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A sustainable health workforce
is fundamental to delivering
safe, timely and equitable

care across Australia. Yet

workforce distribution remains
one of the most significant
structural inequalities facing
rural, regional and remote
communities.

Equitable, healthy and sustainable access for rural, regional and remote communities across Australia

Around 7.4 million Australians live outside Major Cities®. These communities experience significantly higher rates of chronic
disease, preventable hospitalisations and avoidable mortality, but have access to fewer health professionals and local health
services than people in Major Cities (see Rural Health in Australia Snapshot 2025).

Measuring the rural health workforce:
choosing the right metric

Accurately measuring the health workforce is essential

for understanding access to care, and the choice of metric
matters. Headcounts alone can significantly overstate
service access in rural areas, where many clinicians work
part-time, or work under short-term or fly-in-fly-out (FIFO)
arrangements. Full-Time Equivalent (FTE) per 100,000
population provides a more reliable indicator of access to
care by capturing the actual number of hours worked in a
region (AIHW 2024a).

Geographical classification similarly influences
interpretation. The Modified Monash Model (MMM) is the
most appropriate geographic classification for analysing
health workforce distribution in Australia. While based on
the Australian Statistical Geography Standard - Remoteness
Areas (ASGS-RA) framework, the MMM was specifically
designed for health workforce planning and captures
important nuances by accounting for both population size
and geographic isolation (DoHDA 2025c).

The model distinguishes between seven Modified Monash
(MM) areas?:

e MM 1 (metropolitan areas)

e MM2
e MM3
e MM4
e MM5
e MM6
e MM7
However, there are limitations to using the MMM to assess
healthcare workforce needs. For example, it does not

fully capture local workforce availability, infrastructure
constraints, travel and transport barriers (including costs),
housing pressures or community-specific demographics - all
factors critical to service delivery in rural areas (see DoHDA
2025d regarding the use of the MMM in aged care settings).
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To best measure the rural health workforce, a range of other
classifications - together with their inherent limitations -
should be considered alongside the MMM. These include
Area of Need, Distribution Priority Area and District of
Workforce Shortage.

1 As defined in the Australian Statistical Geography Standard - Remoteness Areas (ASGS-RA), which divide Australia into five classes of remoteness
on the basis of a measure of relative access to services. The five remoteness classes are: Major Cities, Inner Regional, Outer Regional, Remote and

Very Remote.

2 For more information on the Modified Monash Model classification visit: https://www.health.gov.au/topics/rural-health-workforce/classifications/mmm
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Medical practitioners

Medical practitioners play a central role in the rural
multidisciplinary health system, providing diagnosis,
treatment, prevention and ongoing management of illness.
Workforce datain Figure 1 show an uneven distribution
across MMM areas, with both supply and composition
changing by remoteness (DoHDA 2026).

In MM 1 to 3, the workforce is specialist-heavy, reflecting
a hospital-centred and larger practice model, established
training pathways, and larger metropolitan and regional
infrastructure. Specialist availability declines from 170.1
clinical FTE per 100,000 population in Major Cities, to
19.6 in MM 5, while hospital non-specialist availability
falls from 68.9 to 9.5 FTE per 100,000 population over the
same categories (DoHDA 2026). As specialist availability
decreases, rural communities become increasingly reliant
on general practitioners and rural generalists to provide
comprehensive care and coordinate access to visiting and
referral services.

Strengthening specialist capacity in regional centres can
extend access into smaller communities, with specialists
based ininner regional areas around twice as likely

as metropolitan specialists to provide rural outreach
(O'Sullivan, Joyce and McGrail 2014; Ostini et al., 2024).
This reinforces the importance of regional specialist hubs
that include specialties aligned with rural population needs
and support coordinated outreach to surrounding rural
communities.

Figure 1: Medical practitioners clinical FTE per 100,000
population by MMM, 20243
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General practitioners

General practitioners (GPs) are the cornerstone of
multidisciplinary primary care, delivering diagnosis, chronic
disease management, mental health care, iliness prevention
and coordination across services. Despite almost 42,000*
practising GPs nationally, severe shortages persist in rural
areas, particularly in MM 5 to 7 (DoHDA 2025b).

Figure 1 shows a clear and widening gradient of inequality
of access to GPs, with the largest disparity evident between
MM 3(128.8 FTE per 100,000 population) and MM 6

(67.6 FTE per 100,000 population), representing a 47.5%
decline in GP availability (DoHDA 2025b). While locum
practitioners and telehealth services (when connections
are reliable) help address some gaps, they cannot fully
substitute for a stable, locally embedded workforce and
may result in delayed or forgone care.

The GP workforce is also ageing, with more than 40% of
GPs aged 55 and over, signalling significant retirement-
related workforce risks (RACGP 2025).

General practitioners in training

Rural communities also rely heavily on GPs in training.
Across MM 2 to 7, 16% of the general practice workforce
consists of registrars, compared with 5% in MM 1 (RACGP
2025). This creates service instability when registrar
positions are unfilled, when supervision is limited or when
trainees rotate frequently without opportunities to build
long-term community connections.

International medical graduates

International medical graduates (IMGs) play a critical

role in sustaining rural general practice, providing more
than half of the national GP FTE and forming a higher
proportion of the rural workforce (RACGP 2025). IMGs
also comprise around 46% of doctors undertaking the

rural training pathway, compared with 14% of the general
pathway, underscoring their importance to rural workforce
supply (RACGP 2025). However, reliance on IMGs is not

a sustainable workforce strategy on its own, particularly
when doctors later move to metropolitan areas.

Evidence from the Remote Vocational Training Scheme
suggests that sustained, place-based training, supervision
and professional support can strengthen continuity

of service and longer-term retentionin MM 4to 7
communities (O'Sullivan et al., 2024).

Rural generalists

Rural generalists (RGs) are GPs with additional training

in advanced procedural skills to deliver comprehensive
primary care, hospital-based care, emergency medicine and
population health in rural and remote communities. RGs
undertake advanced training in at least one specialist area
of practice, such as obstetrics and gynaecology, emergency
medicine, mental health, anaesthetics, surgery, paediatrics,
adult internal medicine, palliative care, remote medicine,
Aboriginal and Torres Strait Islander health, population
health or academic practice (ACRRM n.d.; DoHDA 2025a).

Their broad scope of practice enables RGs to deliver a
wider range of locally available services in communities
where access to specialist care is limited. By working
across primary and hospital care, RGs support continuity

3 This figure includes workforce statistics from the National Health Workforce Dataset on FTE Medical Practitioners and FTE General Practice
Professionals providing Primary Care in Australia, both datasets covering 2024 calendar years.

4 Figure based on MBS headcount, which refers to the number of unique GPs who claimed relevant MBS services during the reporting period. It does
not measure full-time equivalent workforce capacity and may not capture GP services delivered through salaried or other non-MBS arrangements.
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of care, coordinate referrals and reduce the need for
patients to travel for services. Continued investment in
growing and supporting the RG workforce is important

for expanding local service capacity, reducing avoidable
hospital admissions and patient travel, and supporting more
sustainable rural and remote health services.

Medical specialists (in addition to general
practitioners)

Medical specialists undertake advanced education and
training in a specific area of medicine, such as anaesthetics,
dermatology, emergency medicine, gynaecology/obstetrics,
paediatrics, psychiatry, ophthalmology, radiology or surgery.
Specialist services are critical for managing complex
conditions, supporting multidisciplinary care and reducing
avoidable hospital admissions.

Workforce datain Figure 2 show substantial reductions in
specialist availability outside metropolitan areas and larger
regional centres (DoHDA 2026). For example, physician
availability falls from 48.7 FTE per 100,000 population
inMM 1to 1.5in MM 5, while surgery falls from 29.5 to
2.1 FTE per 100,000. The most pronounced workforce
shortages are evident in MM 4 and 5 areas, where
specialist availability is lower across all disciplines. Some
specialties increase in MM 6 areas, particularly emergency
medicine, paediatrics, obstetrics and gynaecology, and
physician specialties. This likely reflects the presence of

a small number of larger remote hubs that provide care
across extensive geographic catchments. Overall, the

data demonstrate the significant maldistribution of, and
continuing barriers to, specialist care in rural and remote
communities (DoHDA 2026).

Figure 2: Medical practitioners primary specialty FTE per
100,000 population by MMM, 2024.
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The specialist training pipeline is also overwhelmingly
metropolitan. Data provided by the Royal Australasian
College of Physicians (Table 1) show that nearly 88% of
physician fellows and over 90% of trainees are in MM 1,
while only 5% of fellows and 1% of trainees are in MM 3 to
7. Independent research also showed that rural physicians
need stronger support and recognition of the generalist
identity and professional support networks from their
college/s (Ostini et al., 2021). This highlights ongoing

challenges in establishing sustainable specialist training and
workforce pipelines outside of metropolitan centres.

Table 1: The Royal Australasian College of Physicians,
membership data as at 7 April 2026.

MMM 1 2 3
1,409 | 488
75| 26
541 | 56
73| 08

Fellows (No.)
Fellows (%)

Trainees (No.)

Trainees (%)

Specialist international medical graduates

Specialist international medical graduates (SIMGs) also
play a critical service role in rural areas, providing over a
third of the specialist workforce in MM 2 to 6 (Reid and
Knight 2024). For some specialities, such as radiation
oncology, internationally trained specialists commonly
require an extended period of supervised practice and
college examinations before specialist recognition. As this
supervision is generally only available in larger metropolitan
or regional centres with established programs, deployment
to rural and remote services may be delayed. This illustrates
how specialist workforce distribution is influenced not

only by recruitment but also by the location of supervision
and training infrastructure (Ostini et al., 2021). While
SIMGs are an important source of workforce capacity,
ongoing dependence on internationally trained specialists
highlights persistent challenges in developing and retaining
adomestically trained rural specialist workforce.

Nursing and midwifery

Nurses and midwives together represent the largest
component of Australia’s health workforce.® They are
distinct professions, with different scopes of practice,
competencies and regulatory standards, and both are
essential to rural service sustainability (ANMAC 2021;
NMBA 2018).

In many rural and remote area, including First Nations
communities, nurses (including Nurse Practitioners) and
midwives, are often the only resident health professionals.
They provide essential clinical care, coordinate services
across the health system and enable people to receive care
closer to home.

Workforce data in Table 2 show that nursing and midwifery
supply varies considerably across MMM areas, with
relatively high FTE per 100,000 population in MM 3 and
substantially lower rates in MM 5 (DoHDA 2026).

While MM 6 and 7 appear to have comparatively higher
FTE than some other rural areas, these figures should be
interpreted with caution. In Remote and Very Remote
communities, nurses and midwives typically practice across
amuch broader scope, often undertaking responsibilities
that, in metropolitan and larger regional services, are
shared across multidisciplinary teams and supported by
additional health professionals. As a result, the apparent

s Midwifery accounts for 3.9% of the registered health practitioner workforce.
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workforce supply does not necessarily reflect workforce
capacity or service availability, and many remote
communities continue to experience significant workforce
shortages.

Table 2: Nurse and midwives FTE per 100,000 population
by MMM, 2024.

MMM 1 2 3 4 5 6 7
Registered 1,186 | 1,260 924 1,150 | 1,214
nurses

Enrolled 212.6 189.9 | 194.6 | 157.9
nurses

Midwives 56.9 | 61.6| 724 | 612 64.2
Nurse 95| 115| 146 | 102 16.2
practitioners

Aboriginal 378 | 50.3| 39.1| 247| 60.2

and Torres

Strait Islander

nurses and

midwives®

In rural communities, nurses deliver a broad range

of essential services across the life course, including
emergency triage and care, acute and chronic disease
management, mental health first response, prevention,
maternal and child health and health promotion.

Midwives provide primary maternity care for women and
newborns, with a scope of practice that extends to sexual
and reproductive health, perinatal mental health, complex
family health, domestic and family violence, and stillbirth
and bereavement care (ANMAC 2021; NMBA 2018).

The National Rural and Remote Nursing Generalist
Framework 2023-27 describes the unique context
of practice and core capabilities for rural and remote
Registered Nurses in Australia.

Nurse practitioners

Nurse Practitioners, as endorsed advanced practice nurses,
are playing an increasingly important role in delivering

and leading primary healthcare in rural communities.

They deliver autonomous and comprehensive care within

a legislated scope that includes assessment, diagnosis,
prescribing and coordination of care. Supported through
MBS and PBS access, they are well placed to provide timely,
high-quality care in communities where access to medical
practitioners may be limited.

In rural and remote Australia, this model strengthens
healthcare access, supports workforce sustainability,

and improves potential outcomes by enabling care to

be delivered closer to home. Evidence consistently
demonstrates that Nurse Practitioner-led models of care
improve access, reduce waiting times, enhance service
continuity, support local workforce sustainability, and
delivery of high-quality, safe and cost-effective healthcare.

Endorsed midwives

Endorsed midwives are a particularly important workforce
for rural primary maternity care because they can prescribe
scheduled medicines, order diagnostic tests, and access
Medicare rebates and the Pharmaceutical Benefits Scheme.

There are 1,742 endorsed midwives nationally,
representing 5% of the midwifery workforce (NMBA 2026).
This advanced clinical autonomy is especially valuable

in rural and remote communities where specialist and
maternity services are limited.

Workforce and funding declines have contributed to rural
birthing service closures, requiring women to temporarily
relocate far from their families and communities to give
birth (ACM 2023). For Aboriginal and Torres Strait Islander
families, separation from Country, family and culturally safe
supports can compound existing inequalities and contribute
to intergenerational trauma.

The Australian Primary Health Care Nurses Association
(APNA) 2024 Workforce Survey highlights strengths and
pressures in the rural nursing and midwifery workforce:

e Over 90% of rural nurses and midwives (MM 3 to 5)
agreed or strongly agreed that their contributions
are valued by patients, residents or clients

o 78% felt valued by colleagues, indicating strong
community connections and peer support

o 61% agreed or strongly agreed that their
contributions were valued by their managers, and

e Only 11% felt valued by government (APNA 2024).
Work-related stress and burnout remain significant:

e 27% of rural nurses and midwives reported
feeling stressed on a regular basis

e 18%reported regular burnout, with a further
one-third experiencing burnout occasionally.

Dental practitioners

Dental practitioners support oral health promotion,
prevention, early diagnosis, treatment and management

of oral conditions, and provide referrals to specialist care
where needed. Table 3 shows that across all areas, dentists
remain the largest component of the oral health workforce.
However, the decline in total clinical FTE per 100,000
population and diversity outside metropolitan and regional
areas (particularly in MM 5 to 7) highlights gaps in access to
oral healthcare (DoHDA 2026).

From MM 4 onwards, the dental workforce declines and
becomes more variable. MM 5 has a particularly low
dentist rate, at 14.5 FTE per 100,000 population, while
MM 7 has 12 FTE per 100,000 population and no recorded
dental hygienists or dental prosthetists. MM 6 shows some
recovery in dentists (24.8), but overall supply remains
limited (DoHDA 2026). These gaps contribute to poorer
access to oral health care, delayed treatment and greater
pressure on hospital and emergency services.

6 Aboriginal and Torres Strait Islander nurse and midwifery figures are not duplicated in other data displayed in Table 2.
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Table 3: Dental practitioners workforce FTE per 100,000
population by MMM, 2024.

MMM 1 2 3 4 5 6 7
Oral health 7.1 66| 26| 36
therapist

Dentist 49.3] 537 | 508 | 145 | 248
Dental 24| 33 16| 07| 24
hygienist

Dental 14| 1.9 2.6 16| 14
therapist

Dental 3| 38 44| 08 1
prosthetist

Allied health professionals

Allied health professionals are university-trained
practitioners who prevent, diagnose, treat and rehabilitate
across a wide spectrum of health and functional needs.
Disciplines included, but not limited to:

e Aboriginal and Torres Strait Islander Health Practitioners
e Chinese medicine practitioners
e Chiropractors

e Medical radiation practitioners
e Occupational therapists

e Optometrists

e Osteopaths

e Pharmacists

e Physiotherapists

e Podiatrists

e Psychologists

Some allied health professions are regulated through

the Australian Health Practitioner Regulation Agency’s
National Registration and Accreditation Scheme. Others
are self-regulated through discipline specific professional
bodies, such as Speech Pathology Australia, which establish
standards and accredit relevant education programs.
Recognition by these bodies may also be required for allied
health professionals to provide services funded through
Medicare, the NDIS, private health insurers and other
governments programs.

Allied health professionals work across public and private
healthcare, aged care, disability and mental health
services, schools, workplaces and community settings.
They provide services through NDIS, support occupational
rehabilitation for injured workers, or work in hospitals,
primary care practices and outreach services across rural
and remote communities. Their work is central to early
childhood development, iliness prevention, chronic disease
management, disability support, rehabilitation and healthy
ageing, helping people participate more fully in education,
employment and community life.

Workforce datain Figure 3 show allied health availability
declines sharply beyond regional centres, falling from
around 538.5 clinical FTE per 100,000 populationin MM 1
to 164.2 in MM 5 (DoHDA 2026). Overall access remains
well below metropolitan levels, although supply does

increase in MM 6 and 7 (307.5 and 235.5 clinical FTE per
100,000 population respectively) partly due to specific
professions such as Aboriginal and Torres Strait Islander
health practitioners.

Figure 3: Allied health workforce clinical FTE per 100,000
population by MMM, 2024.
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This uneven distribution limits access to key services (e.g.
physiotherapy, occupational therapy, psychology) in rural
and remote areas, leading to long wait times, unmet need
and avoidable hospital escalation.

These pressures are particularly evident in psychology. The
Australian Government’s Psychology Supply and Demand
Compendium Report found that, although psychology
workforce is projected to grow, supply will not keep pace
with increasing demand for services. When existing unmet
demand is considered, access to psychologists working

in health settings was estimated to fall 57.3% short of
demand in 2025, with shortfall projected to reach 96.6%
by 2038 (DoHDA 2026b). Increasing the overall number

of psychologists will therefore not be sufficient. Targeted
measures are also needed to ensure psychologists can train,
work and remain sustainably employed in rural and remote
communities, including appropriate funding, supervision,
career pathways and viable service models.

The Psychotherapy and Counselling Federation of Australia
(PACFA 2026) notes that while some workforces are well
represented in regional areas, in particular counselling and
psychotherapy, access is more commonly obstructed by a
lack of commissioning pathways or misunderstandings of
regulation frameworks rather than workforce distribution.

Optometry occupies a somewhat distinctive position within
the healthcare workforce. Optometry Australia (2026)
notes that while workforce shortages exist in certain areas
of Queensland, the Northern Territory and Tasmania, the
profession is generally characterised by an adequate, if not
surplus, supply of optometrists across most regions. Many
MM 4 areas support sustainable optometry services and
frequently provide care to neighbouring MM 5 areas as well
(Optometry Australia 2026; The University of Queensland
2025).
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The profession benefits from the federally legislated
Visiting Optometrist Scheme, which is instrumental in
improving access to eye care in remote areas. However,
there is a compelling rationale for ongoing investment to
further enhance and broaden the reach of the program
(Optometry Australia 2026).

The Allied Health Rural Generalist Pathway is a multi-
jurisdictional strategy to promote and develop an agile,
interconnected rural and remote health workforce.

Aboriginal and Torres Strait
Islander health workers and health
practitioners

Aboriginal and Torres Strait Islander health workers and
health practitioners are essential to culturally safe care,
particularly in rural and remote communities. They support
communication between patients and health services,
strengthen trust, improve engagement and contribute to
continuity of care (NAATSIHWP 2025).

Aboriginal and Torres Strait Islander health practitioners
represent a larger share of the registered First Nations
health workforce in Remote and Very Remote areas
compared to Major Cities (Figure 4). However, Aboriginal
and Torres Strait Islander people remain underrepresented
across the medical profession, dentistry, nursing and
midwifery. Strengthening Aboriginal and Torres Strait
Islander health workforce pathways, leadership, training
and retention is essential to improving access, cultural
safety and self-determined health service delivery (AIHW
2023).

Figure 4: Health professionals, First Nations, rate
registered per 100,000 population by remoteness, 2021.

of maintaining timely emergency and pre-hospital care
in Remote and Very Remote communities (Australasian
College of Paramedicine 2025).

Figure 5: Australian paramedic workplace
locations (%) by MMM, 2024-25.
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Aged care and community care

Aged care and community care are critical parts of the rural
health workforce. More than one-third of older Australians
live in regional, rural and remote communities, yet access

to aged care services is lower in these areas (AIHW

2024b). These services play an essential role in maintaining
independence, preventing hospital admissions, supporting
discharge and recovery, and enabling access to ongoing care.

Figure 6 shows direct care staff” availability varies
considerably by aged care service type® and remoteness
(AIHW 2024b). Residential aged care staffing declines
sharply in MM 5 to 7 areas. In these areas, service delivery
is often maintained through integrated and flexible
models, including Multi-Purpose Services and the National
Aboriginal and Torres Strait Islander Flexible Aged Care
Program.

Figure 6: Direct care staff, FTE per 1,000 older
persons, aged care service types by MMM, 2023.
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Paramedics are a critical part of the rural health workforce,
often providing the first point of care in emergencies and

a link between communities in primary care, hospitals

and retrieval services. Data in Figure 5 show they are

more geographically dispersed than many other health
professionals, with 56% of the workforce located outside
metropolitan areas. However, only 5% of paramedics work
in MM 6 to 7 areas, highlighting the ongoing challenge
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In 2023, direct care staff under the National Aboriginal and
Torres Strait Islander Flexible Aged Care Program were
concentrated in Remote and Very Remote areas, with 148
FTEinMM 6 and 70 FTE in MM 7 compared to 64 in MM 1
(AIHW 2024b).° No FTE were reported in MM 2, 3 or 5,
while MM 4 could not be calculated due to incomplete
reporting of hours worked.

7 Direct care staff includes nurse practitioners, registered nurses, enrolled nurses, personal care workers, and allied health professionals and
assistants. Personal care workers include assistants in nursing and those undertaking a formal traineeship.

8 See 2023 Aged Care Provider Workforce Survey Dashboard for an outline of Service Types.

2 These figures should be interpreted with caution, as MMM-level population data for Aboriginal and Torres Strait Islander people aged 50-64 years

are not currently available.
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The latest aged care data show that access challenges
differ by service type (AIHW 2026). In 2024-25, home care
usage was highest in MM 7 (16 per 1,000 people aged 65
and over), while permanent residential aged care usage
was lowest in MM 7, at 8.2 per 1,000 people aged 65 and
over. This points to the need for rural aged care workforce
planning that supports both home-based care and viable
residential care options, particularly in communities where
distance, thin markets and workforce shortages limit
service availability.

Rural aged care workforce shortages should also be
considered as part of the broader regional care economy.
Aged care, disability, primary care, hospitals and community
services often draw from the same limited workforce pool.
Planning across the regional care continuum is therefore
important to reduce pressures on hospitals, support timely
discharges, limit reliance on family carers and enable older
people to remain living in their communities.

Royal Flying Doctor Service

Disclaimer:

This material has been developed by the National Rural
Health Alliance (NRHA) to provide general information
for policy makers, journalists, academics and the broader
community. The information is based on data available at
the time of publication.

The National Rural Health Alliance acknowledges the support of
the Australian Department of Health, Disability and Ageing in
producing this resource.

The Royal Flying Doctor Service (RFDS) provides an
important example of the scale and complexity of rural

and remote health service delivery. In 2023-24, the

RFDS recorded 345,136 patient contacts through clinics,
aeromedical transports and telehealth consultations,
including 158,587 face-to-face primary health
consultations, 22,462 GP and nurse clinics, and 55,930
telehealth patients in rural and remote areas. The RFDS also
delivered 43,743 face-to-face mental health consultations
and 21,376 dental services, highlighting that rural
workforce needs extend across primary care, mental health,
oral health, emergency retrieval and patient transport
(RFDS 2026).

Conclusion

Healthcare workforce distribution varies greatly across
MMM areas, with MM 5 experiencing some of the lowest
availability across professions. Shortages reduce access
to timely and equitable care, increase reliance on visiting
or short-term services and place greater pressure on the
remaining workforce.

Addressing these disparities will require coordinated,

collaborative national workforce planning:

e stronger rural training pathways

e improved recruitment and retention

e support for multidisciplinary team-based care, and

e sustainable funding models that reflect the higher cost
and complexity of delivering services in rural Australia.

Without targeted action, rural workforce shortages will
continue to widen health inequalities between Australians
in metropolitan and rural areas.
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