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Introduction 

It is a widely recognised fact that across Australia the health system is struggling to maintain a 
workforce that can readily respond to the health and well-being needs of our communities. 
Governments and health employers are investing significantly in today’s workforce to ensure the 
provision of a health service for the immediate and long term future. But is it enough and will it 
meet the needs of rural and remote communities in a sustainable and flexible way? Are we being 
truly innovative to make a difference into the future? Or, are we merely building on and propping 
up a workforce structure that supports the delivery of service according to outdated historical 
models that no longer meet the needs of our communities?  

In this paper I intend to challenge allied health to look beyond our historical professional 
boundaries to think about how we can contribute to new models of service delivery and a 
workforce structure that will be responsive to the health needs of rural and remote communities 
into the future. In doing this I will present South Australia’s attempt to begin this process within a 
workforce planning framework.  

Workforce planning 

Workforce Planning is about ensuring services have the right people with the right skills in the 
right positions at the right time. It is the process of looking at the workforce you have, the 
workforce you require and undertaking an analysis of the gap between these to develop 
strategies to address that gap. It can be used in short, medium and long term planning based on 
potential scenarios developed according to knowledge of service developments, technology, 
community and consumer needs, workforce trends, environmental impacts, policies and strategic 
directions. In this process you examine workforce demand (what you need) as well as workforce 
supply (what is available to you) in the planning process. This process underpins the approach 
taken within the Country Division of the South Australian Department of Health to the 
development of a sustainable rural and remote workforce, and more particularly in this case, the 
development of a flexible and sustainable allied health workforce. 

The South Australian context 

Country SA is made up of 7 distinct regions of varying geographical and population size. The 
total population of Country SA is 411 717, it is dispersed over a large geographical area which 
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poses particular changes to the way we deliver services and thus structure our workforce. Across 
the country regions we have: 

! 66 hospitals  

! 21 community centres and health services 

! 10 Regional Health Service (State/Commonwealth funds) 

! 5 Multipurpose Services (State/Commonwealth funds) 

! 2 Aboriginal Health Services, Incorporated under Health Commission Act 

! 5 Aboriginal Community Controlled Health Services. 

Within Country Division we provide centralised support for workforce planning, recruitment and 
retention strategies. This is done in close liaison and partnership with Regional General 
Managers, Human Resource Managers, Regional Planners, Directors of Nursing and Community 
Health Managers. In addition to this work we also provide state funds to the regions to provide 
health services ($297 million, 2003–04), as well as setting policy directions and supporting the 
implementation of those directions. Furthermore we are currently driving a number of key health 
reforms as a result of the recent generational review of health service in South Australia. 

The workforce—demand and supply 

Country SA’s population is served by a total of 7107 public sector staff, including health and 
welfare staff, professional, support and administrative positions. This data identified 619 allied 
health staff, however it is not purely a picture of health service staff and also includes 
miscellaneous health staff. In response to this we have narrowed done some pertinent priority 
professions and vacancies and surveyed those. According to a survey of health units in country 
SA conducted in October 2003, focusing on Occupational Therapists, Physiotherapists, Social 
Workers, Podiatrists, Speech Pathologists, and Dieticians we have 202 allied health positions. Of 
these, 172 positions are filled, leaving vacant approximately 30 positions. Of particular concern is 
our high vacancy rate for physiotherapists, which is 28% (12/43), and 19% for Occupational 
Therapists (9/47). Anecdotally it has been noted that generally the allied health staff who are long 
term employees are older or local residents returning home after study. The turn over rate for 
new graduates not from the area originally is usually between 1 and 3 years.  

One of our key concerns in addressing these workforce shortages is that we have a supply 
shortage. In other words we do not have enough allied health graduates in South Australia to fill 
our vacancies. We were recently unsuccessful in lobbying for an increase in the number of 
university places in South Australia for our priority professions through the Higher Education 
Reform. 

When looking at the allied health professional workforce and their capacity to deliver services to 
rural and remote communities we must also consider the workforce which supports them. This 
group may be known by a range of terms, Occupational Therapy Aide, Physiotherapy Aide, 
Team Assistant etc. In South Australia this workforce is poorly defined and highly inconsistent in 
classifications, roles and responsibilities.  

An informal collection of information from the seven rural health regions in rural South Australia 
showed that allied health assistants support allied health professionals in a range of areas. 
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These include discipline specific support for Physiotherapy, Podiatry, Speech Pathology and 
Occupational Therapy as well as significant roles within clinical teams such as paediatrics, 
domiciliary care, mental health and diabetes. This informal survey also demonstrated that the 
majority of staff working in an allied health assistant role had either no formal training or had a 
background of Enrolled Nursing or Paramedical Aide. In these cases there was no formal allied 
health assistant training, rather this was gained through ‘on-the-job training’. Feedback further 
suggested that within this staff group there is significant variance in the nature of their 
employment with full-time, part-time, permanent and contract positions being identified. The 
positions are generally filled by local women aged over forty who have been in the positions and 
or the service for a significant period of time. They are considered an under utilised resource. 
The aging nature of this workforce poses a further challenge in the future in relation to 
succession planning for these positions. 

Compounding this obvious workforce demand supply mismatch is the projected increase in 
demand for aged care service. Currently in Country SA 18% of the population is aged over 65 
and this will increase by 43% by the year 2015. This has huge implications for the types of 
services required in country SA and therefore workforce requirements.1 

The push for change 

In addition to our current shortage and a potentially worsening situation in specific service areas 
such as aged care there is also a push for system change and reform in South Australia that is 
driving us to re-examine our allied health workforce in rural and remote areas. 

In mid 2002 the newly elected state Labor government announced a major review of the south 
Australian health system. This became known as the Generational Health Review and was led 
by John Menadue. The findings of the review were presented to the government in a document, 
“Better Choices Better Health” (2003). This document made a series of recommendations to the 
State Government of South Australia about health reform. 

In response to these recommendations the government produced a document, First Steps 
Forward. First Steps Forward has recommended health reform in a number of key areas. In 
particular it highlights the need for workforce reform, country health reform and a move towards 
primary health care. These reform areas suggest significant implications for the rural allied health 
workforce and consequently allied health assistants and their role within the provision of health 
services.  

Currently rural allied health professionals have significant workloads and demands placed upon 
them and a greater emphasis on primary health care will increase this demand. Innovative 
models of service delivery will thus be necessary to manage this altered workload. The effective 
use of support staff can play a key role in this innovation process.  

Overseas examples of innovation in response to huge workforce demands are emerging. The 
Canadian Orthopaedic Association, as cited in the AMWAC (Australian Medical Workforce 
Advisory Committee) and AHWAC (Australian Health Workforce Advisory Committee) Health 
Workforce Intelligence, Volume 4, Issue 6, July 2004, have highlighted the need for an additional 
400 orthopaedic surgeons in that country.2 They have acknowledged that new ways of working in 
teams with a range of allied health professionals and support staff such as physicians’ assistants 
must be developed to continue to provide care to orthopaedic patients. 
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The current role of allied health assistants in rural health services could be enhanced and 
developed to support and facilitate broader changes within the health system including workforce 
reform. The enhancement of the allied health assistant role must be based on community need, 
organisational strategic directions and be facilitated through the provision of targeted and 
relevant training.  

This approach is further supported by the Healthy Horizons—A Framework for Improving the 
Health of Rural, Regional and Remote Australians, Outlook 2003–2007. This framework 
proposes 7 key goals, one of which is “Maintain a skilled and responsive health workforce”. It 
further states that one of the major obstacles to improving the health of rural, regional and 
remote communities is the attraction and retention of a competent and highly skilled workforce. 
Effective implementation of strategies and use of funds requires availability of a skilled workforce, 
including support staff. 

It is precisely the ‘availability of skilled workers’ that provides us with a significant challenge into 
the future. Populations in country SA to replace existing workforces are declining while the 
demand for services increases, particularly in relation to aged care services. The competition for 
the interest and engagement of our potential workforce (ie school students) is huge. Not only are 
we competing with medicine and nursing, but non-health careers; this is a local, national and 
international competition. So, we have to do things differently if we want to capture the interest of 
rural students. We can only do this as a group not as individual professions. We need to target 
students who may not be interested in traditional university pathways that require them to leave 
their family and community. Rather we need to develop pathways that offer local career 
development and pathways. These pathways need to link schools, TAFE, generic tertiary health 
studies and specific professional degrees in a way that makes them accessible to a range of 
people, maximising the recruitment of people into allied health careers. This is about offering 
alternatives and pathways that lead to fulfilling careers in a variety of ways. In SA, this has been 
developed successfully for Nursing with VET in Schools Programs and we can learn from this 
model. 

At an international level, the National Health Service in the United Kingdom is currently 
undergoing significant change and redevelopment. Major resource shortages and a workforce 
unable to meet service demands have forced a serious rethink of service reconfiguration and a 
subsequent redesign of work roles. Redesigning service delivery aims to simplify the patient 
pathway, rationalise the intervention of health professionals, design new ways of working, re-
design new jobs to use skills of registered practitioners effectively and to create new roles to 
support them.3 

The University of California, Centre for California Health Workforce Studies as reported in the 
AHMAC and AHWAC Health Workforce Intelligence described their innovations in the dental 
workforce in an effort to provide services to populations identified as being underserved in this 
health care area.4 This involved making changes to the scope of practice for registered dental 
hygienists and registered dental assistants to expand functions to increase the capacity of 
existing providers to provide both preventive and restorative care. Similar developments are 
being seen in the South Australian dental workforce in partnership with the Adelaide University 
and Dental Registration Board. 

So, with local policy directions demanding change, an unsustainable rural and remote allied 
health workforce and an international move towards innovative models of service delivery it is 
time to review the way our workforce is structured, and ask, how can we ensure it delivers the 
service that rural and remote communities require in a sustainable and flexible way? 
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South Australia’s response 

I want to emphasise that there is no singular approach to answering this question, it requires a 
range of approaches and strategies. I am going to present one aspect of South Australia’s 
response as an example and a challenge to look past our comfortable historical models of 
service delivery that maintain the professional status quo. 

It is important at this stage to give an overview to the philosophy that underpins our approach to 
any piece of work in Country Division. We refer to this as the “c” model (see diagram 1). This 
model is an action research approach that highlights the importance of consultation, 
collaboration, capacity building, commitment and communication in an ongoing cycle of project 
development, implementation, evaluation and continuous improvement. I will refer back to this 
model later. It is the community capacity building philosophy and action research approach that 
makes our approach innovative, collaborative, responsive and therefore sustainable.  

It is evident that the current directions for the rural health units within South Australia are being 
shaped by a number of issues which are explored and identified in the major frameworks, namely 
Healthy Horizons: Outlook 2003–2007 and Country Health Reform as I have outlined previously. 
Each of these highlight a reorientation to a primary health care approach, and the importance of 
supporting and maintaining an appropriately skilled workforce in an environment of growing 
demands and changing models of service delivery. It is clear that this has multiple implications 
for rural allied health professions and subsequently allied health assistants. In particular the role 
of the allied health assistant is likely to have a greater emphasis on primary health care and an 
increasing role in service provision. It became apparent to us that this must be supported and 
guided by a collaborative approach to develop targeted and relevant training that addresses 
these new areas of competency for allied health assistants. The provision of such training will 
enhance and increase the role of allied health assistants in the health system and will contribute 
to workload management strategies in developing new models of service provision. Additionally 
opportunities for training and professional development for allied health assistants will contribute 
to their recruitment and retention to rural SA, ultimately contributing to the provision of high 
quality heath services to meet the needs of rural communities. This was our rationale for 
beginning our exploration of this topic area with investigating the training needs and options for 
this workforce. 

We were successful in gaining funding through Reframing The Future in April 2003 for a project 
with the expressed aims of: 

! analysing the vocational training needs of existing and future allied health assistants in rural 
and remote areas of South Australia 

! designing training and assessment using the Health Training Package to meet those needs 

! introducing training and assessment services, including skills recognition for existing 
workers, to allied health assistants in participating regions and health units in rural and 
remote SA  

In line with our approach as per the model presented previously we sort to consult and 
collaborate with health services. A network was established with the following representation: 
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Diagram 1 

Consult

Collaborate

Capacity Build

Commit

Communicate

Planning Phase

Monitoring and 
Implementation Phase

What are the issues
What is currently in place
Who is involved
Where are they involved

Everyone at the 
table
Sharing knowledge
Breaking down 
discipline barriers

To sustaining 
collaboration 
and capacity 
building
Resources

What has been 
learnt
What is being done
How is it being done
How is it measured
Outcomes

Industry, 
regional and local 

level capacity
 

 

Country Division, Workforce Development Centre, Corporate Services, Department of Health, 
Royal Adelaide Hospital, Staff Development Unit, Barossa and Area Health Service, Mallee 
Health Service, Riverland Health Service, Whyalla Hospital and Health Services, Whyalla 
Hospital and Health Services, Northern and Far Western Regional Health Service, Coober Pedy 
Health Service, Southern Fleurieu Peninsula Health Service 

We conducted an informal survey of allied health assistants to get a clearer picture of their roles, 
backgrounds, training and classifications. Great variance was discovered! 

Discussions about the current and future roles were held, with a focus on the need to create 
more flexibility in our workforce and address reorientation issues as per the pressures for change 
I have already presented. 

With this in mind the group began exploring potential training modules and frameworks. These 
were presented by the Royal Adelaide Hospital Staff Development Unit, a registered training 
organisation. 

Two qualifications (Certificate III in Health Service Assistance, Allied Health Assistance and 
Certificate III in Community Services Work) both had elements required in the training of rural 
allied health assistants to meet current and future needs. We spent considerable time comparing 
and contrasting the two. A summary of the work was sent to the broader group for comment. 

Feedback and results from the survey were discussed by the group. A decision was reached to 
move forward with the Certificate III in Health Service Assistance (Allied Health Assistance), with 
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some alterations to the philosophy (more emphasis on community based work and primary 
health care) and extra units added. These requirements would be part of any contract to be 
negotiated with the registered training organisations. 

We are now pulling together a brief which will ask training organisations to express interest in 
providing the training and provide us with some further information to allow us to make further 
decisions about funding. The brief will outline clearly our requirements of the training providers, 
including our guidelines and philosophy. 

Importantly through our approach to collaboration and local capacity building we have 
established a fabulous working group, firm relationships and a strong foundation on which to 
build. We have energy, enthusiasm and commitment to this as an important step towards greater 
workforce flexibility, local training pathways for staff and a more consistent approach across 
regions to the important area of support staff. 

In the development of this project it became evident that there was also sufficient interest and a 
need for the exploration of the potential of a new role, to sit between an allied health assistant 
and professional, known as an allied health officer. This proposed role, with appropriate support 
and training would have a more service oriented role than the assistant and have greater 
autonomy in client interactions under the guidance of the professional.  

Some of the issues that have prompted this exploration include: 

! recognition of the need to ‘grow’ a local workforce through pathways from school to health 
careers. This has been developed for nursing but not allied health 

! growing demand for support roles in the delivery of allied health services 

! lack of Indigenous representation in allied health professions 

! limited career pathway for Aboriginal health workers 

! Allied Health Assistant Project has shown the allied health support workforce currently cover 
a diverse range of service areas with a range of training backgrounds and experience and 
are classified at a range of levels. It is evident that some consistency needs to be developed 
and a framework established for an assistant level role and officer level role in allied health 

! evidence of need for a role between the assistant and professional who is able to undertake 
more advanced tasks with greater autonomy, known as allied health officer. 

The first step in exploring this role brought together a group with representation from the tertiary 
sector, health service, Aboriginal health workers, and Corporate Division. The group felt positive 
enough about the potential of the role to advise that further consultation be undertaken with 
those work groups most affected. Namely, allied health assistant and allied health professional 
and Aboriginal health workers in country SA. These discussions have been positive so far and 
have been useful in further developing the specific roles and responsibilities of the allied health 
officer as well as highlighting some important areas for consideration in the process.  

The development of this potential role is subject to further consultation with the appropriate 
stakeholders. Some potential benefits may include: 

! flexibility in workforce to support new models of service delivery 
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! more effective use of allied health professional expertise and management of heavy 
workloads 

! local pathways encourage local people to engage in health careers with local training. This 
assists with retention 

! development of further career pathway opportunities for Aboriginal health workers with flow 
on to increase Indigenous representation in allied health professions. 

The progression of both the allied health assistant training and the development of the new allied 
health officer role is intended to create a pathway approach to the allied health workforce. This 
career pathway would be available for current allied health assistants, community people wanting 
to work in the allied health areas and for Aboriginal health workers. This aims to address a 
number of workforce issues, including the recruitment of more local people into allied health 
careers in ways other than the traditional school to university approach, offering further career 
development for long term local employees and the recruitment of younger people to replace the 
aging workforce. There remains significant consultation required with unions, professional 
associations, Universities and TAFE make this pathway a reality across country SA. 

The group working on both project areas felt it would assist the process to begin an action 
learning method to inform the work. Given these positions exist in some form across a particular 
region in South Australia, it was decided that a short term trial could be conducted in this region 
to inform the development of the following:  

! the development of a consistent Job and Person Specification for all positions supporting 
allied health professionals 

! clarification of the roles that different classification levels can undertake 

! exploration of new roles/tasks that the positions could undertake with extra training 

! assess the impact on the allied health professionals that a range of skilled positions 
providing support could have. 

There are some obvious risks associated with this work and the drive for workforce reform. They 
include: 

! industrial ramifications 

! community backlash 

! professional territorialism. 

However, these are manageable risks, early involvement of Industrial bodies, close consultation 
with professional bodies, universities, professionals and the community will all ensure any 
changes are made in partnerships. This will ensure all parties are informed and most importantly 
that the community is able to access a safe, reliable and quality service.  

There is a greater risk if we don’t act. The risk that we will not be able to provide a quality service 
to rural and remote communities that meets their needs. That we will not have a workforce to 
provide any service and that any workers left will be so over worked that we will place them at 
risk of ill health. In addition if we learn from a recent study conducted in Philadelphia by 
researchers from the University of Pennsylvania that investigated the number of errors made by 
nurses working shifts of varying lengths we can see that overworked staff are more likely to make 



 The National SARRAH Conference 2004 9 — side by side 

w
alking together

mistakes.5 This means that a service provided by overworked staff is not necessarily a safe or 
quality service, thus putting the community at risk.  

This sort of decline in service areas can only lead in a downward spiral to the demise of entire 
services and communities. This may seem extreme, but it is not so far away that we can ignore 
it. We must reconsider the allied health workforce structure to create some flexibility and 
sustainability in order to continue to make a difference to the health and well-being of rural and 
remote communities. A range of strategies such as the allied health career pathway is essential 
for this to become a reality. 
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