonable access to primary healthcare services no matter where they live. [RFDS]

(
' Our postcode should not be what determines access to health services... All Australians should
|
\

Indeed, a shift is needed towards geographic justice, recognising that structural barriers to care and
wellbeing need to be addressed. That is, where people live should not determine their access to
essential resources and opportunities — including healthcare.

Australia does not have a nationally agreed benchmark for what constitutes
optimal or reasonable access to primary health care in rural and remote areas. This
gap limits our ability as a nation to plan effectively and allocate resources equitably,
securely and sustainably where Medicare is not enough and market fails.

While there are no definitive examples nationally or internationally, there are some concepts and
indicators on how we may define, benchmark or index optimal acceptable levels of access to health
care. The Alliance notes that several indicators and tools exist that act as proxies for measuring and
guiding access standards such as proportion of population with timely access to GPs, wait times for
GP and specialist appointments, rates of delayed care due to cost, etc.

The Alliance has examined definitions, data, tools and literature for the purpose of scoping the
feasibility of developing an evidence-informed national framework for determining optimal and
reasonable levels of access to primary health care in rural and remote areas. Indeed, we have
considered and analysed a wide range of parameters as the initial step to defining these levels, taking
into account stakeholder feedback and the latest research. The outcomes of this scoping work are
outlined in this submission.

The Alliance is calling for Government to fund the Defining Optimal Levels of
Access to Primary Health Care in Rural and Remote Australia project to determine
benchmarks that will directly influence access and equity in primary health care
for people living in rural and remote Australia.

This project is critical to ensuring the Government’s Strengthening Medicare measures and primary
care and workforce-related reforms are maximised and address the persistent inequities in health
access experienced by rural and remote Australians. The aim is to support quality and safety in


https://www.ruralhealth.org.au/nrhanews/latest-snapshot-of-rural-health-out-now/
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service delivery to meet population health need, while also supporting, building and training an
innovative, multidisciplinary health workforce that works to their full scope of practice.

It should be noted that optimal levels need to also be reasonable, otherwise the benchmarks run the
risk of not being attainable, particularly in rural and remote areas that have limited infrastructure,
facilities and workforce. As “reasonable” is context-dependent and not readily defined, care needs to
be exercised in defining optimal levels of access to primary health care. That is, while optimal levels
often reflect what is feasible within existing resources, reasonable access considers what is necessary
for equitable, effective and parity in health care.

Ensuring benchmarking about optimal/reasonable levels of access to primary health care in rural and
remote Australia will ultimately drive productivity improvement and reduce health expenditure in
other parts of the health system. As the Alliance noted in our response to the Productivity
Commission review about creating a dynamic and resilient economy:

The living standards of Australians depend not just on our national productivity, but on the
productivity of our rural areas. Rural and regional Australia makes a marked contribution to the
wellbeing of the entire country, providing many of the basics of Australian life — food, clean
water, energy, building materials, and places for recreation. They are also integral to the nation’s
economy and the nation’s defence... Rural Australians have less access to care and experience
poorer social determinants of health and greater disease risk factors. Further action to address
the inequities would improve both social justice and economic prosperity for Australia.

Further, as stated in the 2023 report undertaken by NOUS on behalf of the Alliance Evidence Base for
Additional Investment in Rural Health in Australia, “barriers to primary healthcare in rural Australia
and are consistent with a reliance on more costly secondary and tertiary care for worsened disease
presentation.” In other words, supporting reasonable access to primary health care for our rural
communities is an investment in good health and reduced expenditure in more expensive parts of
the health system.

The Alliance is seeking specific funding of $313,500.00 (GST inclusive) from the Department of
Health, Disability and Ageing to undertake the work to commence this project. For a small
investment, the Government can demonstrate that it is commencing work to support the health and
wellbeing of our rural communities with recognition that access to a reasonable level of care is a
critical step on the path to equity.

B. Policy Context

Despite higher levels of life satisfaction, rural Australians have poorer access to health care, travel
greater distances to receive medical services, experience higher rates of ill health and potentially
preventable hospitalisations, and demonstrate higher levels of mortality, morbidity and health and
disease risk factors.

The Alliance recently commissioned a report, The Forgotten Health Spend: A Report on the
Expenditure Deficit in Rural Australia. The 2025 report builds on previous analysis on the inequity
and gaps in health, disability, and aged care funding between people living in rural, regional, remote
and metropolitan areas of Australia.



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/
https://www.ruralhealth.org.au/the-forgotten-health-spend-report/
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The Forgotten Health Spend Report estimates that rural Australians are missing out
on a total expenditure of $8.35 billion per year, equating to $1,090.47 per person
per year. The gap is most pronounced in remote areas (MMM 5-7), where per
capita health expenditure is now $4,701 per year lower than in metropolitan
areas.

This is a growing shortfall that is deepening health, economic and social
inequalities and reflects lower health practitioner availability, inflexibility of policy
and funding to meet the circumstances of rural communities, and the tyranny of
distance in serving small populations across large geographical areas. There is clear
evidence that per-person health care spending in rural Australia is inequitable, and
that this inequity contributes to poorer health outcomes.

Further policy context can be found under Background.

However, equivalent health spending does not necessarily translate into equal health outcomes due
to a combination of factors, including but not limited to years of underfunding, the impact of floods,
droughts and fires, higher costs of access and service delivery, workforce challenges, lack of public
transport to access primary health care, and poorer social determinants of health.

Across states and territories, many residents struggle to access primary health care, which is
compounded by workforce shortages, high turnover rates, challenges in attracting health
professionals to rural and remote areas, and reduced competition that results in a higher cost of
service delivery. An alternative to travelling hundreds of kilometres to access health services is to
wait for alternative health care, such as the RFDS. Digital transformation can enhance health and
healthcare delivery; however, its application in rural areas presents considerable, underexplored
challenges in connectivity, and is not the solution. It is, however, an addition to face-to-face service
provision. (Krahe 2025)

As of November 2023, 18,405 people in remote and very remote Australia have no access to primary
health care services within a 60-minute drive from their home (one way), meaning even basic GP or
nurse visits require long travel.! Importantly, other domains affect the ability to access primary
health care, which this project will take into account. These are discussed in Scope of the Project.
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| Too often, families across our region are driving 5 hours one way just to access the care that they
| need. [Healthcare provider, Dubbo NSW (MMM3)]

As noted above, Australia does not have a nationally agreed benchmark for optimal access to
primary health care, and this is the focus of the Defining Optimal Levels of Access to Primary Health
Care in Rural and Remote Australia project. While benchmarks and access measures may provide
structure, there are limitations. Mapping tools such as Google Maps or Australian Bureau of Statistics
(ABS) data may be technically sophisticated, but they often fail to capture the true complexity of
rural travel, infrastructure such as public transport, and costs in our geographically diverse country.

Access is not just a matter of kilometres or minutes versus hours. Limiting benchmarks to these
geographic parameters ignores the lived realities of rural residents who face unsealed roads, extreme
weather, or a lack of reliable transport. For example, the Alliance notes that certain towns may be

1 This is a significant improvement from the 44,930 reported in 2022, which the RFDS reports is due to a combination
of increased services and better reporting about the existence of services to healthdirect Australia compared to
2022. (Bishop, L et al, 2023)
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listed as having public transport, but if the bus runs once a week, then access to care would be
significantly constrained.

Importantly, each community and population group is different, so a one-size-fits-all approach will
not work, as unlike the city, there is no alternative that will fill the gap. The regional, rural, and
remote contexts, along with the complexities of the service delivery environment, require
consideration of disparities across geographic classifications, unique barriers and enablers, and key
local players with a stake in healthcare delivery. For example, the industries vary significantly based
on state-specific resources, economic history, and regional geography. The influx of tourists, Pacific
Australia Labour Mobility (PALM) workers and other transient populations impact local health care
delivery. What is a reasonable access in MMMS5 Victoria may be unreasonable in MMM5 Western
Australia.

Along with geographic parameters such as physical distance and estimated

travel time to the nearest GP, developing and/or choosing appropriate levels of

health care requires a clear understanding of the specific community, including:

e population characteristics (e.g. age, ethnic or cultural groups,
socioeconomic factors)

o local attributes (e.g. health services, workforce, transport, technology,
infrastructure, local industries)

e health issues and needs of the community

Indeed, these factors intersect to make up the equity profile of a rural and remote community. For
example, proximity to a healthcare service is meaningless if that service is understaffed or
overwhelmed. In many cases, patients travel long distances not because they lack nearby options,
but because the care available locally is inadequate.

C. Project Overview

To build Australia-wide evidence, the Alliance, working with the Department of Health, Disability and
Ageing, will develop optimal levels of access to primary health care for residents in regional, rural,
and remote areas using different methodologies to develop the best possible definitions and
benchmarks.

The activities outlined in this submission will inform the development of measures and benchmarks
that are considered reasonable and will involve partnering with an independent consultancy to
engage with a broad range of rural communities regarding the most critical factors for their access to
primary health care.

The project aims to develop evidence-based policy solutions to the underinvestment that will inform
geographically appropriate definitions, supporting:

e Place-based approaches to address access issues for rural and remote communities

e Investment in infrastructure and wrap-around support

e Integrated and multidisciplinary teams

e Local workforce pipeline, considering Distribution Priority Areas, International Medical
Graduates and Specialist International Medical Graduates, Specialist Training Program (STP)
places and the rural clinical schools’ pipeline

e Flexible funding and service design to support rural and remote communities (especially in
MMM 5 locations) where there is market failure, to enable access to an optimal and
reasonable level of access to care. The project would also provide an equitable methodology
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for allocating block or blended funding to rural primary care practices to ensure their
financial viability.

This approach is supported by recent research that compares the dimensions of access to primary
health care across different levels of rurality, which identified that there were differences in the
importance of ‘dimensions of access ‘for primary health care by residents of regional, rural, and
remote Australian communities? (Higgins et al, 2025). These findings suggest that strategies to
improve primary health care access should be tailored to address the most critical factors across
different levels of rurality, focusing on improving awareness, availability, and timeliness of primary
health care services. The increased importance of geography in the remote and very remote
communities highlights the need for innovative solutions to overcome geographical barriers for these
residents.

Building on available evidence, the Alliance will test the feasibility of developing optimal levels of
access to primary health care for residents in regional, rural, and remote across all Australian states
and territories. We will also review international literature on definitions and models for optimal
levels of care. Importantly, the project will seek to balance optimal versus reasonable levels of access
to care, where reasonable access is defined by what is necessary for equitable and effective care.
This will involve the Alliance partnering with a suitably qualified consultant to engage with a broad
range of rural communities regarding the most critical factors for accessing primary health care
services.

Objectives of the Project

The project will enable governments and service providers to improve population health outcomes
and ensure that all Australians have access to safe, accessible, and high-quality primary health care.
It will provide the foundation for systemic primary health care reform for rural Australia by:

1. Reviewing resource allocation and service delivery models through an audit at selected
rural and remote communities which will involve detailed consultations at local level. The
outcomes of the audit, community consultations and findings from the review of
international literature (e.g. World Health Organization benchmarks and focus areas) will
inform the development of access benchmarks, and the feasibility of developing an equity
index and priority scoring.

2. Defining optimal levels of access to primary health care that are considered reasonable,
following assessment of individual rural and remote community needs.

3. Developing financial modelling and cost analysis to inform the allocation of the National
Rural Health Fund? (or other rural health funding) by applying a sliding scale/rural weighting
on population health need, considering the benchmarks identified in the rural community
audit.

4. Informing the Australian Government in the development of a decision-support tool for
primary health care planning and funding for rural and remote areas where the market is
thin or where there is no market. It may also provide a more precise methodology to
calculate appropriate distribution of the workforce, e.g. Distribution Priority Areas (DPA).

The diagram below shows the project outline:

2 Higgins M, Gurney T and McGrail M (2025) Aust J Rural Health. 2025; 33:€70080, https://doi.org/10.1111/ajr.70080
3 The Alliance’s 2025-26 Pre-Budget submission advocated for a $1 billion National Rural Health Fund, half for
blended or block funding and half for infrastructure, with ongoing funding from the Commonwealth.
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Defining Optimal Levels of Access to Primary Health Care in Rural and Remote Australia- project outline

Inputs (Critical Domains and Parameters)

Population profile Geographic accessibility Workforce Health service profile Infrastructure & technology
+ Demographics * Remoteness classification * Workforce shortage/ * Area of thin or no market * Health facilities in the area
« SEIFA index « Travel time to nearest distribution * Bulk billing availability, « Telecommunications
« Disease burden primary care service * Turnover and retention * out of pocket costs to patients * Take up of digital systems
+ Employment, housing = Availability of transport + Skills mix/linkage with MDT » Access to subsidy = Training infrastructure

= Cost to access services * Access to supervision programs/grants * Workforce accommodation

Core Activities

Community engagement Resource allocation and
and needs assessment service delivery model
* Place-based partnership assessment
= Audit of selected rural * Examine block funding,
and remote communities fee-for-service, blended
and other models

Financial Modelling, Cost Evaluation & monitoring

Analysis & Benchmarking = Whether the objectives of

* Develop Equity Index and the project were achieved
Priority scoring

Outputs

Evidence-based Inform development of a
benchmarks for optimal decision-support tool for
and reasonable access to primary health care
primary health care, planning and funding for
tailored to rural contexts rural and remote areas

Site visit reports detailing Report on key findings

key findings from from the resource
community needs allocation and service
assessment delivery model assessment

The Alliance has undertaken an initial scoping of the geographic accessibility measures for assessing
access to primary health care and a summary is provided at Appendix 1. Consultations will be
implemented using the Alliance’s Project Engagement and Communication Strategy.

Based on the expected outcomes and benefits outlined in this submission, the project is a justified
investment for the Alliance and the Australian Government.

Project Activities
Key activities of the project are:

1. Project management, planning and governance

2. Site visits (MMMS5-7) and stakeholder engagement

3. Assessment of resource allocation and service delivery models that consider workforce
requirements, health service and demographic mapping

4. Financial modelling and cost analysis including capital and operational costs

5. Data analysis of access domains, development of access benchmarks to ddefine optimal
levels of access to primary health care,

6. Developing an equity index and priority scoring (if found feasible)

7. Evaluation, risk management and reporting

Further information on the project activities is provided at Scope of benchmarking activities.

Project stages

Stage 1 Stage 2 Stage 3 ‘ Stage 4
Initiation/Planning Site visits Assessment of resource Evaluation
Data collection Stakeholder engagement allocation and service Final Report
Review of needs ey sl
assessments and resource Financial modeIIi_ng and
allocation models cost analysis
Data analysis Benchmarking
—\ —\ N N
L )/ —/ —

Further information on the project can be found under Scope of the benchmarking activities.
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Estimated Timeline

Considering that the project has a national application, with a broad range of stakeholders and
communities in rural and remote areas needing to be consulted, the estimated project timeline is
18 months.

4 months 5 months 5 months 4 months
N — — N
Evaluation

At the project’s outset, the Alliance and an independent consultancy will establish a detailed
evaluation plan to measure success against key objectives, including public benefit, identified need,
and financial and risk management.

The evaluation plan will use both qualitative and quantitative methodologies and include:

e purpose of the evaluation, i.e. to measure effectiveness and usability of the deliverables and
scope to inform future projects, e.g. benchmarking tool

e evaluation questions such as whether the project met its objectives, whether it was
delivered on time and within budget and the impact on community sites

e success criteria and key performance indicators, such as the delivery of outputs, noting that
determining the long-term benefits will not be possible during the project term.

Evaluation of the project will:

¢ provide an understanding of project features that did and did not work

* measure project success in meeting stated goals and objectives

¢ provide an evidence base to justify the implementation of defined optimal levels of access to
for primary health care services in rural Australia

¢ provide accountability to government and communities

Project reporting will be in line with the agreed funding deed and milestones. A project final report
will provide details of the outcomes achieved.

Risk Management

A Risk Management Plan will be developed with the objective of identifying, assessing, mitigating,
and monitoring risks associated with the project.

Risk Category Likelihood | Consequence Risk Rating | Mitigation Strategy

Operational

Resource availability, Possible Substantial Moderate Regular catchups including with
e.g. key staff independent consultancy to
unavailable during identify peak periods

critical phases; staff Cross train team members
turnover

Inefficient coordination | Unlikely Medium Minor Establish clear delineation of
between the Alliance roles and responsibilities

and independent

consultancy
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Likelihood

Consequence

Risk Rating

Mitigation Strategy

Financial

from key stakeholders

Budget overspend Unlikely Medium Minor Develop detailed cost estimates
Regular tracking of project
budget and variance analysis

Project delivery

Project is delayed due Unlikely Substantial Minor Use well established project

to dependencies or management measures

scope creep Project plan with realistic
timelines; factor in buffer
periods
Apply strict change control for
scope adjustments

Project outputs are not | Possible Major High Schedule regular Project

aligned with primary Steering Committee meetings to

care reforms seek guidance on development
of the project outputs
Seek Department’s input
regarding alignment of project
with the Department’s health
reform priorities

Lack of stakeholder engagement

Site visits do not elicit Unlikely Medium Minor Engage sites early and gauge

the feedback required interest and availability; identify

to undertake alternative sites if necessary;
assessment and provide briefing early in the site
benchmarking recruitment

Lack of engagement Unlikely Medium Minor Provide stakeholder

engagement schedule in
advance to gauge availability;
virtual group sessions to
encourage engagement across
organisations

Project Governance

The overall management of the project will be the responsibility of the Alliance. Staff within the
Alliance have significant skills and experience to manage and deliver the project within budget and to

a high standard.

A Project Steering Committee will be established to support the project and provide strategic
oversight in developing the deliverables and achieving the project objectives. At a minimum,
membership of the Project Steering Committee will include the Alliance’s Chief Executive, a principal
from the independent consultancy, a senior officer from the Department of Health, Disability and
Aged Care (the Department), the Alliance’s Director of Policy and Strategy Development, and the

Project Manager.

Working groups involving rural sites may be established to provide input into developing and refining

the project outputs.

Project Feasibility

The Alliance has conducted an initial feasibility study informed by:
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e Assessment of the need for defining optimal and reasonable levels of access to primary
health care services

e Stakeholder and community consultation

e Analysis of existing healthcare models and Australian and international literature

e The Forgotten Health Spend: A report on the expenditure deficit in rural Australia (2025)

e Evidence Base for Additional Investment in Rural Australia report (2023).

A full list of literature can be found at References.

Funding Request

T
p

he Alliance is seeking funding of $313,500.00 (GST inclusive) from the Department to undertake the
roject. A breakdown of the key activities and costs is provided in the table below.

Budget

Cost (9)

o »
ey activity (GST inclusive)

Project management, implementation planning, governance,

. . 55,000
risk assessment, evaluation and performance measurement

Site visits and stakeholder engagement, including travel, accommodation

. .. . . 132,000
in MMM5-7 communities (approximately 5 sites)

Technical components: Assessment of resource allocation and service
delivery models, financial modelling and cost analysis, and benchmarking 82,500
access domains

Project on-costs and contingency 44,000

TOTAL $313,500

Expected outcomes from the Project

Improved health outcomes and equity - The project will inform strategies to improve population
health outcomes and equitable, accessible and high-quality primary health care services to rural
Australians.

Evidence-based decision-making - This project provides a structured assessment for setting
health benchmarks for rural Australia that consider community needs, accounts for service gaps,
is informed by local health service data and aligns with relevant national and local health policy. It
will allow governments to consider different funding models in areas where current strategies,
funding allocations and Australia’s Universal Health system does not fully work to meet the
population health need.

Evidence-based rural primary health care service planning — The project will provide a structured
assessment to set benchmarks for access to primary health care that considers community needs,
accounts for service gaps, is informed by local health service data, and aligns with relevant
national and local health policies.

The audit of primary health care service gaps across rural and remote areas will facilitate the
identification of priority areas requiring funding based on equity indicators (e.g., travel time,
workforce shortages, infrastructure availability).

Transparency in funding — A national rural health equity index will guide allocation of the
National Rural Health Fund or other health funding for rural and remote areas. It will also support
flexible funding models as allocation will be based on a sliding scale of population health need.
Value for money - This will be achieved by aligning investment with need and priority and
through evaluating the cost-effectiveness of various service delivery models, i.e. telehealth,

10
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mobile services, or integrated care hubs. This will inform investment in solutions that deliver the
best and long-term primary health care outcomes per dollar. Communities will benefit from early
detection and prevention programs reducing costs on tertiary care.

e Leveraging of local resources — The project will identify opportunities for shared infrastructure,
workforce optimisation, and partnerships (e.g. with ACCHOs or PHNs), further demonstrating
value for money. Once tested and finalised, the definition of optimal levels of care can be scaled
across other rural regions, multiplying the return on investment.

e Inform research, funding and policy for rural communities — The project will provide national
level data on rural and remote health gaps. Importantly, the optimal and reasonable access levels
can be embedded in national health strategies.

Strategic Alignment

This project delivers on the Alliance’s vision to provide equitable, healthy and sustainable access for
rural, regional and remote communities across Australia, and on its strategic priorities of Advocacy,
Collaborative Partnerships and Capacity Building. It will complement the Alliance’s analysis of the
annual health expenditure deficit in rural areas compared to urban Australia, the most recent being
The Forgotten Health Spend Report.

The project also aligns with the Alliance’s 55 member organisations representing health consumers,
service providers, health educators, researchers, students, trainees and the Indigenous health sector.
Further information on the Alliance is provided at F. About the National Rural Health Alliance.

Importantly, the project also aligns with several government strategies and initiatives. This is
important because it ensures the project is relevant, fundable, supported by stakeholders, and will
contribute to broader system level outcomes i.e. health equity, service integration, workforce
sustainability and reform.

e Health professionals working to their full scope of practice
e  Primary Health Care Reform

e Leveraging digital and health technologies

e Implementing aged care reform

e Finalising the National Health Reform Agreement

The project also aligns with several other key Government strategies:

e Strengthening Medicare

e Australia’s Primary Health Care 10 Year Plan, 2022-2032%
e Stronger Rural Health Strategy®

e Australia’s Disability Strategy and the NDIS

A case study highlighting how the outcomes of the project can inform primary health care planning
in rural Australia can be found at Appendix 2.

D. Scope of benchmarking activities

Primary health care benchmarks can help address healthcare inequities in rural Australia by making
gaps in access and health outcomes visible and measurable. They guide where resources should be
directed, hold providers accountable for improvement, and ensure rural patients receive care
consistent with national standards. By using benchmark data to target services, invest in workforce
solutions, and advocate for policy change, health systems can reduce the disparity between rural and
urban populations and support fairer, more equitable healthcare.

4 www.health.gov.au/sites/default/files/documents/2022/03/australia-s-primary-health-care-10-year-plan-2022-2032.pdf
5 www.health.gov.au/topics/rural-health-workforce/stronger-rural-health-strategy

11
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The project's scope includes extensive community and stakeholder engagement, both on-site and
virtually. Community input will inform the service delivery model assessment including workforce
requirements and health service and demographic mapping.

The project will also provide financial modelling and cost analysis, including capital and operational
costs. Project activities will culminate in the development of benchmarks for optimal levels of access
to primary health care.

Some of the geographic accessibility measures for assessing access to primary health care are
outlined Appendix 1.

Community and Stakeholder Engagement

The Alliance has a strong commitment to partnering with rural and remote communities,
organisations, and government to develop a shared vision to support equitable, healthy and
sustainable access to primary health care services. Through consultations with rural communities, a
pressing need has been identified to benchmark access to primary health care to measure health
inequity in rural Australia.

For example, during consultations for The Forgotten Health Spend Report, a broad range of
stakeholders were engaged to provide their expertise and advice on the factors driving expenditure
disparities and potential actions that could be taken. There was a high degree of consistency in the
potential solutions recommended by stakeholders, with priority placed on the following:

e defining what levels of care should be expected in rural and remote areas, including
undertaking integrated planning at a regional level to define the best service approaches to
meet local needs

e establishing coordinated and flexible funding for regions with thin markets and limited
infrastructure to support implementation of regional plans

e supporting localised and multidisciplinary collaborative service delivery models and
improving workforce pipelines, recruitment and retention in rural areas.

These recommendations from stakeholders demonstrate a strong, urgent need to define and
document optimal levels of access to health care in rural Australia to address systemic inequities and
ensure fair, safe, and high-quality care for all Australians — regardless of where they live. These
findings are also supported by recent research® and suggest the need for innovative solutions to
overcome geographical and systemic barriers to accessing health care.

access to more allied health workers, and we need more facilities to take care of our ageing

( . . .

. We really can’t do it all on our own and we need more. We need infrastructure funding, we need  ,*
1

1

. population. [Community member, Far North Queensland]

Community and stakeholder engagement for the project may take the form of community forums or
consultation sessions with community leaders. A community engagement plan will be developed and
form part of the project activities.

Assessment of Community Needs and Service Gaps

Determining primary health care benchmarks for rural Australia needs to consider community needs
and account for the local impact of service gaps. In addition, development of benchmarks needs to
be informed by local health service data, community-identified needs from the local health plan, First
Nations perspectives, priorities and anecdotal evidence of unmet needs and delayed care.

6 Higgins M, Gurney T and McGrail M (2025) Aust J Rural Health. 2025; 33: e70080,
https://doi.org/10.1111/ajr.70080
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To assess community needs and service gaps, an audit will be undertaken at selected rural and
remote communities (MMMS5 and above) using the domains and parameters for access to primary
health care 7 outlined in the table Critical domains and parameters for access to primary health care
below.

The assessment will adopt a place-based partnership approach to identify local needs and
challenges. It will recognise that each rural or remote community is unique, with distinct needs,
cultures, and contexts and will engage local people as partners from the outset. Participation and co-
design will encourage involvement from the whole community using engagement processes that are
accessible and inclusive, considering barriers to access information due to language, cultural issues,
disability, poor access or use of technology.

The Forgotten Health Spend Report noted that 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.

In addition, 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.

Stakeholders also emphasised 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.

Resource Allocation and Service Delivery Model Assessments

International research indicates that health care funding uses several resource allocation models to
distribute funds for primary health care and other health services. The challenges of allocating
financial resources in the primary health care setting include demographic, geographical,
epidemiological, political, and financial constraints?.

In the Australian context, some of these resource allocation models are listed below:

e Block funding —in general terms, a fixed amount of funding is provided regardless of activity
levels to ensure viability of the service in low volume or remote settings; suitable for thin
markets or where the market has failed. This model may also be considered the “Cashing out of
Medicare model” with a community receiving a certain amount of funds according to the
various parameters and situation in that community

e Fee-for-Service (FFS) — primary example is Medicare, which pays the healthcare provider for
each service delivered. FFS can incentivise service delivery but may not encourage
comprehensive care, or care for patients with complex needs.

e Capitation — a healthcare provider receives a set payment per patient, regardless of the service
used. The model has been used in integrated care programs for chronic disease management to
encourage team-based care for patients with complex needs.

7 Miggins M, Gurney T and McGrail M (2025) Assessing comparative dimensions of access when accessing primary
health care across different levels of rurality. Australian Journal of Rural Health, 2025; 33:70080 1 of 7
https://doi.org/10.1111/ajr.70080

8 Mahdiyan, S., Amini-Rarani, M., Rezayatmand, R. et al. Understanding challenges of primary healthcare financial
resource allocation in Iran. Health Res Policy Sys 23, 82 (2025). https://doi.org/10.1186/s12961-025-01331-x
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e Mixed or blended funding — uses a combination of FFS, incentives and block funding, where FFS
and incentives alone are insufficient to keep the service viable.

e Community-controlled funding - Aboriginal Community Controlled Health Organisations
(ACCHOs) use this model to deliver culturally safe, holistic care that addresses health inequities
and social determinants of health. Funding is flexible to ensure services are tailored to local

priorities.

An assessment of service delivery models for primary health care in Australia, that is, the structural
and operational framework for how health services are organised and delivery, will require
consideration of several factors for each of the models. These include, but are not limited to,
governance and funding arrangements, workforce configuration, financial sustainability,
infrastructure, and integration with other sectors (e.g., hospital, disability, aged care).

The aim is to assess the cost and effectiveness of different service models, including on the ground
services, fly-in-fly-out, virtual care and hybrid models. The workforce configuration component

would need to assess the number of GPs, nurses and allied health practitioners, skills mix, scope of
practice and adequacy of healthcare providers, as well as whether the model supports team-based

care.

A question | hear regularly in our practice is “Why don’t you bulk bill?” The simple answer is that
the Medicare rebate does not cover the operating costs of running my practice in a regional

+ town. Clinics need to charge a gap — it’s the maths of keeping a clinic open. Bulk billing can’t be
the default. [Healthcare provider, Blayney NSW (MMM5)]

N o e e e e - - ———

—— - ——

Resource allocation and service delivery model assessment will be informed by the audit undertaken
at the selected rural and remote communities and analyse these against the domains and

parameters for access to primary health care outlined in the table below.

Critical domains and parameters for access to primary health care

Domain
Population profile of the
community
The economic and social
conditions of people and
households in the
community.

Parameters
Population profile, including
demographic and SEIFA index of
community.

Measures (to be confirmed)
Census data e.g. income,
education levels,
employment/ occupation
and housing

Geographic accessibility of
the town

Distance to the closest
healthcare service or
healthcare provider,
including how consumers
can transcend the distance
between their location and
healthcare services or
healthcare providers

Remoteness classification
Population number/distribution
Travel time to nearest primary
health care service

Availability of transport (public or
private)

Patient assisted travel scheme
(PATS)

Cost to access services — and if using
PATS, the out-of-pocket costs
Distance to nearest regional centre
Distance to an alternate or similar
service

Average travel time to
nearest health service.
Road quality index and
seasonal accessibility
Public transport availability
Personal cost versus public
cost

Workforce distribution and
capacity

Health professional-to-population
ratios

Number of FTE of
healthcare workforce
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Parameters
Extent of workforce shortages or
uneven distribution
Turnover and retention rates of
workforce
Skills mix and access to multi-
disciplinary teams, access to
supervision
Use of locums or fly-in fly-out, drive-
in-drive out services
Hospital type and capacity
Access to training and support —
face to face and virtual

Measures (to be confirmed)
compared to the national
average

Number of workforce
vacancies; period of
vacancies/how long it takes
to fill
Provider-to-population
ratios (GPs, nurses,
specialists)

Locum and fly-in fly-out,
drive-in-drive-out service
utilisation

Service availability and
viability

The volume and types of
healthcare services
available to address the
needs of the local
community vs the financial
viability of the practice.

May also include the ability
of patients to pay the
overall costs of healthcare
services, including both
direct and indirect costs.

Whether service operates in a thin
market, or where there is no market
Access to workforce/multi-
disciplinary teams/inter-sectoral
collaboration for primary care

The extent to which healthcare can
be sought, offered or received
within a time frame that is optimal
for achieving good health outcomes
Emergency service capacity
Out-of-pocket costs for patients
Digital health infrastructure and
usage

Availability/viability of bulk billing
Availability of subsidy
programs/grants

Service coverage (distance)
within the community and
into outlying areas
Number and type of
healthcare providers (GPs,
nurses, allied health,
specialists) relative to
population size and needs
Opening hours and
appointment availability;
wait times

Out-of-pocket expenditure
as % of household income
Bulk billing rates

Other patient subsidies
Private health insurance
coverage rate

Infrastructure and
technology availability
Physical and digital
enablers that allow primary
health care to delivery
services

Health facilities in the area

Access, reliability, take-up of digital
systems and tools that support
delivery of care
Telecommunications, health and
training infrastructure

Availability of infrastructure to
support community-based training
Workforce accommodation and
support

Identify available
infrastructure/identify gaps
Internet and mobile
connectivity

Percentage of population
with reliable internet access
Telehealth utilisation rate

Financial Modelling, Cost Analysis and Benchmarking

Using the data collected from the audit, site analyses will then be undertaken to compare current
access in the sample communities, identify baseline access for each of the parameters and gaps.

The results of the audit, community engagement and site analyses will be used to develop the

following:

e Equity Index: Rural verus urban disparities for each indicator.
e Priority Scoring: Weight factors (e.g., isolation, disease burden) to rank regions.
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The project will also analyse the alignment between the outputs of the community engagement
process and assessment of resource allocation models and consider the cost of delivering service
models that best meet community needs.

The Forgotten Health Spend Report noted that 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

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

The Alliance has advocated for a flexible National Rural Health Fund (the Fund), allocated directly to
rural and remote communities, that provides blended or blocked funding where the market has
failed or does not exist. A significant proportion of the blended or block funding should augment the
MBS fee-for-service, Australia’s universal health service, based on population health needs to
address equity of access and deliver improved health outcomes.

Financial modelling is required to inform the allocation of the Fund based on a sliding scale of
population health need, that considers the outcomes of the resource allocation and service delivery
model assessment phase of the project.

Proposed Core Requirements for Financial Modelling

1. Population and Demand Analysis
e Population size, age distribution, disease burden.
e Seasonal variations and transient populations.

2. Cost Components
e Fixed costs: Infrastructure, equipment, and telehealth platforms.
e Variable costs: Workforce salaries, consumables, and transport.
e Additional rural costs: Travel subsidies, outreach programs, mobile units.

3. Equity Adjustments
e Weighting for geographic isolation and socioeconomic disadvantage.
e Indigenous health and cultural safety service costs.
e Multicultural and refugee adjustments

4. Revenue Streams
e Federal and State Government funding, grants, and insurance reimbursements.
e Community contributions or co-payments (if applicable).
e Local Government

5. Performance & Outcome Metrics
e Cost per patient served.
e Cost per health outcome improvement (e.g., reduced preventable hospitalisations).

Example Matrix

The goal is to calculate funding allocation that achieves equitable access by adjusting for rural
disadvantage.

Factor Weight (%) Data Source

Geographic Isolation 20 Distance to nearest hospital

16



Pre-Budget Submission 2026-27
Defining Optimal Levels of Access to Primary Health Care in Rural and Remote Australia
National Rural Health Alliance, January 2026

Factor Weight (%) Data Source
Socioeconomic Index 15 SEIFA or similar index
Indigenous Population 10 Census data

Telehealth Coverage -5 Broadband penetration
Mobile Units +10 Service plan

There is also scope within the Project to determine the per-person cost to build up primary care in
areas with thin or failed markets.

Existing Datasets
Concepts and indicators on how to define, benchmark or index optimal acceptable and reasonable levels

of access to health care will inform this project.

These include the Health Demand and Supply Utilisation Patterns Planning tool (HeaDS UPP) that brings
health data together to visually highlight how the community uses health services. This data determines
areas of need and informs our workforce planning and analysis.

Data pertinent to rural Australia will also be utilised from various sources, including but not limited to:

e Department of Health, Disability and Ageing
o National Health Workforce Dataset
o HeaDS UPP

e Australian Institute of Health and Welfare:

o Demographic and population information: population size and distribution; remoteness
breakdown; First Nations distribution; age structure/distribution

o Health conditions, risk factors and outcomes: health status variances; health risk behaviours
and determinants; specific disease prevalence; injury and deaths

o Workforce distribution: health workforce distribution; primary care access

o Socio-economic indicators: data on income, employment, education, and housing contexts
e Australian Bureau of Statistics:

o Geographic classification and demographic data: ASGS Remoteness Areas; census
o Health and Risk Monitoring: National Health Survey 2022
o Socio-economic metrics: SEIFA Index

e Ahpra
o Profession-specific workforce analysis
e Other

o Local government data, where available

Capability to Deliver

Drawing on its deep understanding of the challenges faced by rural and remote communities, the
Alliance will provide strategic oversight, quality assurance, and effective collaboration to ensure the
project delivers robust, actionable outcomes that strengthen primary health care systems and
promote equitable health access across rural Australia.

Staff within the Alliance have significant skills and experience to manage this project and will partner
with an independent consultancy to deliver the project within budget, to a high standard and within
18 months.
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The Alliance will partner with an independent consultancy whose key role will be to support the
Alliance with the community needs assessment and engagement activities, as well as undertaking
the technical aspects of the project. Overall management of the project will be the responsibility of
key Alliance staff.

What is Out of Scope for the Project

The longer-term vision for defining optimal levels of access to primary health care in rural and
remote Australia is to develop a national benchmarking tool that enables measurement of various
levels of access and need to determine equitable funding for rural and remote areas.

Development of a national benchmarking tool is not included in this project; however, the outcomes
and deliverables of this project will directly inform the development of such a tool.

E. Background

Rural Australia includes regional, rural and remote areas and provides 90% of the food we consume
as well as other essentials like water, energy, resources and recreational spaces. Rural Australia is also
an economic powerhouse producing 70% of all Australian exports, worth nearly $500 billion per year
and nearly 50% of Australia’s visitor economy, valued at 107 billion per year®.

In spite of these contributions, the RFDS reports that there remains a concerning number of people
living in rural and remote areas without adequate access to health care:

e 234,165 do not have access to a nurse

e 114,566 do not have access to dental services

e 101,963 do not have access to general mental health services

e 32,359 do not have access to a GP

e 109,706 Indigenous Australians do not have access to an Aboriginal health service (Gardiner
et al, 2023).

Figure 1: Primary healthcare service providers in rural and remote Australia by ABS population
concentration and remoteness areas November 2023
(Source: RFDS, Best for the Bush, Rural and Remote Health Baseline 2023)
Notes: Grey dots indicate all population concentrations without reasonable access to primary healthcare services, with

larger dots equalling more people (maximum 3,000). Green dots indicate population concentrations with reasonable access
to primary healthcare services, with larger dots equalling more people (maximum 3,000)

° The Alliance Board Update February 2025
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In addition to travel distance, other barriers to access include physical ability; in particular, older
adults are more likely to experience poor physical mobility, which may discourage them from
travelling long distances, especially if that travel would include walking to access healthcare services.
(Portegijs et al, 2020)

Physical ability is difficult to measure within population groups, particularly whether it is a factor in
deciding whether or not to access health care. In addition, it is not possible to make comparisons
between people with disability and people without disability (AIHW, 2019). It is therefore outside the
scope of the project.

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

Geographic isolation and smaller populations reduce economies of scale, leading to increasing freight
costs, limiting purchasing power, and reducing market competition. When local services become
unaffordable or inaccessible, patients may face further costs from travel, accommodation, and lost
income®, Figure 2 below identifies key access challenges experienced by people living in rural and
remote Australia’l. It shows notably that rural Australians utilise Medicare-funded services at far
lower rates — up to 50% less usage of GP services in remote areas compared to urban populations.
This under-utilisation is not due to lower need, but due to scarcity of services.

18,405 people in Remote and Very Remott The consequence of poorer access to primary

Australia have no access to primary healthcare health care in rural Australia is higher rates of

services within an hours drive time from their home potentially preventable hospitalisations in all area

one way a significant improvement from the utside of Major Cities. The rate is 2-3 times as

44 930 reported in 2022 high in Remote and Very Remote areas

People livir Very Remote Australia utilise People living outside of Major Cities also face

Medicare (such as for GP visits) almost 50% less fifficulties utilising disability and aged care

than those in Metropolitan areas services

People in Very Remote areas have lower T'he proportion of people who have private health

participation in cancer screening programs urance is lower in rural and remote areas.

People living in Outer Regional, Remote or Very Those living in Outer Regional, Remote or Very

Remote areas are less likely than those in Major Cities Remote areas experience longer waiting periods t

to see a dental professional (46.2 mpared to see a GP, compared to those living in Major Cities.
r after hours GP (3.9% compared to 5.4

Figure 2: Access to primary healthcare services in rural Australia
(Source: NRHA, Rural Health in Australia Snapshot 2025)

Poor service availability and barriers affect the ability to use services and private health insurance

Service availability challenges stem largely from workforce shortages driven by factors such as
attraction difficulties, fragmented funding models unsuited to thin markets, and training pipelines
which inadequately target the regions of greatest shortage. These workforce constraints, combined
with low population viability for specialist services, result in extended waiting times.

Geographic barriers compound these service limitations and despite outreach, telehealth, and
visiting programs, uncoordinated regional planning often creates service duplication in some areas
and gaps in others. Cultural factors further complicate access, including the need for culturally safe
care and understanding for Aboriginal and Torres Strait Islander Australians and multicultural
community members and refugees. Underlying these factors is the challenge of limited and ageing
infrastructure which makes it difficult for rural and remote care to keep pace with metropolitan
standards??.

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

10 The Alliance (2025), The Forgotten Health Spend: A report on the expenditure deficit in rural Australia.
11 source: aihw.gov.au/reports/health-welfare-expenditure/health-expenditure-australia-2022-23/data
ibid
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Rural and remote areas face greater socio-economic disadvantage, a contributor to poorer health
outcomes (see Figure 3 below). The trend of socio-economic disadvantage decline is inversely
proportional with decline in health outcomes and is most compelling in remote and very remote
areas, MMM 6 and MMM?7. 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.

Socio-economic disadvantage and death rate by
Modified Monash categories (1-7)

_ [-11% ] = Greater socio-
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Figure 3: Socio-economic disadvantage and death rate in rural Australia
(Source: NRHA and Nous Group: The Forgotten Health Spend: A Report on the Expenditure Deficit in Rural Australia 25
August 2025)

Other contributors to poor rural health

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 and two thirds of Australia’s export income,
according to analysis by the Regional Australia Institute, despite making up 30 per cent of the
Australian population. 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?®3.

Improving rural health care underpins agricultural productivity by keeping workers healthy and
communities strong enough to support agricultural businesses. This leads to higher yields, stronger
export capacity, and more stable food supply chains — all of which boost Australia’s broader
economic output.

Life in rural Australia offers many rewards, though not without its challenges. It can provide strong
social connections, reduce isolation and loneliness, and lower housing prices, but disadvantages such
as poor internet services, lower income and education, and higher unemployment often outweigh
these protective factors, leading to poorer overall health outcomes (see Figure 4). Addressing the
downside risks while strengthening the benefits is key to closing the health gap.

13 ibid
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LIVING IN RURAL AREAS

Figure 4: Social determinants of health
(Source: NRHA, Rural Health in Australia Snapshot 2025)

F. About the National Rural Health Alliance

The Alliance comprises 57 national organisations, with a diverse membership encompassing health
professional organisations, service and support providers and administrators, educators, researchers,
students and representation from the Aboriginal and Torres Strait Islander health sector. Alliance
members work across the patient journey and along the clinician and health practitioner journey,
and with researchers on health needs and innovation, policy, implementation, and funding. In
addition, the Alliance’s Friends and Allies networks include consumers, diverse community
representatives, small rural health organisations, Primary Health Networks and regional university
staff who provide valuable grassroots insights into what is happening in rural communities.

As a peak body committed to improving the health and wellbeing of the over 7.3 million people in
rural and remote Australia, the Alliance is a catalyst for policy review, reform and innovation in rural
health that is based on population health needs and place-based solutions. The Alliance is a credible
source of expertise and evidence-based information, and works closely with politicians,
governments, departments and a broad range of stakeholders to build healthy and adaptable rural
communities.

One of the Alliance’s most important roles, underpinned by their broad representative base is
listening to the people of rural, regional and remote Australia and taking their views to government.
The policy team identifies existing and emerging issues affecting rural health and develops and
advocates targeted, evidence-based policy outcomes, supported by digital content and graphic and
web design staff who promote the work of the Alliance through social media and the fortnightly
newsletter Bushwire and coordinate flagship events, the National Rural Health Conference, the Rural
and Remote Scientific Symposium and Parliamentary Friends of Rural and Regional Health.
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Appendix 1 — Scoping the geographic accessibility measures for access to
primary health care

Remoteness classification

Remoteness classification defines locations in terms of remoteness. Geographic remoteness is

essentially a measure of a

Large population centres tend to have a greater range of goods and services available than small
centres. Typically, a population centre is not likely to provide a full range of goods and services until

physical location's level of access to goods and services.

its population reaches around 250,000 people.

Types of geographic classification systems include but are not limited to:

e Modified Monash Model (MMM): Used by governments to define whether a location is

metropolitan, rural, remote or very remote. The model measures remoteness and population

size on a scale of Modified Monash (MM) categories MMM 1 to MMM 7. MMM 1 is a major city
and MMM 7 is very remote.

e Remoteness Areas (RA) divide Australia into five classes of remoteness which are characterised
by a measure of relative geographic access to services using Accessibility/Remoteness Index of

Australia Plus (ARIA+).

ARIA+ is derived by measuring road distance from various populated locations to five categories of
service centre, using population as a proxy measure for service availability. The lower the ARIA+

score for a location, the better its level of access to goods and services.

Population number

According to the Australian Bureau of Statistics (ABS), as of 30 June 2022, the proportion of
Australians by area of remoteness was:

e 72% in Major cities

e 18%in Inner regional areas

e 8.1%in Outer regional areas

e 1.2%in Remote areas

e 0.8% in Very remote areas.

The MMM classifies metropolitan, regional, rural and remote areas according to geographical
remoteness, as defined by the Australian Bureau of Statistics (ABS), and town size:

Modified Monash
Category
(MMM 2019)

Description (including the Australian Statistical Geography Standard —

Remoteness Area (2016)

MM 1

MM 2

MM 3

MM 4

MM 5

MM 6

MM 7

Metropolitan areas: Major cities accounting for 70% of Australia’s population
All areas categorised ASGS-RA1.

Regional centres: Inner (ASGS-RA 2) and Outer Regional (ASGS-RA 3) areas that are in, or
within a 20km drive of a town with over 50,000 residents.

For example: Ballarat, Mackay, Toowoomba, Kiama, Albury, Bunbury.

Large rural towns: Inner (ASGS-RA 2) and Outer Regional (ASGS-RA 3) areas that are not MM
2 and are in, or within a 15km drive of a town between 15,000 to 50,000 residents. For example:
Dubbo, Lismore, Yeppoon, Busselton.

Medium rural towns: Inner (ASGS-RA 2) and Outer Regional (ASGS-RA 3) areas that are not
MM 2 or MM 3, and are in, or within a 10km drive of a town with between 5,000 to 15,000
residents. For example: Port Augusta, Charters Towers, Moree.

Small rural towns: All remaining Inner (ASGS-RA 2) and Outer Regional

(ASGS-RA 3) areas. For example: Mount Buller, Moruya, Renmark, Condamine.

Remote communities: Remote mainland areas (ASGS-RA 4) AND remote islands less than
5kms offshore. For example: Cape Tribulation, Lightning Ridge, Alice Springs, Mallacoota, Port
Hedland. Additionally, islands that have an MM 5 classification with a population of less than
1,000 without bridges to the mainland will now be classified as MM 6 for example: Bruny Island.
Very remote communities: Very remote areas (ASGS-RA 5). For example: Longreach, Coober
Pedy, Thursday Island and all other remote island areas more than 5kms offshore.

(Source: Modified Monash Model Fact Sheet, Department of Health, Disability and Aged Care)
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Travel time to nearest primary health care service

To achieve reasonable or equitable access to primary health care, the RFDS has stated that people
should have, at a minimum, access to GP, nursing, oral health and mental health services, within 60
minutes, provided via a permanent service or a visiting clinic, and/or timely access to telehealth
services. Regular access needs to be reflective of community need. (Gardiner et al, 2020)

According to the RFDS Service Planning and Operational Tool (SPOT), the breakdown of the number
of people in remote and very remote Australia who did not have any access to a primary health care
service within a 60-minute drive is below:

e Queensland (QLD) (N=6,153), Western Australia (WA) (N=6,151) and the Northern Territory
(NT) (N=4,467) have greater proportion of people with no access, with the following
population groups having the highest number of people without any access to primary
health care services:

o QLD: Bowen Basin (1,582 people)
o WA: Goldfields (1,598 people)
o NT: Daly - Tiwi - West Arnhem (1,639 people)

e New South Wales (N=1,109) and South Australia (N=525) have a lesser proportion of people
with no access

Travel time to the nearest primary health care service may be measured by the average travel time
(minutes) by private vehicle, or public transport (if available).

Travel times to health services are usually measured using car travel estimated by a geographic
information system (GIS) (Higgs G, 2004). The GIS is used to find the shortest travel time from each
population location to each healthcare facility along the road network, by taking into account
information about road length and average travel speeds along successive segments of road.

In Australia, the smallest geographical areas defined by the ABS for the release of population counts
are mesh blocks (MBs) and the smallest geographical areas for the release of health-related statistics
are statistical areas level 2 (SA2). SA2s are built up from whole MBs. The purpose of SA2s is to
represent communities that interact together socially and economically.

e There are 2,310 SA2 regions covering the whole of Australia without gaps or overlaps

e There are 358,122 MBs covering the whole of Australia. The majority of populated MBs
contain between 30 to 60 dwellings (ABS 2017); the median surface area of populated MBs is
0.0371 km2 (range: 0.0004-165,571 km2).

While the distance (kilometres) to the nearest primary health care facility was considered a potential
parameter, it is difficult to standardise in rural and remote areas and determine a reasonable
distance. The variability in the terrain, weather conditions, road conditions, reliability of private
vehicles, lighting and driver age in many rural and remote areas can make even a 60-minute drive a
significant undertaking.

Research confirms that travel time estimates are recognised as more appropriate measures of travel
effort than straight-line distances, particularly in regions without an extensive road network, with
physical barriers such as major rivers or mountains, or with an irregular coastline. (Martin et al, 2002)
In addition, the time needed to travel to health services may be a more helpful indicator of the
burden of distance and can therefore better inform health services planning for people residing in
rural and remote locations of developed countries. (Mseke et al, 2024)

Data required to benchmark travel times:

e Calculation of travel times between SA2s and primary health care facilities.
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Complexity:

¢ C(Calculations would need to include averaging across MBs in each SA2, weighted by population to
determine the travel times matrix between SA2s and primary health care facilities, as well as the
average shortest travel time to a primary health care facility for residents of a SA2. These steps
may be performed using Python version 3.6.4. (Barbieri S, 2019)

Availability of transport (public or private) and patient assisted travel scheme

Travel time to healthcare services is not the only barrier to access. Other considerations include a
patient’s ability to access transport, for example, a private motor vehicle or public transport, the
costs of doing so, and the effort in time and resources to access the services.

For further consideration:

¢ Availability of public transport routes to healthcare facilities
¢ Frequency and reliability of transport services

¢ Proportion of population without access to private vehicle
¢ Uptake of non-emergency patient transport services

e Use of community transport programs

Data Sources:

¢ Local council/regional transport authority datasets

e ABS Census data (vehicle ownership, commuting data)
e State health departments (for transport programs)

e RFDS or community health service reports

Patient Assisted Travel Scheme

The Patient Assisted Travel Schemes (PATS) provides financial assistance for travel and
accommodation to regional and remote Australians accessing specialist medical services not
available locally, hence is an important element of providing equitable access to essential health
services.

The Alliance has develop a fact sheet on PATS which provides details of the PATS scheme for each
state and territory, current as at July 2025. It also shows the variability in patient eligibility criteria,
level of travel and accommodation subsidy and additional conditions that may be applicable. The
Alliance has advocated for realistic reimbursement of expenses incurred by patients to travel to
health services that reflect the true cost, especially when there is already an underfunding and
underservicing of people living in rural communities.

Data Sources:
e State and territory PATS websites

o Reviews of state and territory PATS may provide data on take-up of PATS by rural and remote
patients.

Cost to access services - and if using PATS, the out-of-pocket costs

In very remote areas, it is not uncommon for a patient’s GP to be 3 hours’ drive away in the nearest
town. Depending on the additional services that need to be accessed, e.g. pathology and pharmacy,
the total patient journey may require overnight accommodation. (Gardiner et al, 2020)

While patients may be able to claim partial reimbursements towards travel and accommodation,
additional costs such as meals, time away from family and lost income during treatment are not
covered. These out-of-pocket expenses can create a significant financial burden.
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Consideration of these costs is important as the transfer of costs to the patient has an impact on
health and other inequalities. This is especially given that those with higher needs are already more
likely to be in socio-economically deprived groups and have the least ability to bear these costs.
(Simpson et al, 2021)

The Alliance notes the challenges relating to data on personal/private costs incurred to access
services which are not readily available and that further work is required in this area. Much of the
literature on cost data collection is focused on health care (i.e. cost to see a GP and MBS out-of-
pocket costs), while little is known about patient costs to access the services.

Data required to benchmark costs:

e Fuel + parking

e Public transport fares

¢ Out-of-pocket expenses for patient transport

e Accommodation

e Proportion of population requiring more than 60 minutes to reach care

Possible Data Sources:

e Google Maps API / GIS routing data

e Local transport services data

¢ ABS Household Expenditure Survey (for travel cost estimates)

¢ State-based PATS data

Distance to nearest regional centre

Possible Data Sources:
e Google Maps

e Find Australian Postcodes Inside a Radius: Map of Australia where you can specify a point and a
radius to search within and return all the postcodes found inside that radius.
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Appendix 2 — Case Study (2023-24)

ADVOCATING FOR A VIABLE AND SUSTAINABLE
PRIMARY HEALTH SERVICE FOR THE BOGAN SHIRE

— BOGAN SHIRE -

MEDJCAL CENTRE

BOGAN SHIRE DEMOGRAPHIC PROFILE

2,467 41
POPULATION MEDMAN AGE
17.8% 3.2%
INDIGENOLS UNEMPLOYED

TOP 3 EMPLOYMENT INDUSTRIES

COPPER ORE AGRICULTURE/

MINING FARMING
e | e
Per family £1931 $2120

Source: 2021 ABS Census Data

CURRENT DELIVERY MODEL FOR BOGAN SHIRE MEDICAL CENTRE

* Primary health care service administered and
operated by Bogan Shire Council.

e More than 3,600 active patients.

e 100% bulk billed service.

 Some gap fees for some soncgraphy and other
allied health services.

* Income streams include Medicare, council funds
and rate payer contributions.

o All support services (IT, HR, etc.) managed by
local government administration.

* | ocally governed by Bogan Shire Council
elected representatives.

* Flexible employment models, detailed below.

CRITICAL COMMUNITY HEALTH LINKS

« Telehealth services used to
supplement services and access
specialists (e.g. psychiatrist).

« GPs refer to specialists and visiting
allied health providers and work
closely with the local pharmacy for
medication supply and reviews.

« Work closely with the local
Multipurpose Health Service
(hospital) to manage patient care.

« All 36 residents of the Nyngan
Residential Aged Care facility are
patients of the medical centre.

CURRENT STAFFING MODEL FOR BOGAN SHIRE MEDICAL CENTRE*

TERM CONTRACTS LOCAL GOVERNMENT AWARD

Regional and enrolled

General practitioners Physiotherapist

nurses
Aboriginal health
g 9 . Sonographer Podiatrist
practitioner
2 Practice Manager and
Diabetes educator e Pathology
support staff
Placements: Students Registrars

*Locums are required to fill gaps on a regular basis
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* The establishment of the Bogan Shire Medical Council was prompted by the retirement
of two long-term GPs leading up to 2017. PHN data at the time indicated poorer health
presenting as premature mortality, and higher than general rates of hospital admissions.
Many residents were travelling to Dubbo (165 km away) to see a GP.

+ Council has a shortfall of approximately $750,000 per year which is currently subsidised
by rate payers and other council funds, an inequitable problem as local governments in
urban communities are not reguired to carry this financial burden.

+ The amount of this shortfall will not be significantly reduced with the recent increase in
the MBS bulk billing incentives. It is anticipated that losses will continue to be in the
region of $700,000 per annum.

* The high losses faced by the Council are mainly attributable to the cost of employing
GPs. The cost of securing 2FTE GPs is over $1.2 million, including travel and
accommaoadation.

* The increasing cost of providing GP services is limiting the amount of discretionary
spending available to fund other essential council services and has the potential to erode
council's accumulated funds. This is not a sustainable or viable business model.

WHAT ARE THE RISKS?

Loss of the current service provision would have immediate and widespread negative
impacts on:

* Population health cutcomes.

= Avoidable hospital presentations.

* The local hospital system which has no GPs and is reliant on the VYRGS system.

+ Population decline (access to a strong primary health service is essential for families,

ageing and elderly residents and patients with long-term health conditions).

+ Community immunisation rates.

+ Preventative health management which will put further strain on the hospital system.

» Re-establishing an entire gquality primary care system, with no continuity of care.

* Access to aged, indigenous and allied health care and services.

POTENTIAL SOLUTIONS

+ Bogan Shire Medical Centre transitions to a separate not-for-profit entity managed
under Section 355 Committee of Council in NSW (5355 of the Local Government Act).

» Government investment or financial support is provided for assets and infrastructure to
be purchased or leased by the not-for-profit entity.

+ Government investment or support is provided for health practitioner employment, with
cﬂsts reu:mrered through Medicare (less ﬂperatmnal costs of the not-for-profit service).

™
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