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UNLEASHING THE ECONOMIC POTENTIAL OF THE RURAL HEALTH 
WORKFORCE 

    Introduction 
Rural Clinical Schools have a positive influence on rural 
communities and the culture of innovation in medical schools.  
What we know is that government-funded rural clinical schools 
have successfully increased rural origin medical students and 
attracted graduates to rural cities and towns. They have also 
contributed to retaining clinicians who become involved in clinical 
teaching and research which increases their job satisfaction.  

The challenges are to attract and retain clinicians in small towns 
and remote communities. A large number of rural clinicians are 
reaching retirement and more are working part time. The 
maldistribution of the medical workforce persists and many rural 
communities remain underserved. Rural people have more health 
problems and pay a higher gap for services than city dwellers.  

Expenditure on health workforce and health services should be 
seen as investment in economic development according to the 
World Health Assembly Global Strategy on Human Resources for 
Health: Workforce 2030. The WHO health workforce goal is: “To 
improve health, social and economic development outcomes by 
ensuring universal availability, accessibility, acceptability, 
coverage and quality of the health workforce through adequate 
investments to strengthen health systems, and the 
implementation of effective policies at national, regional and 
global levels.”  

To transform medical education in Australia to address the health 
workforce mal-distribution, we need to intensify and scale up 
rural and remote medical education by building on the success of 
the Rural Health Multidisciplinary Training RHMT program. 

 

 

 

 

 

 

Key Principles of future rural medical workforce planning 
• Focus education and training to create a rural 

workforce with requisite skills to meet the need of  
rural communities 

• Provide support for rural training pathways and rural 
generalist specialty training to equip a workforce with 
skills required to meet the needs of rural communities  

• Increase capacity for medical education in smaller and 
more remote communities. 

• Increase retention rates through focussed strategies 
which need to be multiple in nature and include the 
capacity for doctors to participate in teaching and 
research as well as providing clinical and professional 
support. 

• Support existing international medical graduates 
(IMG) and attract those who are most likely to remain 
in rural and remote areas. 

• Promote the health workforce as vital for economic 
productivity gains in rural communities. 

• Maximise opportunities for universities to provide 
innovative, distributed medical courses. 

 
 

Recommendations 

• Funding for 120 new rural junior doctor posts with an 
emphasis on primary care. 

• Provide funding for procedural training for existing 
GP’s to become rural generalists and clinical educators 
to be leaders and mentors for the next generation of 
medical professionals.  

• Provide a minimum of 150 additional Specialty 
Training Posts for rural generalist specialists. 

• Increase opportunities for rural academic clinicians to 
deliver training and supervision for clinicians working 
in RA4 and RA5 areas to assist retention.   

• Allocate a minimum of $5m pa from Medical Research 
Future Fund MRFF for collaborative rural heath 
workforce research. 

• Increase the number of places in programs that 
provide training support for GPs to obtain fellowship 
while they are working in remote locations. 
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   Trends, drivers and predictions 
Geographic maldistribution of the medical workforce is significant 
and correction of this trend has been a policy focus for a number 
of years. Specific policies and programs to encourage doctors to 
work in rural and remote areas do influence where doctors 
practice and there continues to be variation in the numbers of 
doctors in different regions. These include, scholarships, bonding, 
and procedural grants. While AIHW data indicates that the 
number of doctors has increased from 1997 to 2007, greater gains 
have occurred in cities compared with regional and remote areas, 
which contributes to an increase in the maldistribution of the 
medical workforce. It is more difficult to attract and retain doctors 
in smaller more isolated communities. Data support the idea that 
the rural medical workforce is mal-distributed with a skew 
towards locating in more affluent and educated areas, and against 
locating in smaller, poorer and more isolated rural towns, which 
struggle to attract an adequate supply of primary care services 
(McGrail et al 2017). The proportion of GPs in city and regional 
areas has increased. However, the more remote areas remain 
underserved. See table one.  

 
 

 

 

 

Table One: GPs per 1000 population by geographic zone, 1986-2011 
 

The proportion of IMG workforce in Australia rose from around 
25% to over 40% between 1990 and 2010, with the GP workforce 
in most rural regions between 40 and 50+% (Duckett 2013).  

Studies in many countries have shown that the three factors most 
strongly associated with entering rural practice are: (1) a rural 
upbringing; (2) positive clinical and educational experiences in 
rural settings as part of undergraduate medical education; (3) 
targeted training for rural practice at the postgraduate level 
(Strasser et al 2016). 

There is strong endorsement for the positive influence that rural 
undergraduate clinical training has on promoting rural career 
intentions. The longer the exposure to training in the rural 
context, the greater the impact on interest in future rural practice 
and, particularly, the greater the likelihood that important life 
decisions will also be made in the rural context (Eley et al 2012). 

Findings confirm that current selection initiatives are insufficient 
to address the continuing problem of doctor maldistribution in 
Australia.  

Slightly reducing selection scores does not result in increased 
failure, or meaningfully impaired performance during training 
relative to urban origin students.  

There is a need for further reform to current medical student 
selection, which remains largely determined by academic 
meritocracy (Hay et al 2017).  

The Medical School’s Outcome Database shows the majority of 
students are based in cities or major urban centres and has 
changed little since 2011.   

After accounting for other factors relating to rural work, RCSWA 
graduates were three times more likely to work rurally than either 
control group. These data suggest that RCSWA has a significant 
independent effect on rural workforce (Playford & Puddey 2016). 

The RHMT policy initiative presents a wide range of educational 
innovations and research opportunities contextualised to each 
rural community they serve (Greenhill et al 2015). Smaller sites 
provide superior support for student learning and some 
universities successfully offer more than one year in rural 
locations. Evidence supports a distributed non-metropolitan 
model of medical education and it would be possible to expand 
successful rural medical programs through redistribution of some 
Commonwealth Supported Places (CSP’s) to rural areas with a 
pathway to rural vocational training.  More regionally-located 
junior doctor and specialty training places would further increase 
the medical workforce (Sen Gupta et al 2014). Given the limited 
workforce available in rural areas to supervise clinical inter-
professional learning (IPL) placements, an innovative service-
learning IPL model in rural NSW aims to build social capital may 
be a useful educational model (Craig et al 2016).  

University of Adelaide was set up to give medical students the 
opportunity to undertake outreach trips and clinical placements 
in remote Indigenous communities.  

Following their placement, participants expressed a significantly 
higher mean likelihood of working in an Indigenous community in 
the future (Warren et al 2016).  

Students of socially accountable schools were more likely to stay 
in rural areas and serve disadvantaged communities, and were 
often more skilled than students from more traditional schools to 
meet the needs of underserved communities (Reeve et al 2017). 

 
1986 1991 1996 2001 2006 2011 

Metro 1.77 1.83 1.69 1.99 1.70 2.37 

Regional 1.16 1.12 1.13 1.34 1.24 1.83 

Rural 0.82 0.80 0.83 0.91 0.93 1.07 

Remote 0.79 0.70 0.76 0.93 0.95 1.17 

National 0.96 0.92 0.94 1.09 1.06 1.36 



We recommend that rural prevocational training in primary care 
settings be coordinated through the new Rural Hubs.  

The NSW cadetship is an effective link between medical school 
and rural practice. The success of the program relies in part on 
the mentoring, networking and other educational opportunities 
available to cadets, which serve to foster their interest and 
provide a structured pathway to long-term rural practice (Lewis 
et al 2016). The proportion of interns who signed up early that 
still worked as physicians in the study area by April 2014 (29%) 
was twice as high as among the regular interns (15%) and interns 
in the comparison area (14%). Among the 59 interns who signed 
up early still working in the study area in April 2014, 33% had 
grown up in this area. However, the greatest benefits were for 
the most densely populated municipalities in the study area. 
(Gaski & Abelsen 2017). The regional training hubs will provide a 
sound foundation to build the rural workforce. 

Postgraduate training in rural areas needs to build a critical mass 
of long-term rural specialists. Rural origin is associated with 
regional centre recruitment. Professional, social and locational 
factors are all moderately important in both recruitment and 

retention. Specialist medical training for regional centres ideally 
requires both generalist and subspecialist skills sets. Workforce 
policy needs to address modifiable factors with four groups, 
namely Commonwealth and State Governments, specialist 
medical colleges and local communities, all needing to align their 
activities for achievement of long-term medical workforce 
outcomes (May et al 2016).  

Rural and remote communities require more procedural general 
practitioners (GPs) and they are more likely to be retained in rural 
areas.  The Remote Vocational Training Scheme provides good 
support for GPs while they are working in remote locations 
(Wearne et al 2010).  Future GP’s intend to work fewer hours than 
current GP’s (Harding et al 2016). Rural GP training needs a more 
holistic approach which considers personal attributes such as 
cooperativeness, rural identity and provision of geographically 
focused rural training pipelines to encourage Registrars to bond 
to individual rural communities and further develop their 
personal connectedness to country life and rural medical practice 
(Ely 2016).

 

Conclusion 

Our vision for the future is to attract more rural origin students into medical schools delivering high quality, distributed medical education. 

 We can design a seamless rural training for medical graduates through a national Rural Generalist Training Pathway and prolonged 
specialist training opportunities in non-traditional locations.  

We will provide clinical teaching opportunities that increase job satisfaction to attract and retain rural clinicians.  

Our research will have an impact on the health services and wellbeing of rural communities and demonstrate the socio-economic benefits 
of investment in the rural health workforce.   

 
 
 
  

 
 
 

 
 
 
 

 

 

 

 

 

 

  



 4 
 

References 

Craig PL, Phillips C, Hall S. Building social capital with interprofessional student teams in rural settings: A service-learning model. Aust J Rural Health. 2016 
Aug;24(4):271-7. doi: 10.1111/ajr.12268  

 
Eley DS, Laurence C, David M, Cloninger CR, Walters L. Rethinking registrar attributes for Australian rural general practice training. Aust J Rural Health. 

2016 Sep 7. doi: 10.1111/ajr.12319. 
 
Eley DS, Synnott R, Baker PG, Chater AB. A decade of Australian Rural Clinical School graduates--where are they and why? Rural Remote Health. 

2012;12:1937. Epub 2012 Mar 6. 
 
Gaski M, Abelsen B. Designing medical internships to improve recruitment and retention of doctors in rural areas. Int J Circumpolar Health. 

2017;76(1):1314415. doi: 10.1080/22423982.2017 
 
Greenhill JA, Walker J, Playford D. Outcomes of Australian rural clinical schools: a decade of success building the rural medical workforce through the 

education and training continuum. Rural Remote Health. 2015 Jul-Sep;15(3):2991. Epub 2015 Sep 16. 
 
Hay M, Mercer AM, Lichtwark I, Tran S, Hodgson WC, Aretz HT, Armstrong EG, Gorman D. Selecting for a sustainable workforce to meet the future 

healthcare needs of rural communities in Australia. Adv Health Sci Educ Theory Pract. 2017 May;22(2):533-551. doi: 10.1007/s10459-016-9727-0. 
 
Harding C, Seal A, McGirr J, Caton T. General practice registrars' intentions for future practice: implications for rural medical workforce planning. Aust J 

Prim Health. 2016 Nov;22(5):440-444. doi: 10.1071/PY15049. 
 
Health Workforce Australia. Health workforce 2025: Doctors, nurses and midwives: Health Workforce Australia Adelaide, Australia; 2012 
 
Lewis MJ, Ellis R, Adusumilli SK, Cameron I. Twenty-five years on: outcomes of a longitudinal evaluation of the NSW Rural Resident Medical Officer 

Cadetship Program. Rural Remote Health. 2016 Oct-Dec;16(3):3846. Epub 2016 Oct 25. 
 
May J, Walker J, McGrail M, Rolley F. It. Aust Health Rev. 2016 doi: 10.1071/AH16159. 
 
McGrail MR, Russell DJ Australia's rural medical workforce: Supply from its medical schools against career stage, gender and rural-origin. Aust J Rural 

Health. 2016 Nov 21. doi: 10.1111/ajr.12323 
 
McGrail MR, Wingrove PM, Petterson SM, Humphreys JS, Russell DJ, Bazemore AW. Measuring the attractiveness of rural communities in accounting for 

differences of rural primary care workforce supply. Rural Remote Health. 2017 Apr-Jun;17(2):3925. doi: 10.22605/RRH3925. 
 
Medical Schools Outcome Database National Data Report 2016 http://www.medicaldeans.org.au/wp-content/uploads/MSOD-National-Data-Report-

2016-FINAL.pdf 

 
Nestel D, Bearman M, Brooks P, Campher D, Freeman K, Greenhill J, Jolly B, Rogers L, Rudd C, Sprick C, Sutton B, Harlim J, Watson M. 
A national training program for simulation educators and technicians: evaluation strategy and outcomes. BMC Med Educ. 2016 Jan 22;16:25. doi: 

10.1186/s12909-016-0548-x. 
 
Playford D, Puddey IB. Interest in Rural Clinical School is not enough: Participation is necessary to predict an ultimate rural practice location. Aust J Rural 

Health. 2016 Nov 16. doi: 10.1111/ajr.12324 
 
Porter J, Quinn K, Kane K, Stevermer J, Webb W. How we incorporated service learning into a medical student rural clinical training experience. Med 

Teach. 2016;38(4):353-7. doi: 10.3109/0142159X.2015.1078889 
 
Reeve C, Woolley T, Ross SJ, Mohammadi L, Halili SB Jr, Cristobal F, Siega-Sur JL, Neusy AJ. The impact of socially-accountable health professional 

education: A systematic review of the literature. Med Teach. 2017 Jan;39(1):67-73. doi: 10.1080/0142159X.2016.1231914 
 
Sen Gupta TS, Woolley T, Murray R, Hays R, McCloskey T. Positive impacts on rural and regional workforce from the first seven cohorts of James Cook 

University medical graduates. Rural Remote Health. 2014;14(1):2657. 
 
Strasser R, Couper I, Wynn-Jones J, Rourke J, Chater AB, Reid S. Education for rural practice in rural practice. Educ Prim Care. 2016 Jan;27(1):10-4. doi: 

10.1080/14739879.2015.1128684 
 
Terry DR, Baker E, Schmitz DF. Community assets and capabilities to recruit and retain GPs: the Community Apgar Questionnaire in rural Victoria. Rural 

Remote Health. 2016 Oct-Dec;16(4):3990. Epub 2016 Nov 25. 
 
Warren JM, Irish GL, Purbrick B, Li JJ, Li X, Fitzpatrick DJ, Faull RJ. Developing the future Indigenous health workforce: The feasibility and impact of a 

student-led placement programme in remote Indigenous communities. Aust J Rural Health. 2016 Oct;24(5):306-311. doi: 10.1111/ajr.12281. 
 
Wearne, S; Giddings, P; McLaren, J; Gargan, C.2010, Where are they now? The career paths of the Remote Vocational Training Scheme 

registrars.  Australian Family Physician; 39.1/2  (Jan/Feb 2010): 53-6.  

https://www.ncbi.nlm.nih.gov/pubmed/?term=Cloninger%20CR%5BAuthor%5D&cauthor=true&cauthor_uid=27600456
https://www.ncbi.nlm.nih.gov/pubmed/?term=Eley%20DS%5BAuthor%5D&cauthor=true&cauthor_uid=22394086
https://www.ncbi.nlm.nih.gov/pubmed/?term=Li%20X%5BAuthor%5D&cauthor=true&cauthor_uid=27087669
http://search.proquest.com/indexingvolumeissuelinkhandler/33668/Australian+Family+Physician/02010Y01Y01$23Jan$2fFeb+2010$3b++Vol.+39+$281$2f2$29/39/1$2f2?accountid=10910
http://search.proquest.com/indexingvolumeissuelinkhandler/33668/Australian+Family+Physician/02010Y01Y01$23Jan$2fFeb+2010$3b++Vol.+39+$281$2f2$29/39/1$2f2?accountid=10910
http://search.proquest.com/indexingvolumeissuelinkhandler/33668/Australian+Family+Physician/02010Y01Y01$23Jan$2fFeb+2010$3b++Vol.+39+$281$2f2$29/39/1$2f2?accountid=10910

	unleashing the economic potential of the rural health workforce

