Submission to the Senate Community Affairs
References Committee
Inquiry into the provision of GP and related
primary health services to outer metropolitan,
rural, and regional Australians
DETAILED COMMENTS: ATTACHMENT

October 2021

Contents
Contents....................................................................................................................................................... 2
1.

Terms of Reference ............................................................................................................................ 3

2.

What is primary care? ....................................................................................................................... 3

3.

Who provides primary care? ........................................................................................................... 4

4.

What is allied health: which professions and what do they do? .............................................. 4

5.

How many are there? ....................................................................................................................... 6

6.

Where are they? ................................................................................................................................ 8

7.

Who is responsible for funding allied health? ............................................................................... 9

8.

Is the workforce situation getting worse?.................................................................................... 10

9.

Draft Primary Health Care 10 Year Plan ...................................................................................... 11

10.

A rural allied health workforce and service strategy going forward? .............................. 11

11.

What supports are available? ................................................................................................... 12

12.

Positive developments and further opportunities ................................................................. 14

a)

Increasing access to services in rural and remote Australia ..................................................... 14

b)

Considering the New Zealand experience .................................................................................. 15

c)

The experience and implications of COVID-19 ........................................................................... 16

d)

Recommendations of the previous National Rural Health Commissioner (NRHC) ............... 17

e)

Allied health workforce data .......................................................................................................... 17

f)

Viable rural and remote allied health practice .......................................................................... 18

Attachment: What is Allied Health? ..................................................................................................... 19

Page | 2

1. Terms of Reference
The provision of general practitioner (GP) and related primary health services to outer metropolitan,
rural, and regional Australians, with particular reference to:
a. the current state of outer metropolitan, rural, and regional GPs and related services;
b. current state and former Government reforms to outer metropolitan, rural and regional GP
services and their impact on GPs, including policies such as:
i.
the stronger Rural Health Strategy,
ii.
Distribution Priority Area and the Modified Monash Model (MMM) geographical
classification system,
iii.
GP training reforms, and
iv.
Medicare rebate freeze;
c. the impact of the COVID-19 pandemic on doctor shortages in outer metropolitan, rural, and
regional Australia; and
d. any other related matters impacting outer metropolitan, rural, and regional access to
quality health services.

The Terms of Reference of the Inquiry focus squarely on medical general practice, and the relative
shortage of general practice (GPs) in outer metropolitan, rural and regional areas. The focus on GPs is
replicated in the media and public comment made by parliamentarians. We know the more remote you go
the fewer GPs there are to meet community need: we want and need more. However, as essential as
GPs are to communities, they do not constitute the entirety of the primary health or “related” non-hospital
health and social service system.
Our submission responds primarily to the phrases “related primary health services” and “any other
related matters impacting outer metropolitan, rural, and regional access to quality health
services”.

2. What is primary care?

The World Health Organisation (WHO) has described primary health care (PHC) as:
"PHC is a whole-of-society approach to health that aims at ensuring the highest possible level of
health and well-being and their equitable distribution by focusing on people’s needs and as early as
possible along the continuum from health promotion and disease prevention to treatment,
rehabilitation and palliative care, and as close as feasible to people’s everyday environment." (World
Health Organisation - Primary health care (who.int).)
The WHO offers a considerably more holistic and strategic view of what PHC is and what it aims to
deliver than is often applied in Australia, where it is frequently used to refer to medical general practice.
Consequently, the focus of SARRAHs submission is to highlight issues such as:



The continuing disparities in allied health service access, health and well-being by location,
despite decades of evidence and multiple reports demonstrating those disparities are
recommending they be addressed;
The close correlation between health workforce shortages and poorer health outcomes – and
that distribution of allied health services is even more severe than for GPs;
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The disparities and poorer outcomes are profiled repeatedly in rates of chronic disease and
premature death, in potentially preventable hospitalisations, in MBS utilisation data, in the
ACSQHCs Australian Atlas of Healthcare Variation series and the many other reports and
resources that demonstrate the need for real improvements and a coordinated, committed and
non-partisan response.

These disparities continue despite frequent public reports providing extensive evidence of the impact of
health service and access disparities: information that has been available to multiple parliamentary and
other inquiries and have yet to be addressed adequately despite occasional commitments from
successive governments. The issues have been extensively documented over many years. 1

3. Who provides primary care?
In addition to medical general practitioners, primary health care is delivered by allied health professionals
(such as physiotherapists, speech pathologists, occupational therapists, radiologists, psychologists,
social workers, dieticians, podiatrists, exercise physiologists, audiologists, oral health therapists and
many more), nurse practitioners, nurses, midwives, Aboriginal and Torres Strait Islanders health
practitioners and health workers and others. It is a large and multi-skilled workforce.

4. What is allied health: which professions and what do they do?
The term “allied health” generally refers to over 20 distinct professions each of which have specific, highly
developed areas of expertise. Examples of the more readily recognised professions include
psychologists, physiotherapists, optometrists, occupational therapists, pharmacists, audiologists, speech
pathologists/therapists, social workers, medical radiation practitioners, dietitians and podiatrists: there are
many more.
“An allied health profession is one which has:






a direct patient care role and may have application to broader public health outcomes
a national professional organisation with a code of ethics/conduct and clearly defined
membership requirements
university health sciences courses (not medical, dental or nursing) at AFQ Level 7 or higher,
accredited by their relevant national accreditation body
clearly articulated national entry level competency standards and assessment procedures
a defined core scope of practice.”2

In very practical terms, allied health can refer to any highly qualified health professional that is not a
doctor, nurse, midwife or dentist3. The term is used much as the term “tradespeople” is applied to cover
a broad range of skilled and qualified people. The alternative is to spell out or list more than twenty
professions rather than “allied health”.


Unfortunately, to the frustration people concerned to improve access and equity to allied health
services, some policy makers seem to confuse their discomfort with the term “allied health” with
an attitude that the services are neither required or warrant support. The impact is that shortfalls

For example, an overview of these issues can be readily accessed at
https://www.aihw.gov.au/reports/rural-remote-australians/rural-remote-health/contents/access-to-healthcare.
2 Source: Australian Allied Health Leadership Forum
1

Noting that for some specific purposes and in some circumstances dentists might be classified as allied
health professionals and pharmacists might not.
3
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in service availability as current policy and program settings are not addressed or prioritised to
enable access (as in rural and remote communities and for people with low incomes).
Related to this confusion, governments may variously define “allied health” as constituting the
professionals they do or do not employ; those who are registered to practice through a particular
mechanism (but not others which are equally concerned with public safety, support and are
legal); as a service they are prepared to subsidise; and even varying these between funding
programs run by the same agency.

With that in mind:








The Commonwealth Department of Health lists 23 professions in describing allied health;
The Victorian Government lists 27 allied health professions; NSW lists 23; Queensland lists 26;
WA lists 26 professions in the allied health and health science workforce; SA lists 22 professions;
Tasmania’s new allied health workforce plan says there are “more than 30 allied health
professions”; The NT indicates there are 14 allied health professional disciplines “within NT
Health” plus associated roles; and the ACT does not appear to define the disciplines covered by
as “allied health”, but lists over 30 as eligible under a post-graduate scholarship scheme.
Allied Health Professions Australia membership comprises 21 member associations that
represent individual allied health professions and a further 14 affiliate member organisations with
close links to the sector;
Indigenous Allied Health Australia takes a more inclusion approach and counts 29 different
professions among its membership.
In the United Kingdom, the National Health Service lists 14 professions.

The Commonwealth Department of Health also notes:
“Allied health is a growing and dynamic field that plays an important role in the health and wellbeing
of the community. The Australian Government is working to ensure that every Australian community
has access to the allied health services they need.”4
As with the rest of the health system allied health is evolving, and the professions covered by the term
have developed as a result of that evolution. Advances in health science, knowledge, diagnostic and
treatment options have been rapid and add complexity: which in turn leads to the emergence of health
specialties.
Consequently, this presents one of the most fundamental challenges to all health systems: to achieve a
workable balance between:



4

the essential need for “generalist” health professionals - accessible and holistic person-centred
care; with
professionals with specialised and highly sophisticated knowledge, expertise and capability that
no single person or profession could possibly develop or maintain.

https://www.health.gov.au/health-topics/allied-health/our-support And https://www.health.gov.au/health-

topics/allied-health. More detail about allied health professions is available at Attachment A. Further

information about what allied health professionals deliver in providing primary health (and other) care is
readily available from relevant professional bodies, or through organisations such as SARRAH.
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Keeping a balance that enables translation of improved treatments, through holistic and specialist care
when needed is among the most fundamental and inherent issues impacting the effectiveness and
sustainability of our health systems. It is central to:


the need to attract more medical practitioners into general practice (as the vast majority of
graduates continue to opt for other specialisations); and



current work being advanced by SARRAH to expand the Allied Health Rural Generalist Pathway5
nationally.

Not recognising or addressing allied health service need is short-sighted, an abrogation of responsibility
and undermines access, long-term effectiveness and the sustainability of our health system.
The bottom line is allied health services help keep people well; out of hospital; aid recovery when
hospitalisation is needed; promote retention and recovery of strength, function and independence; deal
with trauma, severe distress or crisis, survive and recover; diagnose and treat child development issues;
aid in recovery from illness and accident, alleviating stress and potential further downstream losses for
families; after stroke or other events, to learn to swallow, eat and speak again, to become mobile and
reduce the risk of falls. AHPs work across every age group and in every health and social service sector.
They help people to achieve life goals, with daily living, with social and community participation, to regain
and keep work, participate in leisure, learning and relationships: the things that underpin well-being.
In July 2020 the Commonwealth appointed a Chief Allied Health Officer. Since then the Department of
Health has increased the amount of information about allied health available through its website,
including noting that:

“Allied health represents the second-largest clinical workforce in Australia, after
nursing and midwifery. Find out about allied health professions, how allied health
services work in Australia, and how we support this key sector of our health
workforce.”
5. How many are there?
The Terms of Reference for the Inquiry focuses on GPs: so it’s important to consider GP as well medical
practitioner and broader health workforce numbers as context.


The 2019-2020 Annual Report for the Australian Health Practitioner Regulation Agency 6 (Ahpra)
showed that 122,249 medical practitioners (including GPs, hospital doctors and other specialists)
were registered in Australia;

The Allied Health Rural Generalist Pathway (AHRGP) seeks to ensure an allied health professional is able
and equipped to provide the work within their specific discipline to the maximum scope of practice: it is
not to equip a person to work simultaneously as, for example, a physiotherapists, a psychologist, a speech
pathologist and an optometrist. It does, however, enable a person within their profession and scope of
practice to work across all age groups, multiple conditions and across the full range of service settings,
such as community based, hospital, rehabilitation, aged care and disability service settings. For more
information see https://sarrah.org.au/our-work/ahrgpathway.
6 Ahpra 2019-20 Annual Report, page 57.
5
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We understand GPs make up around a third of the medical practitioner workforce7.
Others will be able to provide authorative figures for the number and distribution of GPs
in Australia.

This means medical practitioners make up nearly 16 per cent of Ahpra regulated health
professions, or just under 15 per cent of the health professional workforce including selfregulated professions8;
The rest are nurses and/or midwives (almost 430,000 – about 40%), allied health professionals,
Aboriginal and Torres Strait Islander Health practitioners and workers etc.
Allied health professionals make up around 220,000 (just over 25%) of this workforce.

The following table from the Ahpra 2019-20 Annual Report (page 57) refers.

7

We note the RACGP indicate they represent more than 40,000 members working in or towards a career in general
practice. ACRRM has indicated it has over 5000 members (not all of whom will be GPs). A GP may be a member of both
organisations.
8 Data is sourced from Ahpra registration information and supplemented by information on self-regulated allied health
professions from the Department of Health website.
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6. Where are they?
In terms of distribution (per head of population by remoteness indicator):






Medical practitioners are heavily skewed toward inner metro areas, generally reducing /
worsening with remoteness;
Mal-distribution of non-GP medical specialists is far more heavily metro-centric than for GPs;
For nurses (but less so midwives) distribution is more evenly spread (per head of population), but
there appears to be a recent worsening trend in remote areas. The more even workforce
distribution of this workforce is due in large part to core staffing arrangements employment
patterns across the hospital and community controlled sectors;
For AHPs mal-distribution / workforce shortages in rural and remote Australia are about twice as
severe as for medical practitioners with numbers sharply with remoteness.
o The following graph shows the distribution by remoteness (where MMM1 is inner
metropolitan and MMM7 is very remote) for a selection of AHPS, compared with GPs.
(Source: Department of Health9)
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Clearly, there is a substantial drop off in GP to population numbers beyond regional centres and towns,
but less so than for AHPs. In relation to all health professionals, it is important to note that for those
working in remote and very remote settings, the same sized service population may be spread over an
area the size of Victoria, compared with a few square kilometres in a major city: this greatly amplifies the
challenges of access for rural and remote residents and effective service delivery for any primary health
care professional. The extent of allied health mal-distribution is also evident in information held on the
Commonwealth Department of Health’s website.

9

https://hwd.health.gov.au/
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Another perspective to assist the Committee is how Australia’s supply of medical practitioners/doctors
compares on a population basis alongside other nations. The World Bank compares “physicians”
(more broadly reflective of medical practitioners than Australia’s specialist medical use of the term
Physician) and shows Australia (2017) had 3.7 physicians per 1,000 population 10. This puts Australia
essentially on par with the European Union average (3.7) and New Zealand (3.6) but substantially above
the US (2.6), UK (2.8), Canada (2.6), Japan (2.4) and the World average (1.6).
These data appear to reinforce some of the Commonwealth Government’s current priorities, to strongly
promote medical careers and practice decisions that:



increase the proportion of medical practitioners who take up general practice; and
facilitate greater rural distribution of all medical practitioners.

This has been the core workforce focus of the Commonwealth’s push to improve primary health care
capability. However, addressing the distribution of medical workforce is not enough and, even if
successful, leaves non-metropolitan communities without many of the primary care and other services
they require out of reach. In most cases those services have a strong legislative or regulatory basis
acknowledging universal entitlement and access. Inadequate access to AHPs is detrimental not only to
patients but also to GPs who want to or would refer patients for appropriate allied health care but are
unable to because they either:





Are not available within the patient’s location or reach;
Are not subsidised under the MBS or another mechanism – and so are unaffordable;
The GP is simply unaware or lacks the inclination to consider the potential role and benefits of
AHP interventions; or
A mix of these.

7. Who is responsible for funding allied health?
As stated above, allied health practitioners work across every health service settings and at every stage
of life. They work in public, community based and private settings including primary health care. Much of
the cost of health services fall to individuals: outside of public health, funding structures and supports are
designed so that individuals are required to meet the full or, if subsidised, larger portion of costs. Support
for allied health services under the MBS are not in any sense comparable to the support provided for
medical attendance. (Some welcome recent initiatives that ameliorate the situation are discussed later.)
When the issue of resourcing to support allied health service capacity, access and distribution is raised
with a sphere or government the reaction is very likely to involve minimising or denying responsibility and
pointing to other spheres of government or portfolios.


10

Commonwealth representatives frequently suggest (still) allied health is a state and territory
responsibility and may cite expectations that aren’t documented in National Health Reform or
Partnership Agreements, memories of services provided and funded for in previous decades.
o The view is contrary to fact but continues, although may be waning. It appears to be
more a statement of priorities than responsibility given the Commonwealth funds
(numerous but far from adequate) allied health services under the MBS; subsidises
Private /health Insurance (which often included allied health services); funds the NDIS
and aged care – both of which are expected to enable access to allied health services;
mental health; Aboriginal health and other priorities.

https://data.worldbank.org/indicator/SH.MED.PHYS.ZS?end=2018&start=2018&view=bar
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States and territories have various approaches in how they support allied health services, but are
likely to all reinforce primary care as being fundamentally a Commonwealth issue, to note
inadequate overall heath funding allocations and generally prioritise medical and nursing service
and workforce capacity.

Where AHPs work - Public & Private - Clinical FTE %
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Source: https://hwd.health.gov.au/resources/publications/factsheet-alld-2019.html
Data is only available for health professions registered through Ahpra and 2019 is the latest available
data.
The graph above clearly demonstrates the public system employs substantial number of allied health
professionals, but the majority work in the private and community sector.
Ultimately, support for allied health service capacity and access depends on context, service setting,
personal circumstances and the people involved. Clearly it is a matter shared by Federal, state and
territory governments, private insurers and others. The real and present risk is that allied health service
and workforce issues fall through the cracks.


Parliament inquiries offer an important mechanism to focus on broad, system-wide gaps and to
promote more effective and equitable outcomes for citizens nationally. Allied health is a key
component of the primary health service system and workforce. We hope all Committee
members will make an effort to promote a fuller understanding of primary health care and who is
involved in delivering it.

8. Is the workforce situation getting worse?
Allied health services are required not only in primary care but also in other health and service settings,
including disability, aged care, early childhood and veterans’ service systems and settings (among
others). As workforce development and capacity has not kept pace with the upsurge in demand across
these service systems there is also intense competition across them for the same workforce.
SARRAH regularly fields inquiries from allied health providers from across the country who are now
experiencing a crisis in workforce recruitment and retention, with some struggling with vacancy rates of
up to 50% of their entire allied health workforce. These organisations provide services across a variety of
settings - from health, disability to aged and community care, even local government, and are seeking
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advice and support about how to attract and retain allied health professionals in rural locations. What is
the cost to health, social and economic outcomes for rural communities?

Pressures from increasing and unmet demand from the National Disability Insurance Scheme have
been building for years now. There is so much demand from this sector that metropolitan-based
AHPs do not need to look far for work - there is more than enough at their doorstep. SARRAH
believes rural and remote workforce and service supply and capacity, already in severe shortage, is
worsening.

The 2021 Federal Budget included substantial measures to bolster the aged care workforce in
response to the Aged Care Royal Commission, but the focus on building allied health service and
workforce capacity, despite clear recommendations from the Royal Commission, has not been
prioritised.
The NDIS National Workforce Plan 2021-2025 provides some prospect of contributing to address these
pressures, not least because it acknowledges the need for coordinated effort on workforce development
across service sectors. A similar focus appears to underpin the recent work of the National Skills
Commissioner in preparing a Care Workforce Labour Market Study, which we understand was submitted
to the Hon Stuart Robert MP, Minister for Employment, Workforce, Skills, Small and Family Business in
late September.

9. Draft Primary Health Care 10 Year Plan
The Government is currently consulting publicly on its draft national Primary Health Care 10 Year Plan
2022-2032. The draft Plan, which has been developed iteratively over much of the past two years notes
people living in rural and remote areas have more limited access to health care services and poorer
health outcomes than people living in metropolitan areas and calls for a greater focus on allied health,
actions to incentivise multidisciplinary team-based care approaches and states that the Government is
looking to optimise the development and utilisation of high-quality allied health in primary health care
through this plan.
The draft Primary Health Care plan might help the Committee to consider whether the Terms of Reference
for this Inquiry are sufficiently broad.
SARRAH is in the process of reviewing the draft Plan but on the basis of our assessment to date believe
the proposed direction toward holistic, person-centred and integrated health care, a stronger focus on
prevention, targeted efforts to enable better access and outcomes for specific populations (including
Aboriginal and Torres Strait Islander people and people living in rural and remote Australia among others)
and greater emphasis on allied health care are essential and should be supported. To the extent
SARRAH has reservations it is that while the timeframes put forward to address some of these issues
may reflect change process capacity constraints rather than the urgency with which these reforms are
needed to address service shortfalls.

10. A rural allied health workforce and service strategy going forward?
A central strategy must be to leverage available resources and capacity – to promote better integration
and flexibility across service systems. This would support allied health service access in primary care
while spreading establishment and ongoing operational costs across service sectors that also need
access to allied health professionals. This issue was addressed clearly by the previous National Rural
Health Commissioner, Professor Paul Worley, in his report of June 2020 Improvement of Access, Quality
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and Distribution of Allied Health Services in Regional, Rural and Remote Australia to then Minister for
Regional Health, the hon Mark Coulton MP. Professor Worley articulated the need for cross-sector
approaches to address chronic allied health service and workforce shortages in rural and remote
Australia. His report noted:
Funding models such as those for private health insurance, the Medicare Benefits Schedule
(MBS), My Aged Care, and the National Disability Insurance Scheme (NDIS), are designed to be
market-driven solutions. However, in smaller rural and remote towns prone to thin markets and
market failure, these funding models are not effective and often exacerbate the ongoing
challenges to attract, retain and support an allied health workforce. Essentially, these factors
result in the allied health workforce largely remaining concentrated in and around metropolitan
and regional cities where these market-driven solutions are more effective and sustainable.
Meanwhile, rural and remote populations have insufficient access to allied health care. The result
is poorer health outcomes in those communities. (Page 13) and
In rural and remote communities, fragmented sector-by-sector funding approaches contribute to
the vulnerability of local economies and viability of allied health service models. (Page 16)
Professor Worley also noted with regard to MBS resourcing, in response to COVID, but also as an
underlying need (and we recognise the Government has since extended the telehealth provisions
referred to by Professor Worley):
The Commonwealth has rapidly responded to the need to reduce face to face contact of
clinicians and patients by enabling telehealth allied health consultations to be supported through
the MBS. While this has been welcomed by the sector and communities, the measures apply
only to those allied health professions and certain types of patients already able to claim through
MBS. The number of consultations is also limited. At the time of writing, the telehealth measure
is temporary and set to be rolled back in September 2020. An evaluation of expansion of
telehealth MBS billing and improvements of access to allied health for rural and remote
populations prior to September 2020 is recommended as a matter of urgency. (Page 21)
Given the workforce profile of allied health professionals there is a need to incorporate the private and
non-government workforce. This has been lacking to date. Greater focus on allied health is needed,
including by Primary Health Networks (PHNs) when considering workforce planning in liaison with public
system Local Health Networks (LHNs), including how to engage private and NGO allied health service
providers. There has been a fall-back tendency to assume the LHN will manage it all, when clearly they
do not have the capacity or system responsibility to do so. As indicated earlier, most AHPs work in the
private and NGO sectors and not in the hospital or public system. This mirrors the overall shift of
decades for health care to be provided in community rather than hospital settings: a trend set to continue.
The extent to which PHNs have focussed on or engaged with allied health services to date is at best
patchy and disappointing overall. Unsurprisingly, that reflects the priorities they are assessed against.
There is potential for this to improve and SARRAH will continue to seek opportunities and work with
PHNs that seek to address these issues.

11. What supports are available?
The focus of this section is on primary health care funding streams and the Commonwealth’s health
workforce support and distribution programs.
The MBS remains primarily a mechanism to support access to services provided by medical practitioners
outside of public hospitals. Notwithstanding the availability and gradual increase in the number of allied
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health service items available, the MBS does not provide an adequate basis to support viable rural
practice on the scale needed or enable allied health service access in rural and remote Australia11.
The recently released report of the MBS Review Taskforce on findings and recommendations relating to
allied health (last updated on the Department’s website in July 2021) includes numerous
recommendations about how to improve patient care, support allied health engagement and
communication with GPs, patients and others. These recommendations and measures are a very
welcome shift in the MBS toward more effective, holistic patient-centred care. Some, helpful measures
were included in the 2021-22 Budget.






A notable development is the new MBS items to enable allied health participation in
multidisciplinary case conferences. Allied health professionals frequently participate in such case
conferences but, unlike medical practitioners, have not been funded to do so – i.e. they have
been expected to and have participated without being paid.
From 1 November 2021, MBS items will become available for eligible allied health practitioners
who participate in multidisciplinary case conferences with medical practitioners (managed
through the GP) for patients under chronic disease management.
The Government is also introducing allied MBS subsidies for allied health involvement in early
diagnosis and treatment for children under 13 years with, or suspected of having, a pervasive
developmental disorder (including autism) or an eligible disability, under the care of a specialist,
consultant physician or GP.

Access to the subsidised service is only available through GP referral and the number of subsidised
services are tightly limited (unlike for medical services).
These developments should help support to promote and retain viable allied health practice and
potentially workforce and service distribution to areas of need.
The most substantial direct support to promote health workforce distribution provided by the
Commonwealth Department of Health is the Health Workforce Program (Program 2.3) which amounts
to between $1.5 and $1.6 billion a year12. The program is meant to promote distribution of doctors,
nurses, midwives, allied health, dentists and others.




While it is difficult to ascertain a breakdown of how this funding is distributed on a health
profession basis, the situation seems to be that around 80% of the funds go to support medical
organisations, practitioners, students and student supports – i.e. about 80% of funds going to
about 15% of the health professional workforce. Meaning the other 20% of funds is distributed to
support distribution of the 85% of health professionals who are not medical practitioners or
students.
As noted previously, there clearly is a strong case to support the further distribution of medical
professionals into rural and remote Australia which SARRAH supports. However, the case to
support the distribution of other health professions is no less compelling.

11

The MBS does include more substantial access to allied health services in some specific situations, such as access to
individual psychological therapy sessions for people under a GP arranged Mental Health Plan. In November 2019, the
Government also introduced increased in MBS subsidised services for people with eating disorders (including up to 40
psychological services and 20 dietitian services in a year). The level of support for allied health services for people with
eating disorders is a stark outlier, given the number of subsidised allied health services generally available to patients
with chronic disease is 5 in a year, even if they have multiple morbidities and require care from several allied health
service types.
12 Information on Program 2.3 is available at pages 55 and 56 of the Department’s 2020-21 Annual Report and pages 70
and 71 of the 2021-22 Portfolio Budget Statements.

Page | 13



SARRAH readily concedes these are estimates only and would welcome further information
being available, possibly through the Committee and this Inquiry.

It is important to note that many of programs that support GP practices in rural Australia (in addition to the
MBS and loadings) listed on the Department’s website do not have an equivalent program for allied
health practices. This includes practice incentive payments, supports to take on students and provide
clinical practice experience – which are essential if we are to expose students to rural practice and the
settings where community demand exists. This is another gap in a system that is not configured to attract
and build an adequate rural workforce. If such supports were available to other primary health care
providers in rural Australia it may also help to take some of the service pressures off GPs, as well as rural
hospitals.

12. Positive developments and further opportunities
As noted, the Commonwealth is, in some respects, broadening its perspective on supporting allied health
service access and acknowledging shortages in rural and remote Australia. The Department’s website
includes the following:
a) Increasing access to services in rural and remote Australia
Australians living in rural and remote areas have less access to allied health services than those
living in more built-up areas. This is due to both a shortage of allied health professionals in those
areas, and poor distribution of the available workers.
We fund:



the Allied Health Rural Generalist Workforce and Education Scheme, run by Services for
Australian Rural and Remote Allied Health (SARRAH)
workforce incentives to support general practices across Australia to employ or retain allied
health professionals.

Both initiatives deserve comment.


The Allied Health Rural Generalist Workforce and Education Scheme (AHRGWES) was a project
to expand the Allied Health Rural Generalist Pathway, which had been developed and
successfully implemented by Queensland Health over the past decade, into rural and remote
private and community based settings. Initial roll out of places commenced in October in 2019,
was welcomed by the sector and the 2021-22 Federal Budget provided over $9M over three
years for a further 90 AHRGP places (including 30 places in Aboriginal and Torres Strait Islander
community controlled services) and 30 Allied Health Assistant places to further improve service
reach and coverage.
o By supporting ARGHWES the Commonwealth made a fundamental shift toward more
active support for rural allied health workforce and services. SARRAH has long
advocated for fit-for-purpose approaches to meet the needs of rural and remote
communities. The 2021-22 Budget investment, provides opportunity to further
demonstrate the effectiveness of the model, and hopefully a basis for levels of
investment that better match community need.



The Workforce Incentive Program (WIP), provides financial incentives to help general practices
with the cost of engaging nurses, allied health professionals and/or Aboriginal and Torres Strait
Islander health workers and health practitioners. The inclusion of allied health professionals
under WIP was introduced as part of the Stronger Rural Health Strategy, introduced in 2019. The
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Strategy included funding to support an additional 3,000 doctors and 3,000 nurses in rural areas.
No similar increase was provided for allied health.
The WIP measure enabled GPs wanting to engage AHPs through their practice but did not
provide direct support for AHPs. SARRAH and others expressed concern following the
announcement as:
o To the best of our knowledge, no prior consultation was undertaken with rural allied
health stakeholders;
o We understood the WIP was already fully subscribed and without additional funding, the
impact in terms of service access could be negligible;
o There were no parameters apparent regarding targeting, need or place; and
o No assessment appears to have been made as to the impact on existing allied health
practices of directing funds to GPs for services that they may have already been
providing, including in thin markets.
The impacts of the WIP on allied health service capacity remain unclear. When SARRAH sought
information from the Department about WIP we were informed the information is neither
available, nor collected.
o SARRAH believes detailed allocation, investment and performance information on the
WIP should be available publicly, so that alternative and/or additional service measures
can be developed and debated.

b) Considering the New Zealand experience
If the Committee does broaden its focus to consider allied health professionals, it might consider a recent
report from New Zealand and a similar report might be usefully commissioned in Australia.
Notwithstanding differences in geography and political structures, New Zealand and Australia share many
challenges, including ensuring access and equity to care for rural and remote populations and improving
outcomes with Indigenous peoples.
Hidden in plain sight: Optimising the allied health professions for better, more sustainable
integrated care (June 2021) was produced by the New Zealand Institute of Economic Research
(NZIER), and commissioned by Allied Health Aotearoa New Zealand (AHANZ). The following excerpts
taken from Executive Summary of the report resonate with Australia’s experience.
The health system is under pressure due to both supply and demand factors: ……. On the
demand side, the growing burden of disease, particularly non-communicable disease including
musculoskeletal conditions, demands more GP time and contributes to both increased referrals
to specialists and greater acute demand in tier 2 settings. An ageing population reinforces this
trend. ……
But with GPs as the primary providers of these services, this shift threatens to increase access
barriers to primary care due to existing GP supply constraints. It also poses a threat to workforce
sustainability and patient experience and safety as GP time pressures become acute and
workloads become unsustainable. Only by enabling other practitioners to share some of the
growing burden of work currently being delivered by GPs, and contributing to reduced demand
through more effective prevention, will the shift from tier 2 to tier 1 settings be able to occur
without significant efficiency-equity trade-offs ….
Most GP practices are small, GP-owned, with minimal nursing and administrative support paid on
salary. Taking on an allied health professional within a primary care team represents a cost to the
business that can’t be recouped as no specific funding exists for this and co-payments,
particularly in areas where significant allied health support is most needed, already present
barriers to accessing care for many patients. …….….
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While referrals to secondary care are relatively high in volume and supported by health
pathways, referrals to allied health are minimal. Many GPs lack the ability to draw on allied health
skillsets or lack familiarity with specific practitioners in their communities, resulting in reluctance
to trust patient care to allied health. Lack of shared patient records and the cost of allied health
care being prohibitive for low-income patients further contribute to GP reluctance to refer.
These issues are important enough to consider and not dismiss.
c) The experience and implications of COVID-19
The COVID-19 pandemic and Australia’s response has highlighted several features and vulnerabilities
across our health system. Recognising these provides for opportunities to strengthen our systems and
mitigate future risks.
It is clear rural and remote communities and the health services that serve them are innately vulnerable
to the impact of pandemics, simply because the service infrastructure and workforce is more limited and
at higher risk of being taken off-line in the event of exposure or outbreaks.
Given these circumstances, being able to draw on available, ideally local, health workforce should be a
priority. Unfortunately, throughout the first year of the pandemic, substantial portions of the allied health
workforce and others (including those with expertise in respiratory conditions and emergency care skills)
were not included or able to participate in the response.




As early as March 2020, SARRAH and others were advocating to government that allied health
professionals could play a direct role in caring for Covid-19 patients and also take load off other
hospital demand and admissions, facilitate recovery and optimal use of critical care capacity.
The response was underwhelming.
In recent months, the NSW and Victorian governments have started to recognise the value of
allied health and other health professionals as part of a surge workforce – although perversely,
with a focus more on students than practitioners.

Throughout the pandemic, various government authorities have been inconsistent in their recognition of
and application of rules around whether allied health professionals are considered essential health care,
are able to continue providing services (often critical to peoples’ health and wellbeing, including
substantial deterioration, hospitalisation or worse) and incoherent cross-border and mobility
arrangements.


As an example, Tasmania has an acute shortage of allied health professionals. A SARRAH
member employed and undertook to facilitate and cover all costs of quarantine for a Speech
Pathologist who had agreed to relocate to Tasmania. Speech pathologists provide vital services
ranging from early child development through to assisting people to breathe, swallow and speak
again following stroke (as examples). The application was denied, having been assessed by
non-AHPs who deemed these services "non-essential". Many such incidents were reported to
SARRAH and colleagues.

There is no doubt the COVID-19 pandemic is having an impact on workforce mobility. Some of these will
have lasting and problematic impacts. For example, some AHPs who may have moved regionally or
interstate in their early- and mid-career are moving out of rural and regional communities home to be
closer to family, driven by the uncertainty of borders that may be closed at short notice and for indefinite
periods of time. Noting, the high demand and potential earnings available in metropolitan areas through
the NDIS and other sources described earlier, any further disincentive to rural practice must be avoided
where possible. Previously reliable inflows of internationally-trained AHPs, which has helped contribute
to allied health rural and remote service capacity has also dried up.
In May this year the Deeble Institute published an issues paper on managing the long term health
consequences of COVID-19 in Australia. The authors make some salient points about value-based
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health care as an effective approach to the future management of Long COVID and more broadly
for people living with chronic conditions:
For COVID-19 survivors, recovery is not merely about surviving a potentially lethal disease, but
also regaining their full health and improving their experiences of healthcare.
Once the acute care is delivered and lives are saved, as critical as these interventions are, the process of
recovery begins and allied health professions have several and major roles in that context. The same
should be understood in terms of the care required for people who survive cancer, stroke, or myocardial
infarction, to name a few.
Even if only considering the impacts of pandemics (such as COVID 19) greater allied health service
capacity is needed in rural and remote communities to:




Help keep people well and able to access treatment during a pandemic;
To be skilled contributors as part of the treatment and surge workforce – especially as alternative
surge capacity is by no means guaranteed; and
Facilitate recovery for those impacted by the disease.

Allied health must be involved fully in future planning and capacity building in the wake of COVID-19.
d) Recommendations of the previous National Rural Health Commissioner (NRHC)
In June 2020, the former National Rural Health Commissioner, Professor Paul Worley provided a report
to then Minister for Regional Health, the Hon Mark Coulton MP: Improvement of Access, Quality and
Distribution of Allied Health Services in Regional, Rural and Remote Australia.
The Report was the result of a welcome, extensive consultation and assessment of the issues with
Recommendations that were well considered. Progressing the Recommendations was identified among
the priorities for incoming NRHC, Associate Professor Ruth Stewart, in the Statement of Expectations
issued by then Minister Coulton on 23 March 2021. In August 2021, the Department of Health quietly
and without advising stakeholders who had contributed to the report, published a response,
the Australian Government's response to the National Rural Health Commissioner's report on
Improving the Access, Quality and Distribution of Allied Health Services in Rural and Remote
Australia. The Department’s response is low-key and includes some welcome aspects, point to a need
for ongoing advocacy to match the approach and urgency that drove the need for this long advocated-for
report to be undertaken by the NRHC.
e) Allied health workforce data
Addressing gaps in allied health workforce and service data is a key recommendation of the NRHC
Report, which SARRAH and other allied health organisations have been calling for over many years.
Without adequate data the evidence of service gaps can go unrecognised or ignored in policy and
decision-making. Of course, proving the need for greater investment is easier if the resources, data
systems and service supports already exist to collect, collate and advocate for them. The absence of data
does not mean the absence of need in the community. Adequate data and systems are needed to
reduce risk and to ensure planning and investment for optimal impact is well founded.
A priority for the Commonwealth CAHO identified shortly after her appointment in July 2020 is to progress
development of allied health data to support future workforce and service planning. This must proceed
as a priority, and with a multi-agency approach and broad stakeholder input.
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While this work is progressing, given current gaps in workforce and service capacity, and the consequent
implications for many peoples’ health and wellbeing, this work should be resourced to match its urgency.
f)

Viable rural and remote allied health practice

Despite the challenges and shortages identified in this Submission, private and community based allied
health rural practice exists and is viable. Some people may suggest this is not the case – but that flies in
the face of the thousands of rural allied health practitioners who continue to provide services. Existing
AHPs in rural Australia often manage to build and sustain practise by developing and/or adopting
innovative and flexible business models which allow them to continue in their commitment to
communities: it is imperative these are recognised and supported and that other developments do not
undermine their continued provision of services.
The problem is there simply are not enough of them and that fewer find rural practice viable, sustainable
or attractive enough to meet the need in these communities. That means conducive policy and program
supports are required, just as they are in supporting GPs. Mal-distribution is absolutely a problem and
rural and remote allied health shortages are severe. Distribution is inevitably a reflection of the adequacy
or otherwise of policy.
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ATTACHMENT A
Attachment: What is Allied Health?
Allied Health Professionals are qualified to apply their skills to retain, restore or gain optimal
physical, sensory, psychological, cognitive, social and cultural function of clients, groups and
populations.
An allied health profession is one which has:







a direct patient care role and may have application to broader public health outcomes
a national professional organisation with a code of ethics/conduct and clearly defined
membership requirements
university health sciences courses (not medical, dental or nursing) at AFQ Level 7 or
higher, accredited by their relevant national accreditation body
clearly articulated national entry level competency standards and assessment
procedures
a defined core scope of practice
robust and enforceable regulatory mechanisms.

Furthermore, the profession must consist of allied health professionals who:





are autonomous practitioners
practice in an evidence-based paradigm, using an internationally recognised body of
knowledge to protect, restore and maintain optimal physical, sensory, psychological,
cognitive, social and cultural function
may utilise or supervise assistants, technicians and support workers.

The identity of allied health has emerged from these allied health professions’ client focused,
inter-professional and collaborative approach that aligns them to their clients, the community,
each other and their health professional colleagues.
Excerpt from the Department of Health website
Ahpra-regulated allied health professions









Chinese medicine practitioners
Chiropractors
Medical radiation practitioners
Occupational therapists
Optometrists
Osteopaths
Pharmacists
Physiotherapists
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Podiatrists
Psychologists

Self-regulated allied health professions














Art therapists
Audiologists
Dietitians
Exercise physiologists
Genetic counsellors
Music therapists
Orthoptists
Orthotists/prosthetists
Perfusionists
Rehabilitation counsellors
Social workers
Sonographers
Speech pathologists

There are many other health practitioners who work closely with allied health professionals
(and other primary care providers) to improve the health of the Australian population. Some
examples include:





Aboriginal and Torres Strait Islander health practitioners offer culturally safe care for
Aboriginal and Torres Strait Islander people.
Asthma educators support patients and their families to better manage their asthma
care and minimise its impact on their quality of life.
Credentialed diabetes educators assist people with, and at risk of, developing diabetes
by empowering them to effectively self-manage their care and treatment.
Myotherapists provide physical therapy to treat or prevent soft tissue pain and
restricted joint movements.
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