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Q3: In what ways are these changes visible as recruitment difficulties, role shortages or 
skills shortages? 

 The issues raised above will continue to exacerbate limited allied health workforce 
supply in rural and remote Australia. 

 Recruitment continues to be costly for employing organisations.  
 Ongoing recruitment and retention issues leads to further increased staff attrition due 

to high workloads and an inability to meet demand. 
 AHPs and other health staff can struggle when working with Aboriginal communities 

where access to Aboriginal staff is limited to advise on best approaches to use 
community health services. 

Your vision for the future community services & health workforce 

Q4: How does the community services and health workforce need to change to meet future 
demands?  

 In consultation with other stakeholders, determine current allied health workforce 
levels across Australia, research the health needs of local communities, identify 
workforce shortages and develop strategies to fill the gaps. 

 Greater access to allied health services in rural and remote areas through more 
equitable and accessible funding models. 

 MBS item funding needs to be aligned with actual allied health service delivery cost. 
 Remove partitions to accessing allied health care created by artificial need for 

referrals through GPs when AHPs are first-contact practitioners. 
 More role flexibility of some workers in particular sectors and areas, for example rural 

and remote generalist positions.  
 Greater numbers of Aboriginal staff employed in health agencies will assist in 

community engagement and quality of practice. 

Q5: What new job roles do you think there is a need for, and in each case is the need 
national, state-wide or regional? 

 Perhaps Allied Health Generalists (AHG’s) and Allied Health Assistants (AHA’s) but 
further work is required to determine scope of practice and models of supervision in 
rural and remote settings.  In particular industrial instruments outlining appropriate 
working conditions need to be further developed. 

 Advanced practitioners need to be established in allied health. 

Q6: What new job roles are being recruited for, and where is this recruitment taking place 
(e.g. specific sectors, regions or states). 

 Our earlier comments on AHG’s and AHA’s generalists equally apply here. 

Actions to address workforce development priorities  

Q7: What is currently in place to support training and other workforce development activities 
to help ensure that there are sufficient workers with the required skills in your sector(s)?  

 SARRAH administers, on behalf of the Commonwealth Government Department of 
Health, 5 allied health streams of the Nursing & Allied Health Scholarship and 
Support Scheme.  These continue to be oversubscribed with approximately 67% of 
eligible applicants in 2014 being unable to secure financial support due to funding 



shortfalls. 

Q8: What are the current barriers to necessary workforce development (including training) in 
your sector? 

 Responses to Q2 also apply here. 

 Limited external funding to support rural clinical placements for non-medical 
practitioners which in turn limit the supply of rural health clinical placements for 
students. 

 The need for many higher education providers to pay for clinical placements for allied 
health students. 

 Rural employer’s in particular smaller organisations require increased resources to 
accept student and/or new graduate placements.  For example if the current 
workplace supervisor is part time they may need to work more hours to enable a 
student to undertake a placement. 

Q9: Please describe any specific activities that your organisation is involved in that address 
existing and emerging workforce development priorities - and the impact these activities 
have had.  

 As per Q7. 

Q10: What supportive actions from government, CS&HISC and/or other agencies would help 
your organisation to perform its role(s) more effectively, in relation to: 

a) Training Package development and national standards that are relevant to job roles 
b) Effective training delivery including work placements and assessment 
c) Supporting workforce development activities beyond training 

 Significant increase in the range of programs and level of incentives to recruit and 
retain AHPs in rural and remote settings is required. 

 Rural and remote AHP workforce support in line with what is available to the medical 
profession. 

Other comments 

 
 


