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SECTION 1 - INTRODUCTION 

Background  
Nowhere is the problem of access to health services greater than in rural and remote areas.1 
“Lack of access to quality healthcare providers is one of the primary root causes of health inequity 
and is disproportionately experienced by people living in remote and rural communities”.2 While 
poor access and social inequity are not confined to non-metropolitan areas, for geographically 
large countries such as Australia and Canada, this problem translates into major inequities in 
resource distribution and service provision in rural and remote areas, with consequent 
unacceptable inequalities in the health and well-being of their populations.3,4 For example, rural 
and remote Australians have poorer health outcomes, die sooner than people living in urban 
areas, and Medicare has a $1 billion underspend on people in rural and remote areas. Not only 
are problems of access to services at the heart of health outcome inequalities and inequities, but 
importantly they have persisted over time,5,6 and remain the single biggest impediment to 
improving the health outcomes of geographically disadvantaged groups of the population.7 

The Centre of Research Excellence in Rural and Remote Primary Health Care (CRERRPHC) 
was launched in 2011 at Parliament House in Canberra by the Honourable Mr Mark Butler, the 
Minister for Mental Health and Ageing (see Figure 1).  The CRERRPHC was established to 
undertake research on access and equity issues in relation to rural and remote primary health 
care (PHC).  This focus is premised on the following: 

> The inequality of health outcomes between the one-third of Australia’s population living in 
rural and remote regions and their metropolitan counterparts is unacceptable;8 

> The acute compounding effect of geography on socio-economic disadvantage in rural and 
remote areas;9 

> Evidence that effective PHC services diminish problems of workforce recruitment and 
retention;10,11 

> Evidence that PHC services are the most efficient and effective vehicle for improving health 
outcomes;12 and 

> A logic model that provides the explanatory associations between health service inputs in 
specific contexts, service outputs and health outcomes.13 

The initial CRERRPHC was funded for four years until 31 December 2014, but received a one-
year extension of funding through 2015.     

Figure 1: Launch of the CRERRPHC 2011 - L to-R: Professor David Lyle (CI), Professor John Humphreys (CI), Hon. Mr 
Mark Butler (Minister for Mental Health and Ageing), Professor Lesley Barclay (Chair, National Rural Health Alliance) & 
Mr Gordon Gregory (CEO, National Rural Health Alliance) 
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A ims  o f  the  CRERRPHC 
The research program of the CRERRPHC aimed to better understand key access and equity 
issues relating to the provision of appropriate, effective and high quality primary health care 
services in rural and remote communities of Australia. The integrated research program 
comprised three broad streams of research activity: 

Stream 1: the geography of access 
Arguably, one of the most important aspects of equity and access to PHC services is the location 
and distance to these vital resources. Stream 1 research aimed first to assess differential access 
to PHC services and service utilisation on a national level, using sophisticated geo-spatial 
methodologies; and, secondly, to produce evidence and generate an improved measure of 
access (the Index of Access) to inform national PHC workforce planning and evaluation 
necessary to ensure citizens have an equal opportunity to be healthy. 

During 2015, the CRERRPHC externally validated the Index of Access with key stakeholder 
groups, policymakers, service planners and other experts; outlined its appropriateness and 
application as a national health service, and workforce planning tool for rural and remote areas; 
and investigated the relationship between rural and remote population dynamics, service 
availability and access patterns.  

Stream 2: the impact of rural and remote context on primary health care practice 
Far from being provided ubiquitously, the availability of PHC in rural and remote areas relates 
very closely to the context in which services are provided and the nature of activity that PHC 
workers do.  Different models of provision are required to take account of differences in population 
size and density, location, and needs.  Unfortunately, a major gap limiting current health reform 
initiatives designed to increase equity of access to health care, is lack of knowledge about what 
mix of PHC services communities of different sizes and locations require (and could reasonably 
expect) in order to maximise quality health outcomes.  Ensuring equity of access requires a good 
understanding of the service requirements in terms of funding, infrastructure and human 
resources. 

Stream 2 research aimed to collect primary data from high-performing PHC services operating in 
different rural and remote contexts, to identify indicators and develop ‘benchmarks’ for key service 
requirements (such as workforce and funding), and service performance (for example, early 
intervention, treatment of acute and chronic disease) that can be used to quantify the volume and 
distribution of available care (that is ‘who gets how much of what services’).  

Extension of this stream in 2015 enabled completion of this work and contributed to an 
examination of the fly in/fly out workforce in remote communities.  The extension also provided 
ongoing support for 3 PhD students. 

Stream 3: evaluating sustainable PHC service models 
Research has shown how a “one-coat-fits-all” model of health care fails many rural and remote 
Australians.  The aim of Stream 3 research was to evaluate innovative PHC services which fill 
service gaps, better target health needs and promote rural workforce recruitment.  This research 
aimed to highlight PHC models that minimise barriers (such as distance and affordability) and 
maximise access to optimal care in different contexts, particularly focussing on aged care, mental 
and Indigenous health.  Building on previous research, the CRERRPHC sought to apply generic 
environmental enablers and essential service requirements to differing contexts in order to 
identify ‘what models work best where and why’.10,11 

In short, the CRERRPHC research program sought to provide a national platform showing how 
improved access to appropriate PHC services for populations in locations with poorest access 
will increase equity in health care through improved health literacy, service utilisation and health 
outcomes.   
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In 2015, a comprehensive evaluation and synthesis of studies undertaken in Stream 3 was 
undertaken.   

Conceptua l  bas i s  and  ra t iona le  
Penchansky & Thomas’s landmark paper15 captures the multidimensional concept of accessibility 
– incorporating availability, accommodation, affordability and acceptability.1,14 This concept of 
accessibility is operationalised within a logic model framework that underpins the CRERRPHC  
research program (Figure 2).  Previous research (shown in stipple) has empirically validated the 
relevance of this framework through developing (i) a typology of PHC service models appropriate 
in different rural and remote contexts; (ii) a framework that defines the environmental enablers 
and essential health service requirements across these different models; and (iii) indicators and 
benchmarks specifically for workforce retention.10-11, 16-19 This research has received national and 
international acclaim by academics and policymakers through its explanation of the context of, 
and inputs to, effective and sustainable PHC services.  

The research investigated in detail, how appropriate and sustained PHC service inputs contribute 
to direct and indirect health outcomes that ensure improved health status for all Australians (see 
shaded area in Figure 2). The CRERRPHC research helps to generate measures by which to link 
PHC models with improved efficiency, acceptability and appropriateness of care necessary to 
ensure sustainable improved health outcomes.  Specific studies focused on sustainable models 
of aged care and mental health service delivery (two of the most important national priority areas 
relevant to under-served populations), and the role and importance of health knowledge and 
literacy in improving access to PHC. 
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Figure 2: An evidence-based logic model for primary health care for small rural and remote communities 
(After: Watson et al., 2009.) 
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The research demonstrates how geographical disadvantage (felt most acutely in rural and remote 
areas) exacerbates the effects of social determinants on health and organisational problems that 
contribute to poor health outcomes.  Importantly, too, it highlights the urgent and critical need for, 
and importance of, sentinel measures by which to monitor the impact of improved access to 
appropriate PHC on health behaviour and health outcomes.  Geographic-based indicators and 
benchmarks are essential for monitoring the provision of PHC services13,20 and evaluating 
national policies designed to provide effective and equitable health care to all Australians 
regardless of their place of residence. 
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SECTION 2 - METHODS 
The CRERRPHC research program combined Australia’s best rural and remote health 
researchers across four sites with pre-eminent early career researchers, post-doctoral research 
fellows and PhD students, and international experts from North America.  The CRERRPHC 
comprised staff from departments across four universities (Figure 3): 

> Monash University School of Rural Health in Bendigo 
> Monash University Graduate Medical School, Churchill 
> Centre for Remote Health, a joint Centre of Flinders & Charles Darwin Universities, Alice 

Springs 
> The Broken Hill University Department of Rural Health (University of Sydney) 

Associate investigators from Macquarie University, the Northern Territory Department of Health, 
and overseas, provided invaluable input to the research program. 

 
Figure 3: Location of CRERRPHC sites in Australia 

Organ isa t i ona l  a r rangements  fo r  the  CRERRPHC 
Strong leadership, efficient management and administration, minimal bureaucracy, effective and 
transparent communication, and collaborative decision-making are key to any successful and 
sustainable organisation.  With this in mind, the CRERRPHC spent some time initially in putting 
into place good governance and management measures, together with strong and efficient 
organisational arrangements, to complement the strong academic leadership: 

Governance, leadership and management 
The management of the CRERRPHC was maintained through a Management Committee 
comprising the Chief Investigators (CIs), and was chaired by CIs Humphreys and Wakerman who 
took overall responsibility for the effective operations of the CRERRPHC.  Face-to-face meetings 
of CIs were held from the outset to put into place necessary strategic planning and agreements.  
In addition, to ensure efficient organisational arrangements and that academic programs were on 
track, annual face-to-face meetings were supplemented by fortnightly meetings of the CIs held 
by teleconference.  These regular meetings and communication maintained the success of the 
collaboration and enabled the successful completion of joint projects, as well as training and 
supervision for research students across institutions.  In addition to the central management and 



P a g e  | 10 

operational functioning of the CRERRPHC, individual roles were assigned to CIs in order to 
ensure the efficient and effective functioning at each of its nodes. 

Academic leadership 
As with any successful organisation, strong academic leadership was required to ensure that the 
CRERRPHC met its goals.  Individual CIs shouldered this responsibility. 

> CI McGrail and CI Humphreys co-led the Stream 1 ‘Mapping access to PHC and service 
utilisation’ project; 

> CI Wakerman led the Stream 2 ‘Developing an appropriate PHC evaluation framework for 
service access and equity’ project; 

> CI Lyle took responsibility for researcher capacity building activity, particularly with higher 
research degree students, and co-led the Stream 3 ‘Developing and evaluating sustainable 
PHC service models to improve access’ project with CI Perkins.  

Staff of the Poche Centre for Indigenous Health in Alice Springs (Flinders University) contributed 
to the research program, but the original intention of the Poche Centre taking leadership of the 
Indigenous health literacy and health services research was not fully realised for reasons beyond 
the control of the CRERRPHC. 

Fortnightly academic teleconferences were held to review academic progress across the 
CRERRPHC research program, and these were complemented by annual face-to-face 
gatherings and presentations.  In addition, there were regular teleconferences of individual CIs 
and researchers at various stages of the projects. 

Figure 4: CRERRPHC team - Back (L-R): Melissa Lindeman, Steven Guthridge, David Perkins, Susan Thomas, Mike 
Jones, Matthew McGrail, Penny Buykx, Marita Chisholm, Sue Kirby, David Lyle, Yuejen Zhao, John Wakerman – Front 
(L-R): Lisa Lavey, John Humphreys,Deborah Russell, Jessamy Bath, Tim Carey 

Project Manager 
In addition to the organisational and academic leadership, a key role in any successful research 
organisation is that provided by the Project Manager.  The exceptional performance of Lisa Lavey 
in fulfilling this role was a critical component of the success of the CRERRPHC.  Initially, Lisa 
Lavey occupied this role half-time, but for the latter three years of the CRERRPHC she assumed 
the role full-time because of the onerous work-load and diverse nature of its national activities.  
The task of the project manager included: 

> Organising meetings and conference attendance; 
> Interfacing with stakeholders, universities, governments , health authorities and professional 

bodies; 
> Meeting all reporting and contractual requirements; 
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> Developing and maintaining the CRERRPHC website; 
> Establishing and managing the CRERRPHC Twitter page; 
> Preparation of the CRERRPHC newsletter and other publicity for the CRERRPHC; 
> Developing and maintaining a database for monitoring the impact of the CRERRPHC; 
> Finalising and desk-topping all reports and publications; 
> Liaising with APHCRI and the broader CRE Network; 
> Being responsible for finances and all fiscal reporting; and  
> Managing an extensive range of extraneous duties that evolved during the course of the 

CRERRPHC. 

In addition, the Project Manager, in conjunction with the Project Manager from the Centre for 
Obesity Management and Prevention Research Excellence in Primary Health Care (COMPaRE-
PHC), and the Research Manager at APHCRI, developed a “Tips for New Players” document to 
assist in the establishment and management of multi-institutional centres of research excellence. 
This draft document was presented at Australia’s 2013 Primary Health Care Research 
Conference and subsequently formed the basis for a $20,000 grant in 2015 to further develop 
and validate this important tool.  The findings of this study were presented to the CRE Network 
Meeting in Canberra (April 2015), and the 2015 Primary Health Care Research Conference in 
Adelaide (July 2015). The final document entitled “Establishment and Management of a Multi-
Institutional Centre of Research Excellence: Tips for New Players” was presented by Lisa Lavey 
at the 2015 Australasian Research Management Society Conference in Singapore (October 
2015) and is available on the APHRCRI website: http://aphcri.anu.edu.au/resources/researchers.  

Chief investigator meetings 
Chief Investigators met regularly each fortnight by teleconference to discuss all aspects of the 
performance of the CRERRPHC.  This important and, at times, onerous responsibility ensured 
the efficient functioning of the centre, facilitated and enabled strategic forward planning, and 
maintained a strong focus on relevant, rigorous and high-quality academic research. 

Research Stream meetings 
Central to the academic success of the CRERRPHC is the full engagement of all staff, thereby 
ensuring shared communication and understanding of the requirements of the CRERRPC and 
strong guidance and supervision of early-career researchers and postgraduate students.  To that 
end, Stream Leaders and all academic staff linked by teleconference each alternate fortnight to 
report and discuss progress with projects. 

L i nkage w i th  end-users  
With PHC research, the engagement of end users (including health authorities, service providers, 
policymakers and consumers) is vital to the effective planning, implementation and take-up of 
outcomes.  The CRERRPHC research program incorporated a comprehensive strategy to ensure 
regular and effective communication and widespread dissemination of its activities so that end-
users are aware of, and informed by, the research program, in order to maximise take-up and 
implementation. 

Role of the Advisory Committee 
The CRERRPHC established a National Advisory Committee (NAC) made up of key remote, rural 
and Indigenous policymakers, consumers, service providers and advocacy groups.  The National 
Advisory Committee included representation of key rural groups such as the Health Consumers 
of Rural and Remote Australia Inc (HCRRA) and peak Indigenous organisations such as the 
Aboriginal Medical Services Alliance of the Northern Territory (AMSANT). Details of members, 
terms of reference and meeting dates are shown in Appendix 2.  While the composition changed 
over the five-year period, every attempt was made to ensure widespread organisational and 
geographic representation. 

http://aphcri.anu.edu.au/resources/researchers
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Governments and bureaucrats 
Staff from the CRERRPHC maintained regular contact with policymakers and staff from the 
Australian Department of Health, both through face-to-face meetings and teleconferences.  The 
CRERRPHC conducted and led several seminars, roundtables and meetings over the five years, 
details of which are shown in Appendix 3.  Evaluation feedback from such meetings showed that 
these were highly valued and provided a useful avenue for informing staff from across a wide 
spectrum of government (see Appendix 4). 

APHCRI 
CIs from the CRERRPHC maintained regular contact with APHCRI, including face-to-face 
meetings, attendance at CRE network meetings, regular interaction with APHCRI Directors, and 
in relation to ongoing reporting requirements.  Staff from the CRERRPHC were actively engaged 
with the APHCRI interest group in geo-spatial analysis and spatial epidemiology, participating in 
forums and as a member of its advisory group. 

Health services, professional organisations and consumers 
The CRERRPHC approach to PHC research was very much aligned to the principles and 
processes that underpin the Canadian Institutes of Health Research Citizen Engagement 
framework.24 To that extent, our team employed processes whereby consumers were engaged 
as a member of the NAC or reference groups associated with the actual research activity, as in 
the cases of the Elmore Primary Health Service research or the evaluation studies in Aboriginal 
communities by Wakerman and his staff. 

Research outcomes were always translated in a form suitable to meeting the needs of different 
audiences, including the mass media (both print and radio); brochures and presentations for 
diverse lay audiences; in culturally appropriate forms for Indigenous communities and ethnic 
groups; in 1:3:25 format reports for politicians and bureaucrats; in peer-reviewed publications; 
and in social media and electronic format on our websites and associated links.  Staff also 
presented at numerous conferences and scientific meetings to inform their constituency about 
the most current evidence relating to rural, remote and Indigenous health services research. 

In summary, the CRERRPHC staff maintained excellent and regular interaction with its diverse 
population of stakeholders, ensuring that good communication channels facilitated dissemination 
and take-up of the outcomes of the centre. 

Academic  research  &  knowledge genera t i on  methods  
The CRERRPHC team brought together extensive research methodological expertise, including 
sophisticated geographical information system (GIS) and regression modelling, analysis of large 
data sets, longitudinal survey and program evaluation skills, systematic review skills, health 
economics expertise, detailed case-study and qualitative expertise, and importantly, the research 
skills required to work closely with Indigenous communities.  Each research stream adopted 
methods most appropriate to its investigations.  All research activities were usually preceded by 
an extensive review of the relevant literature to guide the study.  In addition, a major 2½ day 
research methods workshop (together with a comprehensive manual) was held in Adelaide for 
early-career researchers within the CRERRPHC. 

Specific methods underpinning the activities of each stream are provided in detail in the 
publications listed at Appendix 8.  In summary these generally comprised: 

Stream 1 
Wherever possible, researchers drew on existing secondary data available at the national level, 
and only collected primary data where necessary.  A systematic assessment was undertaken of 
existing (secondary) primary care workforce datasets. Researchers drew on data available at the 
national level or specific state-level data, but remained limited by the aggregated nature of most 
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secondary datasets. Notable exceptions of usable small-area workforce datasets were Medicare 
Australia and the Australian Medical Publishing Company (AMPCo), both enabling full-time 
equivalence data of rural general practitioners at the town or community geographical level. 
Datasets from state-level Rural Workforce Agencies were additionally used for subprojects 
relating to rural workforce retention and turnover modelling. 

In the absence of any empirical secondary data relating to health service utilisation behaviour of 
rural residents, primary data were sought. An extensive delivery-and-collection survey of 
residents from five small rural communities across two states was conducted in order to derive 
empirical data relating to access behaviour when seeing a doctor for a non-emergency 
consultation. Differences were analysed between residents of densely-populated and sparsely-
populated rural communities, notably of ‘distance-decay’ (propensity to travel larger distances for 
health care) and most important access dimensions (when deciding to utilise health care) using 
multivariate regression models and paired-comparison methods. The survey instrument is shown 
in Appendix 5. 

In developing the Index of Access, sophisticated Geographical Information System (GIS) 
techniques using road network analysis methods within the ArcView software were employed. 
Floating catchments were then used as the framework for calculating accessibility. Recognising 
that residents in more sparsely populated areas are prepared to travel further to access 
healthcare, five catchment size levels were used. Service availability measures used included 
the volume of general practitioner (GP) services according to the Australian Government’s 
Medicare Benefits Schedule and the Australasian Medical Publishing Company. Resident 
locations, population size and surrogate variables for health needs were sourced from ABS 2011 
census data. A composite health needs measure was calculated using weightings for socio-
economic status, Indigenous population % counts and age. A full description of the methods 
underpinning the Index of Access are contained in our Discussion Paper and the Geospatial 
Health journal paper (See Appendix 8: papers 11, 83). 

In 2015, the Index of Access was validated by key rural health workforce and policy stakeholders 
targeting expert individuals (see Appendix 12 for the reported outcomes).  

Stream 2 
The complex nature of the benchmarking research required both qualitative and quantitative 
methods.  First, a systematic review of international peer-reviewed literature was undertaken as 
the basis for determining what is known about core primary health care services.  Building on this 
evidence, a comprehensive Delphi study comprising experienced rural and remote experts from 
across Australia was conducted, and the results formed the basis for a face-to-face focus group 
meeting held in Adelaide. 

A complex methodology was used to develop a sample of high performing PHC services in rural 
and remote Australia for primary data collection.  Data for potential primary care practices were 
accessed with permission through the Improvement Foundation Australia (IFA) based on the 
Australian Primary Care Collaboratives.25 Staff from the CRE in Primary Health Care 
Microsystems: researchers at the Greater Green Triangle University Department of Rural Health, 
Flinders and Deakin Universities assisted this process.  Practice quality scores were based on 
improvement measures over one year, for type 2 diabetes mellitus and coronary heart disease.  
Additional data included ABS census data (used to assign a population to the communities where 
the primary care practice was located), and an ASGC-RA 1-5 rating applied to each community. 
Eligible practices were sorted according to 12 population groups.  Following ethics approval from 
the Central Australian Human Research Ethics Committee (HREC-12-57), practices from four 
States and one Territory were approached to participate in the ‘benchmarking’ study.  The survey 
instrument is shown in Appendix 6.  The timing of the data collection was dependent on the 
availability of practice staff.  Face-to-face, on-site visits were conducted by at least two members 
of the CRERRPHC, and data collected were supplemented by the provision by each practice of 
additional detailed financial and workforce data.   
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Whilst remote services approached were willing to participate, logistical, organisational and 
capacity issues resulted in extended timeframes. Extension of the CRERRPHC was welcome to 
enable us to complete this fieldwork. Both quantitative and qualitative analyses were employed 
to examine the data.  

Stream 3 
Because the range of PHC service models varies greatly across rural and remote areas, a key 
aspect of the methodology was to review the vast extant literature in order to identify gaps with 
existing knowledge.  A wide range of stakeholders, practitioners, service providers and health 
organisations from diverse rural and remote areas worked closely with the research team to 
facilitate both primary and secondary data collection, and the maintenance of these relationships 
was vital in contributing to the success of the research activity. A range of both qualitative and 
multivariate quantitative methods were used for data analysis, with specific details provided in 
each of the peer-reviewed publications listed in the next section. 

During the 2015 extension of the CRERRPHC a narrative synthesis was undertaken of key 
findings from seven PHC service evaluations in rural and remote Australia, in order to better 
understand how context influences what made these models work, where they worked and why.  
All the PHC service reforms were successfully implemented to provide access to health care that 
was previously not available to residents.  The analysis involved a shift in focus from delineating 
key barriers and enablers for effective implementation to consider how those factors interact in 
real world settings to enable the dissemination of evidence based PHC services and programs. 
Fifteen papers reporting on seven CRE service evaluations published between 2012 and 2015 
were included.   

Capac i t y  bu i ld ing  
A key goal of the CRERRPHC was building the 
next generation of rural health researchers.  
The CRERRPHC research capacity building 
programs sought both to increase the quantum 
of experienced post-doctoral researchers ready 
to lead future research efforts, and also to 
deliver a cohort of competent researchers who 
have completed PhDs in rural and remote 
centres.  The CRERRPHC also sought to 
engage rural health policymakers, service 
providers and consumers in the research 
process. 

Part of its strategy to achieve this was through 
providing supervisors and mentors from 
multiple sites across rural and remote 
Australia, assisted by using information 
technology to overcome the isolation of small 
groups of research students in rural and remote locations. The supervision team brought together 
considerable multi-method expertise in applied epidemiological, bio-statistical and health 
economics skills (using large data sets and sophisticated econometric modelling); rural health 
workforce, services and policy; and indigenous health.  The extensive research training expertise 
and experience provided by the CIs was complemented by that of Associate Investigators and 
international partners.   

Two broad strategies were used to build research capacity: 

Dr Deborah Russell discusses her PhD thesis research 
with Professor Raymond Pong from Laurentian 
University Sudbury Canada. 
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Internal – ‘Growing PhD and Post-Doctoral Researchers’ 
The CRERRPHC provided PhD scholarships and post-doctoral positions in Bendigo, Alice 
Springs and Broken Hill, supported by high level research supervision from across institutions.  
Five PhD students were supported. Post-doctoral researchers were supported to gain CI status 
on nationally competitive grants, as a means of ensuring future research leadership and 
sustained PHC research activity in rural areas.  These early career researchers were also given 
significant exposure to the process of knowledge translation through their participation in 
meetings with high-level policymakers in government. 

As part of a strategy to help break down research isolation resulting from the tyranny of distance 
characterising rural and remote areas, the CRERRPHC made extensive use of interactive 
technology to maximise research support.  Supervisors, mentors, higher-degree students and 
post-doctoral researchers operating from widely dispersed sites, engaged in several training 
programs, including journal clubs, virtual methods training workshops, research forums, and 
seminars on topical health service reform issues and policy debates. 

External – ‘Building research skills of rural health practitioners’ 
The CRERRPHC provided funding support to release staff from PHC services for one day a week 
for a period of two years.  Expressions of interest from rural health practitioners working in all 
CRERRPHC catchment areas were sought, detailing potential projects, the nature of support 
from their practice or employer, and their interest and experience in undertaking research.  These 
were reviewed and short-listed, potential candidates interviewed, and 9 offers were made. 

Following their induction, site supervisors worked closely with these early career researchers to 
fashion their projects in accord with the aims of the CRERRPHC and to ensure they were feasible.  
All successful candidates were funded to attend a 2½ day face-to-face methods workshop held 
in Adelaide early in their program.  Regular teleconferences were held between site supervisors 
and students to discuss problems and as a means to share ideas and discuss their research. 
Each student selected a research topic relevant to the interests and needs of their practice and 
community, and was expected to complete a peer-reviewed publication at the conclusion of their 
‘internship’. 

Knowledge  t rans fe r  
Knowledge transfer was an integral part of the CRERRPHC program.  To that end, staff from the 
CRERRPHC adopted a multi-faceted knowledge translation strategy that maximised 
dissemination of research outcomes and the likelihood of knowledge take-up by effectively 
engaging and targeting likely end-users.21 

Dissemination of research outcomes – Website and Newsletters 
Effective communication with all stakeholder groups is vital to knowledge translation and the 
uptake of evidence into policy and practice.  Our current knowledge dissemination has national 
reach to the most remote Australians.23  Given the diversity of media and the plural nature of its 
intended audience and interested organisations, the CRERRPHC adopted a broad-ranging 
dissemination strategy that spanned peer-reviewed publications, conference and workshop 
presentations, newsletters, media presentations, use of twitter, and a web-site (See appendices 
6, 7, 8 and 9). 

Tracking knowledge impact and uptake 
The ability of research to influence the PHC sector depends on the quality, relevance and 
timeliness of the evidence generated, and a robust communication strategy that engages with 
the diverse stakeholder population.  An important aspect of evaluating the research undertaken 
by the CRERRPHC was ensuring that there existed a comprehensive framework against which 
its impact could be assessed.  A particularly important aspect of this was ascertaining which 
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audiences were being impacted and the nature of the impact.  For this reason, CRERRPHC staff 
invested considerable time in reviewing current literature on knowledge transfer as the basis for 
developing a fit-for-purpose research impact framework. This resulted in an important publication.  
See Appendix 8 (Paper 57). 

This research impact conceptualisation formed the basis for constructing an impact monitoring 
database for the purpose of harnessing all measures of the research impact.  Led by CRERRPHC 
Project Manager, Lisa Lavey, together with assistance provided by Dr Matthew McGrail, the 
database was developed using Microsoft Access to handle complex data.  Underpinned by the 
research impact framework, the impact indicators are organised by who is affected by the 
research (academics, policymakers, service delivery providers and society at large), and whether 
the impacts were initiated by the producer or by the user of the research. 

Knowledge translation strategies 
A key aspect of the CRERRPHC mandate was the translation of knowledge generated into PHC 
policies and practice.  Given that uptake of evidence depends more on factors related to the 
behaviour of researchers and the receptivity of decision-makers and practitioners than on the 
attributes of the research itself,24 the CRERRPHC worked closely with leading stakeholders, 
consumers and policymakers to ensure that the research was based on user needs and accorded 
with the right predisposition or political and material conditions. Evidence was contextualised 
within the environment in which it was to be used. Good use was made of the NAC, meetings 
with APHCRI and the DoH, reference groups which included representation of key stakeholders 
from all State, Territory and national government health departments, key organisations such as 
the National Rural Health Alliance, Colleges of General Practice and Rural Medicine, Indigenous 
organisations, nursing and allied health organisations, and consumers. 

Part of the CRERRPHC knowledge translation strategy was to help build capacity for uptake by 
decision-makers.  The CIs have been extensively involved with national policymakers and 
decision-makers through presentations, workshops, meetings and targeted distribution of its 
publications.  Working closely with, and providing evidence directly to, these networks and 
'communities of practice' has been shown to be one of the most effective means of knowledge 
dissemination and take-up.  

An additional requirement of the CRERRPHC was to respond to government requests for 
evidence.  The CRERRPHC has built on its existing very strong track record to respond to 
requests from government and health authorities to provide advice and undertake timely research 
relevant to their immediate policy needs and imperatives.  This was exemplified especially well 
in the work undertaken by staff from the CRERRPHC in developing an improved classification to 
overcome existing problems with use of the ASGC-RA scheme to underpin rural and remote 
programs by the Department of Health.  More details on the construction and adoption of the 
‘Modified Monash Model’ are outlined in the next section. 
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SECTION 3 - RESULTS 

Knowledge  genera t i on  
The Stream 1 research program was led by Dr Matthew McGrail.  What 
follows is a very brief resume of key outputs, because a significant 
amount of this activity has already been disseminated in the peer-
reviewed literature (see Appendix 8). 

Stream 1: the geography of access and equity:  
Stream 1 has generated important new evidence relating specifically to 
three vitally important aspects of access and equity: 

(i) The development of a national Index of Access based on 
service availability, need for care, and their ability to access 
services; 

Unlike existing measures of access, this index integrates population health needs within its 
measurement, thereby measuring ‘equity of access’ and not just rurality or remoteness.  Using 
available secondary data, the Index of Access is sensitive to small area differences and 
longitudinal changes in services, and adaptable for measuring access to PHC services in rural, 
remote and outer-metropolitan areas.  This improved measure of access can be used to inform 
the optimal delimitation of integrated PHC services into regional networks at different 
geographical scales (such as Medicare Locals/Primary Health Networks) or changes in access 
with new services (such as GP Superclinics). 

A key publication is noted Appendix 8 (Paper 28). 

In 2015, the Index of Access was published in a peer-reviewed academic paper, and its 
development was described in an accompanying technical Discussion Paper. The results of the 
external validation are contained Appendix 12. In general, there was strong support for the value 
of the new Index of Access and its potential application within rural health service planning and 
resource allocation decision-making. Key recommendations were: 

> Utilisation of the Index of Access is supported by rural health workforce stakeholders and 
policymakers and should be explored further in 2016. 

> The Index of Access should be viewed as a health service planning tool to complement 
current use of the Modified Monash classification. 

> The Index of Access will be most useful as a decision tool if it is updated annually. 
> Data holders should make available their key workforce datasets across the range of primary 

health care providers in order to improve the value of the Index of Access. 
> Further research may be required to improve suitability of the Index of Access for planning 

health services in remote areas. 
In 2015, an additional paper was developed to demonstrate the importance of how access is 
measured, describing implications for health service planning. Publications completed during the 
2015 extension are noted in Appendix 8 (Papers 4, 11 & 83).  

(ii) New empirical information of patterns of utilisation of health services;  
For purposes of health service planning, it is vital to know the ease with which patients can access 
an appropriate service at times of need.  In a country as large and diverse as Australia, patterns 
of service utilisation differ.  Many factors affect this, but unfortunately there has been a dearth of 
empirical research to identify how different factors facilitate or impede service use, and how these 
vary across geography. 

Staff from Stream 1 of the CRERRPHC undertook a survey of 5 small communities varying in 
geographical location which ascertained their usual behaviour with respect to use of primary care 

Dr Matthew McGrail 



P a g e  | 18 

health services and gathered information about the distances they would be prepared to travel to 
obtain PHC at times of need.  The results gained from these empirical data were vitally important 
in informing the parameters of the Index of Access model, thereby assuring it of greater construct 
validity.  Key publications are noted in Appendix 8 (Papers 12 & 37). 

(iii) The development of a ‘fit-for-purpose’ classification to guide the allocation of 
workforce incentives. 

Given the CRERRPHC mandate of being responsive to the needs of government, and 
recognising the long-standing inequities and problems associated with continued use of the 
ASGC-RA classification to guide rural and remote incentives programs, staff from the 
CRERRPHC combined their collective expertise with data from the Medicine in Australia: 
Balancing Employment and Life (MABEL) project (of which Humphreys and McGrail were CIs) to 
generate a new improved classification scheme which is based on what rural doctors actually do 
and the differing geographical contexts in which they practise.  The outcomes of this research 
were published in a peer-reviewed journal and received widespread acclaim from government 
and professional organisations for their practical application (leading to the Modified Monash 
Model – MMM).  The policy significance and process by which it has become applied is outlined 
in the following Discussion and Policy Option section. A key publication is noted in Appendix 8 
(Paper 60). 

During 2015, the MMM was first implemented by the Department of Health for rural GP retention 
incentives policies, with negotiations continuing for its expanded application to other rural 
workforce programs.  Feedback from the Index of Access evaluation, and a public seminar run 
by the National Rural Health Alliance on the MMM, also supported the need for multiple ‘fit-for-
purpose’ classifications, including both the MMM and Index of Access.   

Case Study: Matthew McGrail and Robert Graham Centre Visiting Fellowship 
Dr Matthew McGrail was awarded the 2014 Australian 
Primary Health Care Research Institute (APHCRI) 
Robert Graham Center Visiting Fellowship to further 
investigate how GIS and large datasets can be 
efficiently and effectively utilised to underpin rural 
primary health care policies relating to workforce 
planning and service delivery.  

Matthew’s Fellowship enabled him to travel to the 
Robert Graham Center (RGC) in Washington DC for 
five weeks in October and November 2014 where he 
worked with geospatial and health services 
researchers on two new projects, the first 
investigating how ‘rurality’ and other geographical 
characteristics relate to retention of rural primary care 
doctors in the USA; and secondly on spatial accessibility outcomes in both Australia and the USA.  

In 2015, Matthew developed a new paper evaluating the role of community amenity and other population 
dynamics on rural and remote patterns of workforce availability (see Appendix 8: Paper 5). 

Matthew travelled to the Northern Illinois University, in DeKalb, Illinois, where he discussed the 2-step 
floating catchment area method with Professor Wei Luo and conducted a one-hour research colloquium 
to postgraduate students in the Department of Geography. Matthew also visited Dr Don Pathman and 
Professor Tom Rickets, both world leaders of rural workforce retention and mobility research, at the 
Sheps Centre for Health Services Research in North Carolina. He also joined 1,000 attendees from 15 
countries at the North American Primary Care Research Group (NAPCRG) Annual Meeting in New York. 

L-R: Andrew Bazemore (RGC Director), Matthew 
McGrail & Steve Petterson (RGC Research 
Director) 

 



P a g e  | 19 

Stream 2: Benchmarking the impact of rural and remote context on primary care 
practice:  
It has been recognised for some time that “a critical component of 
monitoring and strengthening the performance of national health 
systems is the identification of a set of benchmarks and indicators – 
and the means for their measurement – for monitoring the health 
workforce.”25 Led by John Wakerman, Stream 2 research staff 
undertook land-mark research investigating the generation of 
benchmarks for primary health care services in differing geographical 
contexts. 

The first stage was a comprehensive systematic review of extant 
(national and international) literature, in order to ascertain what PHC 
services were considered optimal in order to ensure equitable access 
to health care in varying communities differing in size and 
geographical location.  The resultant publication was so timely and 
significant that it achieved ‘highly accessed’ status almost 
immediately. 

Stage two involved a comprehensive Delphi study of experts from across rural and remote 
Australia, and defined what core PHC services rural and remote residents should reasonably 
expect to access.  A key aspect of this research was identifying their availability for communities 
differing in population size and geographical location. 

The third stage of the work involved primary data collection from exemplary PHC services 
stratified by size and geographical location.  This extensive fieldwork required the cooperation of 
selected PHC services in providing detailed workforce, financial and service data relating to their 
practice. At the end of 2014, this work was still in progress.  However, two key messages were 
emerging from early data: 

> the need for an efficient methodology to collect comprehensively the quantitative data 
associated with the costs of providing PHC in different settings, and  

> the immense value and insight gained from the qualitative data provided by existing PHC 
workers about what they actually do in their communities and the support they require to 
deliver comprehensive PHC. 

Key publications are noted in Appendix 8 (Papers 34 & 44). 

During 2015 financial, workforce and service delivery data for 7 rural and 11 remote PHC centres 
were collected and analysed to identify potential workforce and funding benchmarks.  

Rural practices exhibited wide variability in costs across population groups. Workforce constituted 
the greatest proportion of expenditure. Several issues emerged that would need to be addressed 
in order to develop benchmarks, define the scope of services provided and characteristics of the 
population catchment, categorise service models, and ensure comprehensive collection of cost 
data Nonetheless, benchmarks are important if governments are to ensure equity of access to 
PHC for all Australians regardless of where they live.  

Data for remote services show more promising results.  The discrete nature of remote health 
services has offered a more reliable population denominator, while the more consistent nature of 
remote service types has simplified comparison.  Despite lengthy delays to obtain community 
approval and work through travel logistics, a larger sample was achieved.  Early observations 
include significant correlations between population and per capita costs, workable variances in 
costs per consult, and a relationship with cost estimations reported in other studies.  Work is 
currently underway to include the cost of visiting services to ensure that estimates include the full 
cost of remote primary health care.  Results will be published in 2016.  Key publications with 
detailed results published or submitted during 2015 are noted in Appendix 8 (Paper 6, 17). 

Professor John Wakerman 
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Stream 3: Primary health care models: 
Research undertaken in Stream 3 specifically targeted improved 
equity in health outcomes associated with improved access to 
integrated models of care, especially mental health and aged care.  
This focus on mental health and aged care, particularly as they apply 
in Indigenous populations, reflects the importance of these national 
priority areas for rural and remote communities currently experiencing 
the most inequitable access to services.   

A detailed examination of one innovative model of care for mental 
health (which built on extensive work investigating rural emergency 
mental health access utilising telehealth, integrated models of care, 
and with the Royal Flying Doctor Service and rural GPs) was 
conducted by staff from the Broken Hill node of the CRERRPHC led 
by PhD student, Emily Saurman and her supervisors Professor David 
Lyle and Dr Sue Kirby, with a number of significant publications 
emerging. These are noted in Appendix 8 (Papers 29, 30, 31 & 32). 

Key publications published during 2015 are also noted in Appendix 8 (Papers 9, 16 & 84). 

Important research was also undertaken in relation to mental health and aged care, where a key 
factor in health system reform is to connect health and aged care services for people over the 
course of their lives. Accordingly, in line with priorities identified by practitioners and consumers 
in remote areas, this research sought to ensure streamlined, consistent assessment of eligibility 
for care across all aged care programs, and coordinated service provision with the broader 
system of care. The significant unmet need associated with access to community and residential 
care services, particularly for Indigenous populations, people with dementia and other mental 
health problems, financially disadvantaged people, and people living in remote areas is widely 
recognised. Importantly, CRERRPHC research also examined the important issue of 
acceptability of PHC services to Indigenous patients and community participation.  Staff from the 
Alice Springs node of the CRERRPHC, including Professor Tim Carey, Postdoctoral Research 
Fellow Associate Professor Melissa Lindeman, and PhD student Jessamy Bath led important 
work in this area.   

Key publications are noted in Appendix 8 (Papers 21, 39, 40, 42, 43, 47, 48, 49, 54, 55, 64, 65, 
66, 70, 73 & 74). 

Further publications published during 2015 are noted in Appendix 8 (Paper 18). 

The analysis of studies undertaken in Stream 3 in 2015 generated several key themes associated 
with improving access and sustainability of primary health care.  These included the importance 
of:  

> Community consultation, engagement and ownership. 
> Community capacity to articulate their health needs and negotiate with health services and 

government agencies, including supporting the development of leadership skills for local 
community members. 

> Funding.  
> Collaboration or integration with key health providers including the clarification of roles and 

responsibilities. 
> Establishment of governance and operational procedures. 
> Ongoing feedback, monitoring and assessment against performance indicators including the 

ability to adapt and respond as needed.   

Detailed results are contained in a Synthesis paper as noted in Appendix 8 (Paper 3). 

 

  

Professor David Lyle 
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Rural area case study 1  – The Elmore Primary Health Service study 
The CRERRPHC was awarded further funding from 
the Commonwealth Department of Health to continue 
its Elmore Primary Health Service (EPHS) longitudinal 
study.  Working closely in partnership with staff from 
the EPHS, the project is: 

> Evaluating the performance and sustainability of 
the service, and  

> Monitoring the quality of care, changes in health 
outcomes of residents using the service, and the 
impact of the service on community viability and 
satisfaction.  

Numerous benefits have accrued from this collaboration, 
including peer-reviewed publications, quality improvement in the service, research capacity building of 
local rural health professionals, and knowledge translation to many other small rural and remote health 
services. Testimony to the value of embedding research closely with service delivery was EPHS’s 
success in receiving the 2015 Victorian ‘Rural General Practice Award’ from more than 120 nominations. 

Key publications are noted in Appendix 8 (Papers 33, 36, 56 & 76). 

During 2015, this research involved staff from the Elmore Primary Health Service (EPHS) and Monash 
University in the ongoing audit of clinical data and a qualitative investigation of how the service had been 
able to expand successfully to nearby towns to provide primary health services across a wider region. 

Clinical data collection: An annual audit of clinical data relating to previously identified sentinel indicators 
was undertaken in 2015.  Review of these data indicates that it is time to begin the longitudinal summary 
of patterns and trends in these indicators.  Accordingly, these data are being transferred to a format 
suitable for analysis within a statistical software package, so that the pattern and trend analysis required 
for the final report can commence, and the outcomes evaluated.   

Service expansion:  In 2015 a detailed qualitative analysis of how the Elmore Primary Health Service 
has expanded to 8 nearby rural towns was undertaken. Staff across all sites were interviewed and 
completed a questionnaire on service expansion. 

While community engagement was important throughout, 
service expansion comprised 5 broad stages, viz: initiative, 
consultation, roll-out, evaluation and consolidation, as 
indicated in the conceptual model included in the resulting 
article. The full range of previously identified key 
environmental enablers and essential service requirements 
were very important for successful expansion, particularly 
during roll-out and consolidation stages.  Individual services 
benefited from a regionally ‘networked’ PHC model through 
the assistance that could be provided to meet essential 

service requirements in rapidly changing circumstances. 

This important study is soon to be published in Open 
Access format in the academic journal Rural and Remote 
Health so that it is widely available for interested 
stakeholders (Appendix 8: paper 7). 

Capacity building: The data collection and writing up of a short research note highlighting the research 
capacity building that occurred and its benefits is well under way and will be completed within the allotted 
time frame. 

In summary, this important collaborative research has continued successfully throughout 2015, and 
generated important results that have been broadly disseminated.  As the Elmore Study reaches the end 
of its funding, preparation of the final report is already in train. 

 

  

L-R: Deborah Russell, John Humphreys, Lisa 
Lavey with Rohan Jenner & Kathy Tuohey 

L-R: 2015 Victorian Rural General Practice 
Award: Dr Adel Asaid (EPHS), State 
parliamentary secretary for health, Mary-Anne 
Thomas & Kathy Tuohey (EPHS) 
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Remote area case study 2 – The Fitzroy Crossing study. 
There is increasing evidence that strengthening primary health care is the 
key pathway to reducing health inequities in disadvantaged populations. 
The caveat, however, is that it must be comprehensive and involve 
community participation to ensure needs are met in a manner that is 
acceptable to the community. In order to have any long term effects on 
health outcomes, it must also be sustainable as well as addressing the 
social determinants of health. An example of these principles in action is 
the evolution of health services in the Fitzroy Valley in the Kimberley region 
of northern Western Australia.  Led by Carole Reeve, staff from the 
CRERRPHC have had the privilege of observing and studying their journey 
over the past few years.  

The personal impact of the mortality due to chronic disease and underlying 
socioeconomic disadvantage was the catalyst for community-initiated 
changes in health service delivery. Over a 10-year period involving two 
extensive 18-month-long periods of community consultation, a Community 
Controlled Health Service was established and a formal partnership with 

the State Health Service established. The result was a unique partnership enabling a comprehensive 
approach to primary health care.  

The Community Controlled Health Service provides health promotion, 
environmental health services, and Cultural Guardianship, and has had 
a significant impact on health in the Fitzroy Valley through alcohol 
restrictions and addressing the social determinants of health. Through 
the Partnership, it has also had a significant impact on reorienting health 
service delivery. The shared vision with the State Health Service to make 
illness prevention a priority was made possible through the policy 
changes embodied in the National Health Reform.  

The changes in health service delivery resulting from this reorientation 
included a systematic approach to screening for chronic disease and 
implementing interdisciplinary care as cases were identified, in addition 
to dealing with the presenting complaint.  

Understanding how this innovative primary health care service evolved, 
and the factors instrumental in bringing about significant reorientation to 
a comprehensive primary health care service relevant to the local 
context, provides important insight into the requirements for effective 
health service change and sustainability, thereby informing policy and 
service development for other small disadvantaged communities. This case study highlights what is 
possible and necessary to deliver appropriate and accessible primary health care in communities 
seeking to align services with local needs. Publications resulting from this work are noted in Appendix 8 
(Paper 15). 

In 2016, Dr Carole Reeve completed her PhD by publication.  Further publications with detailed results 
are noted in Appendix 8 (Papers 10, 13 & 15). 

Capac i t y  bu i ld ing  
Internal program 
The CRERRPHC has achieved considerable success in the training and development of early 
career researchers, a function of close engagement of staff on core research projects within our 
individual centres. The capacity building program was complex, partly due to the time and 
resources required to train researchers with different interests from different backgrounds working 
in different environments, and because of the long time period required to ensure rigorous training 
appropriate to the needs of the researcher.  Nonetheless, considerable success was achieved, 
as exemplified by the following case-study of one of the five PhD students. 

Dr Carole Reeve 

L-R: John Wakerman & 
John Humphreys 
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PhD Case study – Deborah Russell  
Dr Deborah Russell exemplifies the successful research capacity building 
undertaken by the CRERRPHC.  Deborah undertook important research on the 
critical issue of PHC workforce retention in rural and remote areas.  Her PhD 
thesis, ‘The patterns, determinants and measurement of rural and remote 
primary health care workforce turnover and retention’ has provided important 
new empirical evidence to guide rural health workforce retention policies. 

Deborah received her testamur at a graduation ceremony in December 2014, at 
the Monash University Clayton campus.  

Deborah’s PhD publications are noted in Appendix 8 (Papers 51, 52, 53, 68, 69 
& 75). 

Noteworthy too has been the extent to which involvement with the CRERRPHC research program 
has assisted career development of many staff, several of whom have risen to senior academic 
positions in universities.  The promotions include: 

> Matthew McGrail promoted to Senior Research Fellow, Monash University 

> John Wakerman promoted to Associate Dean, Flinders Northern Territory 

> Tim Carey promoted to Professor, Flinders University 

> Melissa Lindeman promoted to Associate Professor, Flinders University 

> Mike Jones promoted to Professor, Macquarie University 

> David Perkins promoted to Professor, University of Newcastle 

> Leigh Kinsman promoted to Professor, University of Tasmania 

> Penny Buykx, Senior Research Fellow, University of Sheffield 

> John Humphreys, Emeritus Professor status, Monash University 

> Susan Thomas, Postdoctoral Research Fellow, University of Newcastle 

The 2015 funding provided continued support for two PhD completions (Saurman and Reeve) 
with a further two due to submit in the near future (Chisholm & Tyrrell).     

External program: 
The comprehensive methodology that was devised to meet the needs of the external early career 
researchers has already been described.  Much credit for the program must be attributed to the 
diligence, expertise, and commitment of the three supervisors – Dr Sue Kirby, Dr Bernadette 
Ward and Dr Susan Thomas – who spent countless hours working in close conjunction with their 
individual students. 

In addition, considerable gain was made from conducting group workshops throughout the 
CRERRPHC program, as exemplified in the following case-study. 

  

Deborah Russell 
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Research capacity-building case-study 
CRERRPHC researchers at the Broken Hill University 
Department of Rural Health dedicated a week from 15-
18 July 2013 to writing up the results of their research 
for publication in academic journals. With the support 
and mentoring of Professors David Lyle and John 
Humphreys, five researchers took the opportunity to 
progress the completion of draft papers for publication. 
The week was structured to ensure that each 
researcher was able to have two one-on-one meetings 
with a research mentor to discuss, reflect and critique 
their draft research article after the introductory 
meeting.  

These meetings were complemented by two 
presentations. The first focused specifically on research writing for academic journals. The second 
presentation, attended by a wide audience of local service providers and researchers, discussed the 
importance of using a systemic evaluation framework to monitor the effectiveness of delivering primary 
care services to rural communities. Research activity in Broken Hill is clearly well embedded in the health 
system of the Far West region of New South Wales. 

Knowledge  t rans fe r  
The process of knowledge translation is complex, as testified by the vast literature on this topic.  
In order to ensure that the research undertaken by the CRERRPHC achieved maximum impact 
and take-up, the team adopted a very strategic approach.  Building on its acknowledgement of 
the need to research issues that were topical and timely for governments, health authorities, rural 
and remote health services and communities, staff focused on three priority areas: 

> Ensuring that its target audiences were fully conversant with the research being undertaken 
and the outcomes achieved; 

> Monitoring the impact of the research in terms of which audiences were adopting research 
findings and how they were being accessed; and 

> Carefully translating the research through many avenues in order to ensure that they 
achieved the maximum likelihood of take-up. 

Research dissemination – Newsletters and Website: 
The CRERRPHC was energetic and vigilant in ensuring that every possible avenue was used for 
the dissemination of information relating to the research being undertaken.  This ranged from 
maintaining a website, regular newsletters that were circulated in both print form and 
electronically to key stakeholders, social media, conference and workshop presentations, as well 
as circulars and media releases for the lay person. Considerable success was achieved through 
the website, with the added advantage that it was regularly accessed internationally (see 
Appendix 8).  A measure of its impact is that more than 17,000 unique visitors hit the site in 
excess of 385,000 times.  Similarly, feedback from the readership of the CRERRPHC Newsletter 
(Appendix 9) was extremely positive, with many readers following up with both written and verbal 
requests for further information.  It was clear that the CRERRPHC has managed to capture an 
extremely comprehensive set of readers and followers.  CRE Website: www.crerrphc.org.au 
During 2015, the CRERRPHC web site had more than 5,000 additional unique visitors and more 
than 48,000 total additional visits.  This takes the total unique visitors to more than 22,000 and 
total visits to over 433,000 for the duration of the CRERRPHC.     

L-R: Sue Kirby, Frances Boreland, Debra Jones, 
David Lyle & Emily Saurman 

http://www.crerrphc.org.au/
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Conceptualising a research impact framework: 
In order to formally assess whether the work undertaken by the CRERRPHC has been “making 
a difference”, staff developed a strategic framework for monitoring which target population was 
most affected by what type of activity, and the form in which this was being impacted – see 
Appendix 8 (Paper 57) 

Indeed, the framework developed has been widely adopted by a diversity of research 
organisations, some of whom have further modified it for their own purposes.  Importantly, this 
framework formed the basis for developing a database for recording the many ways in which the 
research activities were impacting on the policies and practices of rural and remote health 
stakeholders. 

Constructing an impact monitoring database: 
Traditional methods for monitoring research often don’t show the 
scope of influence and impact of research.  To assist the CRERRPHC 
in monitoring the impact of its research and related activities, staff from 
the CRERRPHC have developed a database to capture information on 
all research activities across all institutions including evidence of 
uptake or use of research.  As Figure 4 demonstrates, this database 
can record a vast amount of detail for an individual, project or program 
of research. It includes journal articles, books and book chapters, 
conference and stakeholder presentations, media exposure, evidence 
of uptake or use of the project’s research, and much more. Research 
projects can be across multiple institutions or individual institutions.  

To maximise the value of this new database as a tool for measuring 
knowledge transfer and impact, the database template is available free 
of charge to organisations that need to measure the impact of their 

work from the CRERRPHC under a licence agreement with Monash University. So far, 21 
institutions, both nationally and internationally, have begun to use the database under separate 
licence agreements. 

Table 1: Summary chart of research impacts 

Broad area 
of impact 

Specific areas 
of impact 

Key audience 
Stakeholders 

Evidence 

Producer push User pull 

Research-
related 
impact 

‘Advancing 
Knowledge’ 

− New 
knowledge 

− Capacity 
building 

− Researchers 
− Educators 
− Media 

− 89 publications 
− 79 related-

publications 
− 54 Conference 

presentations 
− 26 Related 

conference 
presentations 

− 5 media 
coverage 

− 17 successful 
Grants 

− 5 PhDs 
− 17 Invited 

Visitors 

− 16 Invited Conference 
Presentations 

− 22 Related invited 
conference 
presentations 

− 3 Invited publications 
− Access hits & 

citations 
− 21 Media interviews 
− 4 Secondary 

circulation 
− 21 Awards/ 

promotions 

Lisa Lavey 
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Broad area 
of impact 

Specific areas 
of impact 

Key audience 
Stakeholders 

Evidence 

Producer push User pull 

Policy 
impact 

‘Informing 
decision 
making’ 

− Evidence 
base 

− Influence in 
decision-
making 

− Policy makers 
− Politicians 
− Professional 

bodies 

− 2 policy briefs 
− 12 stakeholder 

presentations 
 

− 5 Policy roundtables 
− 31 stakeholder 

presentations 
− 11 Expert Advice 
− 2 Rapid responses  
− 38 Decision maker 

awareness & use  
− 7 Invited policy 

papers 
− 103 

Referee/Reviewer 

Service 
impact 

‘Improving 
health & 
health 
systems’ 

− Evidence-
based 
practice 

− Quality & 
safety 

− Efficiency 
− Cost 

effectiveness 

− Managers 
− Health 

workforce 
− Consumers 

− Evaluation 
reports 

− Practice 
guidelines 

− Recommended 
models 

− 8 Invitations 
− 10 Decision maker 

awareness & use 
− 42 Board membership 

Societal 
impact 

‘Creating 
broad social 
& economic 
benefit’ 

− Health 
literacy 

− Health 
behaviour 

− Health 
status 

− Consumers 
− Advocates 

− 29 media 
coverage 

− 4 Media 
interviews 

− Evidence of 
changes 

− Website hits 
(388,948/17,381 
unique) 

− 179 Twitter followers 
− 238 Tweets 
− 69 Media coverage  
− 8 Media enquiries 
− Consumer surveys 
− 21 Research Impact 

Database Licence 
Agreements 

Case-study of research into policy – The ‘Modified Monash Model’:  
The extent to which research outcomes contribute to policy is often difficult to measure.  Few 
governments or organisations readily “attribute” success to researchers, seeking rather to draw 
on their expertise indirectly in order to demonstrate that it is in fact the government or authority 
that is initiating the innovative policy or practice!  Moreover, the process from awareness to take-
up is invariably long and complicated, and frequently fraught with obstacles and reasons not to 
adopt evidence-based outcomes because often their implementation is economically or politically 
too risky. 

Nonetheless, the CRERRPHC has achieved considerable success in initiating research to 
address a long-standing problem in rural health, identify a feasible solution, and (over a three and 
a half year period) work with government to assist the adoption of research recommendations 
into policy.  A brief resume follows: 
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Case-study of knowledge translation into policy 
The policy problem: 
In response to problems of recruitment and retention of doctors in rural areas, the Australian Government 
implemented retention incentive payments.  However, the distribution of these payments was based on 
the ASGC-RA classification that demonstrably resulted in perverse and highly inequitable outcomes. For 
nearly five years, the Rural Doctors Association led the charge in demanding a fairer basis for the 
allocation of retention payments. 

The research response: 
Staff from the CRERRPHC developed a new scheme that was not just based on geography, but rather 
incorporated an understanding of what doctors actually do and the extent to which their practice location 
impacted upon the complexity of their work.  Using both professional indicators (Total hours worked; 
Undertakes work in a public hospital setting; On-call for 2+ patients; Difficulty in taking time off) and 
nonprofessional indicators (Partner employment opportunities; Adequate choice of schools), a new 
taxonomy was developed.  The proposed new scale was shown to be both far more sensitive to important 
differences, and  a better basis for equitable resource allocation based on what doctors do and the impact 
of the geographical setting on work and life. 

The knowledge transfer process: 
Despite its acknowledged merit, the process of implementing the research recommendation was 
extremely complex and extended over three years. CRERRPHC staff made innumerable presentations 
to Government and professional organisations, drafted a major submission to a Senate Enquiry into 
Rural Workforce Issues, conducted many telephone discussions and held meetings with bureaucrats in 
Canberra. The CRERRPHC submission received endorsement from several favourable independent 
review reports to government: 

> “The committee was impressed with the comprehensive nature of the model….and….is supportive 
of the methodology and data utilised” (Australian Government Senate Enquiry, 2012)     

> “The enhancement….is a valuable one…..based on reasonable evidence derived from data 
generated through the MABEL Study….A modification to the “model” is recommended as the 
approach most likely to provide positive enhancements to current systems.” (Mason Review, 2012) 

> “The model provides a sound and practical basis on which to move forward, and the RDAA has 
joined other stakeholders – including United General Practice Australia – in supporting this model in-
principle.” (RDAA, 2013) 

This advocacy was paralleled by ongoing agitation by rural doctors, and ultimately resulted in the 
Assistant Minister of Health announcing the adoption of a “Modified Monash model” and the formation of 
an Independent Expert Committee to examine the roll-out of the Rural Retention Grant program on the 
basis of the new improved classification. 

The policy outcome:  
The IEC’s report was accepted by the Minister and formed input into the 2015 Budget process. There is 
early evidence that this research is making a difference in the policy arena to bring about improved equity. 
For example, the Assistant Minister for Health, Fiona Nash, commented that the new classification.”…will 
allow support and resources to be focused on areas where there is the most need – in small rural and 
remote communities”. 

In 2015, uptake of the MMM by the DoH into GP rural retention policy began. The CRERRPHC continues 
to provide expert advice in relation to expanding use of the MMM for other rural workforce programs and 
policies. 
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SECTION 4 - DISCUSSION AND POLICY IMPLICATIONS 
This section discusses the implications of the CRERRPHC research for PHC policy and practice.  
Working in a complex environment characterised by increasing need for PHC associated with an 
ageing population and within severe fiscal constraint, health authorities are faced with many 
challenges.  Nonetheless, a key plank of the national health reform agenda is increasing equity 
in health outcomes, nowhere more so than for disadvantaged rural and remote communities.  The 
research undertaken within the CRERRPHC provides for the first time a significant evidence base 
highlighting the health impact of inequitable access to PHC health services, and will assist health 
authorities in planning PHC service delivery to small, difficult-to-service communities. 

Particularly important too is the work done in developing an evaluation framework using sentinel 
measures by which to monitor progress in health outcome improvements associated with the 
provision of sustainable PHC services, the value of which is shown in the Fitzroy Valley case-
study.  Undoubtedly this new knowledge helps to inform policymakers with the criteria that enable 
them to plan, monitor and evaluate the equitable provision of health care for all Australians. 

Po l i cy  imp l i ca t i ons  –  Research  S t reams 
Stream 1 
Research in stream 1 focused on providing empirical evidence to improve our understanding of 
how access affects the utilisation of health services in rural and remote Australia and as the basis 
for modelling improved provision of PHC services to areas that currently are characterised by 
inequitable access to care at times of need.  Key policy implications include: 

> The need for scarce resources to be allocated on the basis of greatest need, based on 
evidence-based programs targeting the specific PHC needs of rural and remote areas.  
Equitable resource allocation will inevitably involve inequalities, but will generate the greatest 
improvement in population health outcomes based on improved access to appropriate PHC 
health services and improved health literacy resulting from access to appropriate care. 

> Measures of access need to be modified to take greater account of health needs, patients 
abilities to access care, and the availability of appropriate PHC services.  Geography alone 
is an insufficient criterion to guide PHC service planning, and crude indicators (such as 
provider-to-population ratios) are inadequate measures of access. 

> Researchers require improved access to existing unit record and small-area health data in 
order to work closely with policy-makers in generating improved measures to guide the 
provision of appropriate PHC services and underpin specific rural and remote health incentive 
and program funding.  

Stream 2 
The goal of the complex and ambitious research undertaken in stream 2 was to ascertain the 
feasibility of ‘benchmarking’ the workforce and funding requirements necessary to ensure the 
availability of high-quality, sustainable PHC services in different rural and remote contexts.  
Comprehensive data and evidence on this issue are largely non-existent and long-overdue if 
health service planners, policymakers and funders are to be informed in their decision-making by 
rigorous evidence about core PHC service requirements of small rural and remote communities.  
Key policy implications include: 

> Indicators and benchmarks are essential for monitoring the provision of PHC services and 
evaluating national policies designed to provide effective and equitable health care to all 
Australians regardless of their place of residence. 

> Significantly more research is required to develop an efficient methodology to collect 
comprehensively the quantitative data associated with the costs of providing PHC in different 
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sized communities located in different geographical settings in order to develop benchmarks 
for core PHC services. 

> Improved access to existing administrative data sources is also required. 

> Quantitative analyses of what constitutes a high-performing and sustainable rural and remote 
PHC service should be complemented by qualitative data provided by existing PHC workers 
about what they actually do in their communities and the support they require to deliver 
comprehensive PHC. 

> Evidence collected throughout the Stream 2 research validated previous research26 
highlighting important environmental enablers and PHC service requirements necessary to 
ensure accessible and equitable provision of PHC services. 

The 2015 work identified a number of limiting factors which need to be addressed in future 
research.  These include sample size, denominator population, enumeration and heterogeneity 
of services provided.   

Stream 3 
Stream 3 sought to identify and evaluate innovative PHC service models meeting previously 
unmet needs as the basis for providing a comprehensive evaluation framework that takes account 
of the significantly different needs and contexts associated with the provision of comprehensive, 
appropriate, high-quality and sustainable health care. Key policy implications include: 

> While significant commonality exists in the challenges facing PHC services and workers 
throughout rural and remote areas, models need to be fit-for-purpose, something that is best 
achieved by policy-makers and funders working in very close association with local health 
providers and consumers. 

> Improved access to comprehensive PHC services leads to improved equity in health 
outcomes. Evidence from detailed case-studies in rural and remote communities indicates 
that appropriate, high-performing PHC services result in fewer workforce supply issues, 
improved access to and utilisation of services, better health literacy, and significantly 
improved population health outcomes. 

Po l i cy  imp l i ca t i ons  –  Research  capac i ty  bu i l d ing  
Research capacity building is not dissimilar to the gestation period of elephants! – long and slow, 
but in the end extremely rewarding.  To be effective, such activity needs to include a diversity of 
stakeholders – career academics (through PhD, Post-doctoral and early career mentoring 
support), health practitioners from across the health spectrum, policy-makers and funders, and 
consumers – ideally working in close co-operation and collaboration.  While the ultimate academic 
goal might be some peer-reviewed publication adding new knowledge, the actual value of the 
learning experience should not be under-estimated.  Indeed, as with many life experiences, the 
journey is often more valuable than the end-point.  The research capacity building activities 
undertaken by staff from the CRERRPHC provided a most valuable experience for both the 
providers and the recipients.  Key policy insights include: 

> Strategic monitoring of rural and remote PHC services and workforce issues is vital if 
governments are to meet their avowed goal of accessible, equitable, effective and sustainable 
high quality PHC for all Australians, regardless of where they live.  To undertake this activity, 
rural and remote health services require the assistance at the local level of staff with well-
developed research and evaluation skills. 

> As with rural and remote PHC service provision, research capacity building programs should 
not be delivered according to a “one-coat-fits-all” model, but rather should be tailored to meet 
the interests of the participants, the needs and contexts of their services, and the types of 
research and evaluation skills perceived to be most valuable by the service. 
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> The most effective policies clearly emerge from health authorities well versed with matching 
evidence against community needs and behaviour.  Invariably, a sound understanding of, and 
involvement with, the research generation process assist with efficient and effective 
formulation and implementation of policy and program responses in meeting the needs for 
appropriate and effective PHC services.  Engagement of policy-makers in research capacity 
building programs, such as was funded and conducted by the Canadian Health Services 
foundation, should be encouraged. 

> Ideally, ongoing research collaborations of academic researchers, health workers, consumer 
and policy-makers should be maintained, with input from each participant at all stages of the 
research in order to ensure that it is feasible and multi-disciplinary, and that the outcomes are 
relevant and implementable. 
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SECTION 5 - CONCLUSION 
In summary, the CRERRPHC research program has generated significant systematic evidence 
using objective criteria relating to the numerous issues (including the nature, volume, and 
distribution of the resources required to overcome problems of poor access to PHC services) 
impacting on the goal of delivering equitable health outcomes for residents of rural and remote 
Australia.  

The CRERRPHC has also modelled the complex array of strategies required to effect policy and 
practice change. Moreover, it has developed a tool for monitoring impact and then demonstrated, 
with the Modified Monash Model, the effectiveness of its strategies and monitoring process. 

Although much more research is required, the CRERRPHC has made significant advances in 
linking inputs to outputs and outcomes identified in Watson’s Logic Model13 (see Figure 2).  Based 
on this new evidence, policy makers charged with the task of providing appropriate and effective 
PHC services are better placed to counter ineffective historical, political and ‘squeaky-wheel’ 
programs that have done little to effect change with evidence that demonstrates significant 
advance in access, equity and improvements in health outcomes. 
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Terms of Reference 
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6. To comment on project outputs. 

Membership 2011-2014 

Name Agency 
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Adam Catchpole • Mapping and Online Services, Workforce Distribution 
Branch, Department of Health 
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Mark Wenitong • Apunipima Cape York Health Council 
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Meeting Dates of the National Advisory Committee 

Meetings of the National Advisory Committee were held as follows: 

• Tuesday, 31 May 2011 

• Tuesday, 22 November 2011 

• Tuesday, 14 August 2012 

• Tuesday, 14 May 2013 

• Wednesday, 13 August 2014 
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18. Kirby S (2013). Service-learning in allied health in primary schools evaluation 
framework. Presentation to the Department of Education and Communities, Broken Hill, 
25 November 2013. 

19. Kirby S (2013). Service-learning in allied health in primary schools evaluation 
framework. Presentation to the School of Rural Health, The University of Melbourne, 
Shepparton, 25 November 2013. 

20. Kirby S (2013). Service-learning in allied health in primary schools evaluation – ARC 
Grant application presentation. Presentation to the CRERRPHC community, Broken Hill, 
26 November 2013. 

21. Kirby S (2013). Nurse led diabetes care in remote Far West. Presentation to the Dean 
of Medicine, University of Sydney, Broken Hill, 18 July 2013. 

22. Lindeman MA (2013). Contribution to workshop on prevalence of common conditions 
in old age such as dementia, falls, depression, chronic pain and incontinence.  
Presentation to Broome and Kununurra Indigenous communities and health 
professionals, Broome/Kununurra, 18 September 2013. 

23. Reeve C (2013). Translating research into practice: Strenthening primary health care in 
the Fitzroy Valley. Presentation to Fitzroy Crossing health professionals, health services 
and council, Fitzroy Crossing, 8 March 2013. 

24. Saurman E (2013). Mental Health Emergency Care – Rural Access Program: Patterns 
of Use. Presentation to the Mental Health Emergency Care Management, Orange, 
NSW, 19 April 2013. 

25. Saurman E & Lyle D (2013). MHEC-RAP Workshop. Presentation to the Mental Health 
and Drug & Alcohol Service Western NSW Local Health District, Orange, NSW, 17 
September 2013. 

26. Saurman E & Lyle D (2013). MHEC-RAP Meeting. Presentation to the Western NSW 
Local Health District Executive, Orange, NSW, 1 October 2013. 

27. Thomas S (2013). Oral presentation to the Health Development-Central Australia, 
Department of Health, Northern Territory, Alice Springs, 26 August 2013. 

28. Wakerman J & Humphreys JS (2013). Policy Roundtable: What works to improve 
access to primary health care services to rural and remote Australia? Presented to the 
Policy Roundtable, Department of Health and Ageing, Canberra, 16 May 2013. 

29. Wakerman J & Humphreys JS (2013). Access and equity in the provision of primary 
health care services in rural and remote Australia. Seminar presentation to the staff from 
the Department of Health and Ageing, Canberra, 16 May 2013. 

30. Wakerman J & Humphreys JS (2013). Access & equity in the provision of primary 
health care services in rural and remote Australia. Presentation to the PHCRED 
evaluation team, Alice Springs, 14 October 2013. 

31. Ward B, Russell D, Saurman E & Thomas S (2013). Presentations by CRERRPHC 
Postdoctoral Fellows & PhD students to the CRERRPHC National Advisory Committee 
Meeting, Canberra, 14 May 2013. 

2012 
32. Kinsman L, Humphreys JS, Wakerman J, Perkins D, Lyle D & McGrail M (2012). 

Access & equity in the provision of primary health care services in rural and remote 
Australia. Presentation to the APHCRI Centres of Research Excellence and Department 
of Health and Ageing, Canberra, 1 November 2012. 
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33. Lyle D, Wakerman J & Knight S (2012). Submission to the Standing Committee on 
Regional Australian – enquiry into the use of FIFO and DIDO workforce practices in 
regional Australia, Commonwealth Government, Melbourne, 1 June 2012. 

34. Reeve C, Wakerman J & Humphreys JS (2012). Translating Research into Practice: 
Best Practice Primary Health Care Models. Presentation to health professionals, health 
service providers and government, Broome and Fitzroy Crossing, 12 May 2012. 

35. Reeve C, Wakerman J & Humphreys JS (2012). Translating Research into Practice: 
Evaluation of the Fitzroy Valley Health Service partnership model. Presentation to health 
professionals, health service providers and government, Broome , 11 September 2012. 

36. Wakerman J, Humphreys JS, Kinsman L, McGrail M & Perkins D (2012). 
Presentation to the CRERRPHC National Advisory Committee Meeting, Canberra, 14 
August 2012. 

37. Wakerman J, Lyle D, McGrail M, Perkins D & Kinsman (2012). The CRE: Findings, 
Challenges and future directions. Presentation to state workforce agencies, Universities 
(national/international), community health organisations and Department of Health and 
Ageing, Bendigo, 12 July 2012. 

2011 
38. Humphreys JS (2011). Resolving the rural medical workforce crisis – translating 

evidence into policy. Presentation to the Australian Government politicians and Rural 
Doctors Association of Australia, Canberra, 23 March 2011. 

39. Humphreys JS (2011). Invited presentation: Retaining rural health workers: translating 
evidence into policy. Presentation to the Victorian Department of Health Better Skills 
Best Care Breakfast Seminar, Melbourne, 24 May 2011. 

40. Humphreys JS (2011). Rural health workforce retention in Victoria: Translating 
evidence into policy, Bendigo, 12 August 2011. 

41. Humphreys JS, Wakerman J, Perkins D & McGrail M (2011). Presentation to the 2nd 
meeting of the CRERRPHC National Advisory Committee, Canberra, 22 November 
2011. 

42. Humphreys JS, Wakerman J, Perkins D, Lyle D & McGrail M (2011). Access & equity 
in the provision of primary health care services in rural and remote Australia. 
Presentation to the Department of Health and Ageing, Canberra, 23 November 2011. 

43. Humphreys JS, Wakerman J, Perkins D, Lyle D & McGrail M (2011). Presentation to 
the 1st meeting of the CRERRPHC National Advisory Committee, Canberra, 31 May 
2011. 
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Append ix  4 :  Eva lua t i on  feedback  f rom p resenta t i ons  
Evaluation feedback from Department of Health and Ageing Roundtable, 12 August 
2014, 2.00-3.30pm - What works to improve access to primary health care in rural and remote 
Australia (Professors John Humphreys & John Wakerman). 

(Number of attendees: 16; Number of responses: 7; Response rate: 44%) 

1. I had good general knowledge of the topic before attending this roundtable 

 
General knowledge Total 
3 Neutral 2 

4 Agree 4 

5 Strongly Agree 1 

Grand Total 7 

2. The content of this roundtable confirmed my existing knowledge on the topic 

Confirmed knowledge Total 
3 Neutral 1 

4 Agree 3 

5 Strongly Agree 3 

Grand Total 7 

3. The content of this roundtable broadened my knowledge of the topic  

Broaden Knowledge Total 
1 Strongly Disagree 1 

2 Disagree 
 

3 Neutral 2 

4 Agree 2 

5 Strongly Agree 2 

99 No response 
 

Grand Total 7 

4. The content of this roundtable stimulated my thinking on the topic  

Stimulated Thinking Total 
1 Strongly Disagree 

 
2 Disagree 

 
3 Neutral 1 

4 Agree 5 

5 Strongly Agree 1 

Grand Total 7 
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5. I may be able to use knowledge gained from this roundtable in my job  

May use knowledge Total 
3 Neutral 2 

4 Agree 4 

5 Strongly Agree 1 

Grand Total 7 

6. The content of this roundtable is directly applicable to my job  

Directly Applicable Total 
1 Strongly Disagree 

 
2 Disagree 1 

3 Neutral 
 

4 Agree 4 

5 Strongly Agree 2 

99 No response 
 

Grand Total 7 

 

Evaluation feedback from Department of Health and Ageing Seminar, 12 August 2014, 
12.30-1.30pm - Access and equity in the provision of primary health care in rural and remote 
Australia (Professors John Humphreys & John Wakerman). 
(Number of attendees: 46; Number of responses: 35; Response rate: 76%) 

1. I had good general knowledge of the topic before attending this seminar 

General knowledge Total 

2 Disagree 6 

3 Neutral 9 

4 Agree 18 

5 Strongly Agree 2 

Grand Total 35 

2. The content of this seminar confirmed my existing knowledge on the topic 

Confirmed knowledge Total 

2 Disagree 5 

3 Neutral 11 

4 Agree 15 

5 Strongly Agree 3 

99 No response 1 

Grand Total 35 
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3. The content of this seminar broadened my knowledge of the topic  

Broaden Knowledge Total 

1 Strongly Disagree 1 

2 Disagree 2 

3 Neutral 4 

4 Agree 11 

5 Strongly Agree 16 

99 No response 1 

Grand Total 35 

4. The content of this seminar stimulated my thinking on the topic  

Stimulated Thinking Total 

1 Strongly Disagree 
 

2 Disagree 2 

3 Neutral 1 

4 Agree 14 

5 Strongly Agree 18 

Grand Total 35 

5. I may be able to use knowledge gained from this seminar in my job  

May use knowledge Total 

1 Strongly Disagree 1 

2 Disagree 3 

3 Neutral 8 

4 Agree 12 

5 Strongly Agree 10 

99 No response 1 

Grand Total 35 

6. The content of this seminar is directly applicable to my job  

Directly Applicable Total 

1 Strongly Disagree 1 

2 Disagree 2 

3 Neutral 13 

4 Agree 6 

5 Strongly Agree 11 

99 No response 2 

Grand Total 35 
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Append ix  5 :  F ina l  su rvey –  Hea l th  Care  Access  
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Append ix  7 :  L is t  o f  con fe rence  p resen ta t i ons  
2015 
1. Daly S & Kirby S (2015). Far West mental Health Recovery Centre: a partnership model 

of recovery focused mental health inpatient care, presentation at the 13th National Rural 
Health Conference, Darwin, 24-27 May 2015. 

2. Kirby S, Saurman E, Lyle D & Passey M. (2015). Assessing the evidence of rural 
palliative care need to inform research design. Presentation at the 2015 Primary Health 
Care Research Conference, Adelaide, 29-31 July 2015. 

3. Lavey L (2015). Research Impact Multi-tool - a one stop database for measuring and 
tracking research outputs.  Presentation at the 2015 Australasian Research Management 
Society Conference 2 October 2015, Singapore. 

4. Lavey L & McGrail M (2015). Getting research evidence into rural health policies: what 
does it take? Presentation at the 13th National Rural Health Conference, Darwin, 24-27 
May 2015. 

5. Lavey L, Spooner C & Mukuka C (2015). Research Administration Managers and 
Research Project Managers - playing a key role in establishing and managing multi-
institutional collaborations. Presentation at the 2015 Australasian Research Management 
Society Conference, 1 October 2015, Singapore. 

6. Lyle D (2015). PHC Research Matters - Rural and Remote Perspective, Plenary 
presentation at the 2015 Primary Health Care Research Conference, Adelaide, 29-31 July 
2015. 

7. McGrail M (2015). Targeting outreach: the influence of Australia’s rural outreach policy, 
presentation at the 9th Health Services and Policy Research Conference, 7-9 December 
2015. 

8. McGrail M & Russell D (2015). Rural medical workfroce pipelines: Unpacking the role of 
rural origin. Presentation at the 2015 Primary Health Care Research Conference, 
Adelaide, 29-31 July 2015. 

9. Reeve C (2015). The challenge of providing fair care. Keynote presentation at the 13th 
National Rural Health Conference, Darwin, 24-27 May 2015. 

10. Russell D (2015). Important new empirical evidence to guide rural health workforce 
retention policies. Presentation at the 13th National Rural Health Conference, Darwin, 24-
27 May 2015. 

11. Spooner C, Lavey L & Mukuku C. (2015). Lessons from establishing and managing multi-
institution centres of research excellence. Presentation at the 2015 Primary Health Care 
Research Conference, Adelaide, 29-31 July 2015.  

12. Wakerman J (2015). Research excellence, knowledge exchange and policy development. 
Keynote presentation at the 13th National Rural Health Conference, Darwin, 24-27 May 
2015. 

2014 
13. Chisholm M (2014). Life with Dementia: Relations, presentation at the 2nd International 

Conference for the Centre for Dementia Research (CEDER), Linkoping University, 
Norrkoping, Sweden, 15-17 October 2014. 

14. Chisholm M (2014). Making Research Matter, presentation at the 13th National 
Conference of Emerging Researchers in Ageing, Adelaide, 24-25 November 2014. 

15. Chisholm M (2014). 50 Not Out: aiming for a century!, presentation at the 47th 
Australasian Association of Gerontology National Conference, Adelaide, 26-28 November 
2014. 

16. Guthridge S (2014). 50 years in the making – NT health information, 1967-2014. Invited 
speaker at the Mt Isa Centre for Rural and Remote Health (MICRRH) Conference – Are 
you remotely interested?, Mt Isa, 31 July to 1 August 2014. 

17. Johnston J, Hindman J & Saurman E (2014) Mental Health Emergency Care by Telehealth 
in Western NSW. Invited oral presentation at the RANZCP Congress, Perth, 11-15 May 
2014. 
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18. Kirby S & Cummins C (2014). Lost in translation: getting PHC research into evidence. 
Oral presentation at the NSW Rural Health and Research Progress 2014 – ‘Rural Health 
Horizons – Shaping our Future’, Dubbo, NSW, 9 September 2014. 

19. Kirby S, Brunero C, Hill D, Merritt J, Jones D & Lyle D (2014). Two birds with one stone: 
rural health inequities and better student learning. Oral presentation at the 2014 Primary 
Health Care Research Conference, Canberra, 23-25 July 2014. 

20. Lindeman MA & Grant L (2014). Experiences of Central Australian workers regarding 
suicide risk among Aboriginal youth. Oral presentation at the 2014 Primary Health Care 
Research Conference, Canberra, 23-25 July 2014. 

21. Lindeman MA, Jensen H, Bell D & Farthing A (2014). A ‘key worker’ model to improve 
service pathways for Aboriginal people with dementia in remote Central Australia. Oral 
presentation at the Services for Australian Rural and Remote Allied Health (SARRAH) 
National Conference, Kingscliff, NSW, 17-20 September 2014. 

22. McGrail M & Humphreys JS (2014). A new Index of Access and the Monash Model: two 
‘fit-for-purpose’ measures for rural workforce planning and resource allocation. Oral 
presentation at the 2014 Primary Health Care Research Conference, Canberra, 23-25 July 
2014. 

23. Meade C & Ward B (2014). Improving access to general practice care in residential aged 
care facilities. Oral presentation at the 2014 Primary Health Care Research Conference, 
Canberra, 23-25 July 2014. 

24. Reeve C (2014). The Inequity of Equality. Invited keynote presentation at the Rural 
Medicine Australia 2014 Conference, Sydney, 30 October - 1 November 2014. 

25. Reeve C (2014). Exposure to public health – a pathway to social accountability. Oral 
presentation at The Global Community Engaged Medical Education Muster, Uluru, NT, 
27-30 October 2014. 

26. Roberts D, Ward B & Russell D (2014). Health outcomes associated with a rural diabetes 
self-management program. Oral presentation at the 2014 Primary Health Care Research 
Conference, Canberra, 23-25 July 2014. 

27. Russell D, Humphreys JS, McGrail M, Cameron I & Williams P (2014). The value of 
survival analysis for evidence-based rural medical workforce planning. Oral presentation 
at the 2014 Primary Health Care Research Conference, Canberra, 23-25 July 2014. 

28. Saurman E, Johnston J, Hindman J, Kirby S & Lyle D (2014). Improving access to 
emergency mental health care in the bush. Poster presentation to the Success and Failure 
in Telehealth Conference, Adelaide, November 2014. 

29. Thomas S, Wakerman J & Humphreys JS (2014). Population thresholds for primary 
health care services in rural and remote Australia. Oral presentation at the 2014 Primary 
Health Care Research Conference, Canberra, 23-25 July 2014. 

30. Thomas S, Zhao Y, Guthridge S & Wakerman J (2014). Evaluating the costs and health 
outcomes associated with primary care utilisation for Indigenous Australians with diabetes 
in remote Northern Territory communities. Oral presentation at the 2nd International 
Primary Health Care Reform Conference, Brisbane, 17-19 March 2014. 

31. Ward B, Humphreys JS & McGrail M (2014). How different aspects of access influence 
rural Australians decision to utilise a general practitioner. Oral presentation at the 2014 
Primary Health Care Research Conference, Canberra, 23-25 July 2014. 

32. Zhao Y, Thomas S, Guthridge S & Wakerman J (2014). Better health outcomes at lower 
costs: the benefits of primary care utilisation for chronic disease management in remote 
Indigenous communities in Australia’s Northern Territory. Poster presentation at the 2014 
Primary Health Care Research Conference, Canberra, 23-25 July 2014. 

2013 
33. Berends L, Buykx P, Room R & Lubman DI (2013). Research to inform alcohol and other 

drug system design and development in a climate of change, Oral presentation at the 8th 
Health Services and Policy Research Conference, Wellington, New Zealand, 2-4 
December 2013.  

34. Carey TA (2013). The method of levels: A transdiagnostic approach to effective and 
efficient patient-centred treatment in rural and remote Australia. Workshop at the 48th 
Annual Conference of the Australian Psychology Society, Cairns 8-12 October 2013. 
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35. Humphreys JS (2013). Achieving change through research: How rural doctors are leading 
the way, Invited presentation at the Rural Medicine Australia 2013 Conference, Cairns, 31 
October - 2 November 2013.   
http://webcast.gigtv.com.au/Mediasite/Catalog/catalogs/RM2013 

36. Jones M, Bushnell J & Humphreys JS (2013). Influence of medical program placements 
on medical graduates’ attitudes to rural practice: a national study based on the MSOD 
project. Oral presentation at the 2013 Primary Health Care Research Conference, Sydney, 
10-12 July, 2013. 

37. Jones M, Humphreys JS & Bushnell J (2013). Clinical placements and graduate attitude 
to in-need medical disciplines. Oral presentation at the Health Workforce Australia 2013 
Conference, Adelaide, 18-20 November 2013. 

38. Jones M, Wilson I & Eley D (2013). Medical training and the point of conception of a rural 
doctor: a longitudinal study based on the MSOD project. Oral presentation at the 12th 
National Rural Health Conference, Adelaide, 7-10 April 2013. 

39. Kirby S, McCarron T, Moore M, Johnson P, Perkins D & Lyle D (2013). Does nurse-lead 
diabetes care work in the remote locations? Poster presentation at the Rural Health 
Congress, Port Macquarie, October 2013. 

40. Kirby S, McCarron T, Moore M, Jonson T, Perkins D & Lyle D (2013). Managing sugar 
in the bush. Poster presentation at the 2013 Primary Health Care Research Conference, 
Sydney, 10-12 July 2013. 

41. Kirby S, Perkins D & Lyle D (2013). How can we make education, training and 
supervision interventions more effective for recruitment and retention in the rural and 
remote primary health care workforce? Poster presentation at the 2013 Primary Health 
Care Research Conference, Sydney, 10-12 July 2013.  

42. Lindeman MA, Dingwall KM, Bell D (2013). “If you don’t have that knowledge you don’t 
ask that question”. Staff readiness for conducting assessments in remote Indigenous 
community contexts. Oral presentation at the 10th National Allied Health Conference, 
Brisbane, 16-18 October 2013. 

43. Lindeman MA, Taylor KA, Dingwall KM, Lopes J, Reid J & Grant L (2013). Towards 
systematic data collection and referral pathways for Indigenous youth suicide attempts.  
Oral presentation at the 12th National Rural Health Conference, Adelaide, 7-10 April 2013. 

44. McGrail & Humphreys JS (2013). Understanding the dynamics of rural GP mobility: who 
moves where and why? Oral presentation at the 2013 Primary Health Care Research 
Conference, Sydney, 10-12 July 2013. 

45. McGrail M & Humphreys JS (2013). Development of a National Index of Access for rural 
primary health care. Oral presentation at the 8th Health Services and Policy Research 
Conference, Wellington, New Zealand, 2-4 December 2013.  

46. Perkins D (2013). The Australian Rural Mental Health Cohort Study: Implications for policy 
and practice. Oral presentation at the 12th National Rural Health Conference, Adelaide, 7-
10 April 2013. 

47. Perkins D (2013). The Australian Rural Mental Health Cohort Study: key learnings. Oral 
presentation at the 2013 Primary Health Care Research Conference, Sydney, 10-12 July 
2013. 

48. Reeve C (2013). Prevocational exposure to public health - a pathway to rural, remote and 
public health practice, Oral presentation at the RACP NT ASM and CARPA Conference, 
Alice Springs, 8-9 November 2013. 

49. Reeve C (2013). Strengthening Primary Health Care, Oral presentation at the RACP NT 
ASM and CARPA Conference, Alice Springs, 8-9 November 2013. 

50. Russell D, Wakerman J & Humphreys JS (2013). How long will you stay? Oral 
presentation at the 2013 Primary Health Care Research Conference, Sydney, 10-12 July 
2013. 

51. Saurman E, Lyle D & Perkins D (2013). Use of the MHEC-RAP by Hospital Emergency 
Departments. Oral presentation at the 12th National Rural Health Conference, Adelaide, 7-
10 April 2013. 

52. Sirrett D (2013). Fly-in, Fly-out health workforce models. Oral presentation at the RACP 
NT ASM and Central Australian Rural Practitioners Association Conference, Alice Springs, 
8-9 November 2013. 

http://webcast.gigtv.com.au/Mediasite/Catalog/catalogs/RM2013
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53. Spooner C & Lavey L (2013). Establishment of multi-institutional centres of research 
excellence – tips for new players. Oral presentation at the 2013 Primary Health Care 
Research Conference, Sydney, 10-12 July 2013. 

54. Thomas S, Wakerman J & Humphreys JS (2013). Access to core primary health care 
services in rural and remote Australia. Oral presentation at the 2013 Primary Health Care 
Research Conference, Sydney, 10-12 July 2013.  

55. Wakerman J, Bourke L & Humphreys JS (2013). Is remote health different to rural 
health? Oral presentation at the 12th National Rural Health Conference, Adelaide, 7-10 
April 2013. 

56. Wakerman J (2013). Health Reform Panel Discussion. Facilitator at the What’s new in 
health and health reform: RACP NT ASM and CARPA Conference, Alice Springs, 8-9 
November 2013. 

57. Ward B, Humphreys JS, Russell D, Chisholm M, McGrail M, Buykx P & Wakerman J 
(2013). The impact of primary health care access on utilisation and health outcomes: 
Implications for policy in rural and remote areas. Oral presentation at the 2013 Primary 
Health Care Research Conference, Sydney, 10-12 July 2013. 

2012 
58. Bell D, Lindeman, MA & Reid JB (2012). Needs assessment and aged care outcomes for 

remote-based Aboriginal people. Paper presented at the Australian Association of 
Gerontology National Conference, Brisbane 2012. Australasian Journal on Ageing, vol.31 
Supplement 2, December 2012, p4. 

59. Humphreys J (2012). Health workforce planning and the provision of primary health care 
services in rural and remote Australia.  Keynote speaker at the  Leading the way in rural 
health reform, Inspire 2012 Conference Health Workforce Australia, Melbourne 13-14 
November 2012. 

60. Jensen H, LoGiudice D, Smith K, Lindeman MA, Flicker L, Atkinson D (2012).  Pathways 
to care for Indigenous people with dementia in Central Australia. Services for Australian 
Rural and Remote Allied Health (SARRAH), Launceston, 20-23 September 2012. 

61. Kinsman L (2012). Never Underestimate the Impact of Policy, presentation at the 
International Primary Health Care Reform Conference, Brisbane 5-7 March 2012. 

62. Lindeman M (2012). Recognising and responding to dementia in Indigenous 
communities. Workshop offered 3 times in 2012: 29-30 March in Alice Springs 2012; 18-
19 September 2012 in Launceston (as a pre-conference workshop of the SARRAH 
conference); 8-9 October 2012 in Port Augusta.  

63. Lindeman MA, Bell D, Reid JB (2012). How effectively do aged care assessment 
processes translate into real needs-based care in remote Aboriginal communities of 
Central Australia?  PHC Research Conference Inform, influence, implement: Research 
improving policy and practice; Canberra, 18-20 July 2012. 

64. Lindeman MA & Jensen H (2012). Dementia in Indigenous communities: a ‘knowledge-
to-action’ professional development program for remote practitioners.  Services for 
Australian Rural and Remote Allied Health (SARRAH), Launceston, 20-23 September 
2012. 

65. Lindeman MA & Reid JB (2012). Researching aged and dementia care in Central 
Australian Indigenous communities. Invited paper presented at the 3rd National Workshop 
of the Australian Association of Gerontology Aboriginal and Torres Strait Islander Ageing 
Committee (AAG ATSIAC), Brisbane, 19 November 2012. 

66. Lyle D & Jones D (2012). Enhancing what is spoken in Broken Hill, presentation at the 
Inspire 2012 Conference, Health Workforce Australia, Melbourne, 13-14 November 2012. 

67. McGrail MR & Humphreys JS (2012). Formulating a more appropriate and equitable 
system for allocating rural and remote health workforce incentives, Primary Health Care 
Research Conference, Canberra, 18 July 2012. 

68. Perkins D & Kirby S (2012). Review of Education, Training and Supervision Models in 
Rural and Remote Primary Health Care, NSW Rural Health & Research Congress, 
Wagga, 5-7 November 2012. 
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2011 
69. Carey TA (2011). Improving access by changing perspective: A focus on “how” rather than 

“what”. Paper presented at the annual conference of the British Association of Behavioural 
and Cognitive Psychotherapies (BABCP).  Surrey, England. 

70. Carey TA (2011). The untapped potential of primary care psychology – A Scottish case 
study. Paper presented at the annual conference of the Australian Psychological Society.  
Canberra, Australia. 

71. Humphreys JS (2011). Sustaining rural health services and improving community well-
being through research: lessons from Elmore, Keynote Address at the Rural Health 
Research Colloquium – Sustaining Rural Health through Research’, 12th October, Dubbo, 
NSW. 

72. Humphreys JS, Wakerman J, Perkins D, Lyle D, McGrail M & Kinsman L  (2011).  
Centre of research excellence in Rural and Remote Primary Health Care, 2011 PHC 
Research Conference - ‘Inspirations, Collaborations, Solutions’, Brisbane, 14 July 2011. 

73. Lindeman MA (2011). Recognising and responding to dementia in Indigenous 
communities: integrating research findings into a professional development program. 
Paper presented at the Connecting young and old: connecting generations. AIATSIS 
National Indigenous studies conference, Canberra, 19-22 September 2011. 

74. Lindeman MA, Taylor KA, & Stothers K (2011). It's all about good intercultural 
communication: dementia awareness in Indigenous communities. Paper presented at the 
9th Asia/Oceania Regional Congress of the International Association of Gerontology and 
Geriatrics, Melbourne. 23-27 October 2011. 

75. Lindeman MA (2011)). The Northern Territory program: a focus on capacity building and 
community responsiveness. Paper presented at the PHCRED Tri-State Conference, 
Adelaide. 15-16 September 2011 

76. Wakerman J (2011). The Policy process. Invited paper to Global Health Conference, 
Sydney, July 2011. 

77. Wakerman J (2011). The Policy process. Invited paper to National Rural Leadership 
Development Seminar, Victor Harbour, 6 August 2011. 
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Append ix  8 :  L is t  o f  peer - rev iewed  And  Other  
pub l i ca t i ons  
CRERRPHC journal articles submitted for review: 
1. Carey TA, Tai SJ & Lampshire D (Submitted for review). Improving access to 

psychological services in remote Australia with a patient-led clinic, BMC Research Notes. 
2. Chisholm M & Ward B (Submitted for review) Older men’s experiences of accessing 

general practitioner services in rural areas, Australian Journal of Rural Health. 
3. Lyle D, Saurman E, Kirby S, Jones D, Humphreys JS, Wakerman J (submitted for 

review) What do evaluations tell us about implementing new models in rural and remote 
primary health care? Findings from a narrative analysis of seven service evaluations 
conducted by an Australian Centre of Research Excellence. Rural and Remote Health 

4. McGrail MR, Russell DJ & Humphreys JS (submitted for review) Rural health service 
planning: The importance of how ‘access’ to primary health care is measured, Australian 
Health Review. 

5. McGrail MR, Wingrove PM, Patterson SM, Humphreys JS, Russell DJ & Bazemore AW 
(submitted for review). Measuring the attractiveness of rural communities in accounting for 
differences of rural primary care workforce supply, Rural and Remote Health. 

6. Thomas SL, Humphreys JS & Wakerman J (Submitted for review) What does it cost to 
provide equity of access to high-quality, comprehensive primary health care in rural 
Australia? A pilot study. Rural and Remote Health. 

CRERRPHC journal articles accepted for publication: 
7. Russell D & Humphreys JS (Accepted for Publication). Meeting the primary health care 

needs of small rural communities: Lessons for health service planners (Elmore longitudinal 
study), Rural and Remote Health. 

8. Russell D, McGrail M & Humphreys JS (Accepted for publication). Determinants of rural 
Australian primary health care worker retention: A synthesis of key evidence and 
implications for policymaking, Australian Journal of Rural Health.    

2016: 
9. Saurman E (2016). Improving access: modifying Penchansky and Thomas’s Theory of 

Access, Journal of Health Services Research & Policy, 21(1): 36-39. 

2015: 
10. Carroll V, Reeve C, Humphreys JS, Wakerman J & Carter M (2015). Re-orienting a 

remote acute care model towards a primary health care approach: key enablers, Rural and 
Remote Health, 15(2942): 1-7. http://www.rrh.org.au/publishedarticles/article_print_2942.pdf  

11. McGrail M & Humphreys JS (2015). Spatial access disparities to primary health care in 
rural and remote Australia, Geospatial Health, 10(2): 138-143. 
http://www.geospatialhealth.net/index.php/gh/article/view/358/332  

12. McGrail M, Humphreys JS & Ward B Accessing doctors at times of need – measuring 
the distance tolerance of rural residents for health-related travel, BMC Health Services 
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Append ix  11 :  Summary  Repor t :  Eva lua t ion  o f  the  
CRERRPHC’s  new na t i ona l  Index  o f  Access  in  
Aus t ra l i a  
January 2016 

Introduction 
To date, health service planning and resource allocation decisions of rural and remote health 
workforce have relied predominantly on geographical classifications defined by relative 
population size and/or remoteness – the Rural Remote and Metropolitan Areas Classification 
(RRMA), the Accessibility/Remoteness Index of Australia (ARIA), the Australian Standard 
Geographical Classification - Remoteness Area (ASGC-RA) and the recent Modified Monash 
Model (MMM) scale. These classifications were based largely on geography, with little regard 
for any meaningful measure of ‘access’ to health care services, an important concept which 
fundamentally determines the ease with which a household can obtain health care at times of 
need. One exception has been the use of District of Workforce Shortage (which uses actual 
health service data), but which has also been strongly criticised as being a crude measure of 
‘access’ for a population. 

In response, during its existence, the CRERRPHC developed a ‘fit-for-purpose’ classification 
for primary health workforce planning which measures population access - the Index of 
Access. This was specifically designed to provide an improved empirical basis for rural health 
service planning and resource allocation decisions. In 2015, the CRERRPHC undertook to 
evaluate and validate the Index of Access with feedback sought from key workforce and policy 
stakeholders and targeted expert individuals.  

Evaluation method 
Evaluation and validation of the Index of Access comes from both the internal CRERRPHC 
experts not associated with its development and key external stakeholders, with a focus on 
both the overall Index of Access and specific remote aspects within the Index of Access. 

Whilst formulation of the Index of Access has evolved with regular assessment and feedback 
since its origin in 2005 to its completion in 2015, there remained concerns with some design 
aspects with the Index of Access because of the complexity of operationalising such an 
important concept across diverse geographical environments. Some of these are outlined 
within the CRERRPHC’s Discussion Paper1 and the main refereed paper in the Geospatial 
Health journal.2 

Copies of the Discussion Paper, Geospatial Health paper and high quality maps were 
circulated to 20 targeted stakeholders or leaders of policy, with an additional 7 individuals who 
had specific expertise in remote areas. All material was distributed initially as printed 
documents, with follow-up emails where appropriate. Feedback was collected through follow-
up phone discussions, email responses and formal written submissions. 

At the time of this report, feedback had been received from 12/20 key stakeholders and 4/7 
remote experts. Many stakeholders also indicated their intention to continue to provide 
feedback with the CRERRPHC members through 2016, as they begin to test its real-world 
policy and planning application. 

Notably, Rural Health Workforce Australia and the seven state and territory workforce 
agencies combined to submit a 12-page response paper, attached as Appendix 11 to this 
report. The time and resources to producing this feedback demonstrates the importance 
attributed to our research for their organisation. 

1. McGrail MR, Humphreys JS (2015). Development of a national Index of Access for primary health care in 
Australia: discussion paper: Monash University. 

2. McGrail MR & Humphreys JS (2015). Spatial access disparities to primary health care in rural and remote 
Australia, Geospatial Health, 10(2): 138-143. 
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Key findings 
Overall, stakeholders were impressed by the Index of Access and could see merit in its usage 
in more refined policy and planning decisions for rural health workforce resource allocation. 
There was solid support for the improvements of using a 2-state floating catchment 
methodology over existing methodologies, and in particular its ability to measure access with 
finer geographical granularity. The workforce agencies also agree that there is a strong role 
for a nationally consistent and reliable measure of access - the “innovative” Index of Access - 
to aid their decision making. 

A common concern expressed was that the Index of Access should not be considered as the 
sole tool for guiding all service planning knowledge and resource decisions. Instead, it must 
be recognised that the Index of Access complements ‘local’ expertise (e.g. Primary Health 
Networks, local Rural Workforce Agencies), and that it is not intended to replace general 
classifications, such as the MMM, across all policies. A clearer statement of how the Index of 
Access complements other classifications like the MMM would also help. 

There was both positive and negative acknowledgement of the complexity in the Index of 
Access methodology. Some stakeholders questioned the dynamic nature of the data, noting 
that there is significant cost required to update the Index of Access, and it is not clear how 
often data inputs need to be updated for it to be maintained as a useful long-term tool. Our 
recommendation is that 12 months would be the ideal balance between cost/effort whilst 
maintaining a useful and current tool. 

Inclusion of health needs within the Index of Access is seen as a positive step, but there was 
recognition of the difficulty in defining needs. There was general support for the current 
approach used for measuring need within the Index of Access; however, this may not be 
appropriate nationally.  Some NT stakeholders expressed concerns when applied to remote 
and high-Indigenous communities. 

The AIHW, an organisation which has also utilised the 2SFCA method for some of its projects 
(but not exactly the same method as per the Index of Access), was concerned about whether 
the use of different catchment sizes by remoteness and applying a varying distance-decay 
function was appropriate. However, recent international literature supports the use of dynamic 
catchments that change in size relative to the volume of nearby alternative access options. 

Remote-specific issues 

A key drawback of the Index of Access in its current form is its reliance on Medicare Benefits 
Schedule (MBS) billing for measuring service availability. In particular, remote area nurses 
and other General Practitioners (GPs) employed directly by organisations (outside of MBS 
billing) are critical to ensure a more accurate representation of all services provided to a 
location. GPs are not the first primary care provider for many remote communities, where 
remote areas nurses and allied health clinicians are common as well as the role of visiting 
providers including Royal Flying Doctor Services. There was wide acknowledgement that this 
issue is not easily addressed given that reliable and appropriate national datasets are not 
currently available. 

One weakness of the Index of Access is its reliance on the road network and an assumption 
of car travel. Currently it does not capture the impact of poorer travel conditions across 
Australia, including: the impact of the ‘wet’ season in northern Australia leading to closure of 
roads and dependence on aircraft or helicopter travel, significant variations in the quality and 
nature of existing roads, increased dangers of wildlife and night travel, and the omission of 
public transport services. 

Moreover, a higher volume of GP services in remote communities does not necessarily equate 
with increased primary health care access, because these GPs often provide non-PHC 
services that would elsewhere be filled by other specialists. Remote towns without access to 
specialist care can place a high burden on the resident GPs who deliver comprehensive 
medical care. Also, Indigenous health utilisation behaviour does not necessarily equate to 
having access where services are available. Many travel to alternative centres from the 
nearest service for a number of reasons.  A high access score in small remote areas can 
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dramatically change – thus it is important to understand the potential vulnerability of access 
for a population, not just their current access surface. 

The concept of access includes several dimensions which are often difficult to capture.  
Remote access is commonly poorer due to higher staff turnover which leads to reduced 
continuity of care. This issue is currently not captured by the Index of Access which can only 
measure access at one point in time. Additionally, service models may be more limited by a 
reduced range of services being offered or limited after-hours services. Affordability is not 
included in the Index of Access nor are provider characteristics like gender; these omissions 
are potentially more critical in remote areas due to populations often having limited alternative 
options. 

Potential future research 
Most concerns of the Index of Access that may require further research evidence relate to its 
suitability for remote access measurement. In no particular order, access in remote areas is 
likely different for a number of reasons, most notably:  

• Remote PHC services are delivered by a much wider range of clinicians and health 
professionals using a wider range of service models, which are often delivered ‘regionally’ 
rather than to a single town. 

• Geography barriers for remote populations can vary, including, roads cut off by floods, 
poorer road conditions and lack of alternative transport. 

• Indigenous populations may place different emphasis on access aspects, such as provider 
characteristics, service characteristics as well as their own health literacy. 

• Remote populations are more itinerant, and many services are only intermittent or are 
delivered by a high turnover workforce. 

Recommendations 
1. Utilisation of the Index of Access is supported by rural health workforce stakeholders and 

policymakers and should be explored further in 2016. 
2. The Index of Access should be viewed as a health service planning tool to complement 

current use of the Modified Monash classification. 
3. The Index of Access will be most useful as a decision tool if it is updated annually. 
4. Data holders should make available their key workforce datasets across the range of 

primary health care providers in order to improve the value of the Index of Access. 
5. Further research may be required to improve suitability of the Index of Access for planning 

health services in remote communities. 
  



 

P a g e  | 67 

Append ix  12 :  12 -page response paper  by  Rura l  
Hea l th  Work fo rce  Aus t ra l ia  and  the  seven  s ta te  
and  te r r i t o ry  work fo rce  agenc ies   
 

See attached. 
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