Primary health care in rural and remote Australia:
achieving equity of access and outcomes through
national reform

A discussion paper

John Humphreys" & John Wakerman®

! Monash University School of Rural Health, Bendigo.
? Centre for Remote Health, a joint Centre of Flinders University and Charles Darwin University, Alice Springs.

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



Contents
YA o 1Y 1 = (o1 TR 3
N 101 1 (o Yo (U111 o] o DEUUETTUTR RO RPN 4

2.  Rural and remote health — key contextual iséureservice delivery, practice and

NEAItN OUICOMES ...t e e e e e e 5
3. Drivers of health care Change ... 7
4. Current impediments to improved rural and renhat@th service models................... 8
5. PHC goals underpinning the provision of rural amote health services................... 9
6. Evidence of what works in rural and remote areas..........cccccuvvvvvvriiiiienneeeeeeeeenn. 10
7. What is the recommended model and what is requo make it happen................... 14
8. TIMELADIE ... e a e e e e e e e e e e e e e e eeaaraaae 21
LS TR O o [od [U ] o] o [0TSR 24
ACKNOWIBAGEIMENT ... e e e e e e e e e et e e et e nenneeeseeebbnnn s 25
] (=] (=T o =T PSS UUPPPPPPTUPPPPTRRN 25

2

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



Abstract

Despite many rural and remote initiatives over nécgears, the health needs of many
Australian communities are still not adequately .meesidents of rural and remote
communities continue to show poorer health outcoities residents in metropolitan

centres, while the health of Indigenous communitggsains unacceptable. Many rural and
remote communities experience ongoing difficultiss recruiting and retaining an

appropriate and adequately trained medical andtthemabrkforce, while residents face

increasing difficulties in accessing appropriateecan situations where integration and
continuity of care are woefully inadequate. Healtithorities and funding remains oriented
to treatment and curative care services, while mahyhe upstream determinants of
Indigenous, rural and remote health are poorly eskid.

That many rural and remote communities are unlilesigr to receive the range of medical
and health services characteristic of large urbemres should not be a matter of major
concern, so long as rural and remote Australianve laalequate access to appropriate high
quality primary health care (PHC) services as aimkrwthey are required. Currently,
significant impediments inhibit the quest to ensegeitable access to appropriate primary
health care for many rural and remote Australians.

Evidence indicates that there is no one model dapabservicing the health needs of
diverse rural and remote communities. Moreoveryrsmall rural and remote communities
require alternative approaches to health care amdkts of health service delivery different
to those which have traditionally characterisedlrdustralia. Most importantly, service

models must vary in order to take account of thec#igc geographical, social, economic

and cultural contexts that differentiate the mauagak and remote communities scattered
across more than 7% million square kilometres ahitlware home to more than 7 million

Australians.

Equally apparent from the evidence of effective @udtainable rural and remote PHC
services is that they are underpinned by seveitataircomponents which operate at both
the macro-scale and the meso-scale. At the maaie-an agreed PHC policy framework
and strategic plan with agreed targets and indisai® essential. Funding needs to be
sufficient and financing arrangements need to Wécently flexible to drive the other
necessary components of multidisciplinary practia®ymmunity engagement, IT,
infrastructure and workforce capacity building reegd at the service level.

Because ‘no one size fits all’, the focus of sexucodels should be on ensuring that key
service requirements and community needs are mEtis requires systemic changes
relating to:

* regional models designed to maximise access tapppte comprehensive PHC,

» financing arrangements that resource communitiedepgandently of workforce
availability,

* aservice focus on health promotion and early uetetion,

* multidisciplinary teams that maintain a strong neatlinput,

» adequate infrastructure to support an approprig@ical and health workforce, and

* a mechanism for monitoring progress against agnegéidators and targets, ensuring
quality and accountability for all players.

Only then can there be any certainty in the provissif PHC services to meet the needs of
rural and remote communities where population seres usually insufficient to sustain
traditional models of service provision.
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1. Introduction

Residents of rural and remote communities expeeigmmorer health outcomes and
exhibit higher health need (AIHW, 2008a, 2008b)eakh workforce shortages and
maldistribution (Productivity Commission, 2005) ahdjher out-of-pocket expenses
are particular barriers, especially in more remareas (AIHW, 2005; AIHW 2008a).

The proportion of Indigenous people increases wittreasing remoteness (AIHW,

2005), and Indigenous health outcomes lag wellrizkthose of other Australians (ABS
& AIHW, 2008).

This metropolitan-rural differential reflects thagher proportion of Indigenous people,
but there are generally poorer non-Indigenous healtcomes in rural areas relative to
major cities (AIHW, 2008bj. Poorer educational outcomes, lower incomes and
generally lower socio-economic circumstances cbute to these poorer health
outcomes (BITRE, 2008). Importantly, access twises is worse in these areas of
highest need (AIHW, 2005).

'Closing the gap in Indigenous health status' angroving distribution and equitable
access to services' have been identified as natipniarities (NHHRC, 2008).
Improving access to acceptable, adequately respustestainable models of PHC in
rural and particularly remote areas, where healthames are worse and there is a high
proportion of Indigenous residents, will redress ¢fap in health outcomes in a country
that otherwise ranks well internationally in terro$é its health system and life
expectancy.

In this paper we have focused on primary healtlk ¢RHC) services because there is
compelling international evidence about the strogigtionship between primary care
provision and improved health outcomes (for exangile & Starfield, 2000; Macinko
et al., 2003, Gullifordet al, 2004, Starfieldet al, 2005; McDonald & Hare, 2004;
Powell Davieset al, 2006). PHC is cost-effective and its focus eavpntion and
promotion is increasingly relevant in a time ofichp rising chronic diseases and their
precursors. Our goal is to outline the requiremdnt sustainable PHC models to
service rural and remote areas of Australia (SeeBBo

Rural and remote areas comprise many diverse reetties, including pastoral, farming,
mining, tourism and Aboriginal and Torres Stralaigler communities. The social and
economic determinants of health vary across thesemunities. These underlying
determinants must inform the design of any PHCiservin this discussion paper we
describe principles and components of PHC serwgeigh can be adapted to this
heterogeneous rural and remote population, consistath the needs of each
community and region.

This discussion paper:

i. highlights the importance of geographical contexhealth services, practice and
outcomes;

ii. briefly outlines existing impediments to sustaimabhccessible, appropriate
primary health care to residents of small rural eerdote communities;

ii. summarises evidence of effective primary healtle caodels;

iv. outlines the principles and provides a framewornktfe provision of effective
primary health care to residents of small rural emote communities;

v. presents a timetable and implementation and evatluaitrategy to monitor
impact of new models of care on health outcomes.

*The topic of Indigenous health care and services is not dealt with in detail here as it is the subject of
another National Health and Hospitals Reform Commission Discussion Paper.
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Box 1 — Definitions

Primary health care:
Refers to ‘...essential health care based on padctscientifically sound and socially acceptable
methods and technology made universally accessibiadividuals and families in the community
through their full participation and at a cost tile@ community and country can afford to maintdin a
every stage of their development in the spirit eff-seliance and self-determination. It forms gn
integral part both of the country's health systefrwhich it is the central function and main focasd
of the overall social and economic developmenthef community. It is the first level of contact pf
individuals, the family and community with the matal health system bringing health care as close as
possible to where people live and work, and canstit the first element of a continuing health care

process’ (WHO, 1978).

Rural and remote areas:
Refer to those areas outside of Major Cities in Australian Standard Geographical Classificatjon
System. This means that about one-third (32%) dftralians live in rural and remote areas—29% in
regional areas and 3% in remote areas (AIHW, 2008a)

Model:
Is defined as '...a specific configuration of theiasis of primary healthcare, the resources,
organisational structure, and practices. Each gardition is conceptually distinct and empirically
observable at a given time and in a defined confeamarcheet al, 2003).

2. Rural and remote health — key contextual issues faervice delivery, practice and
health outcomes

Existing rural-urban health inequalities and in¢igsi are unacceptable because they
mean that rural and remote residents are disadyaahtan terms of their prospects and
opportunities for social and economic wellbeingufggand rights). Health inequalities
include life expectancy, higher rates of many dissaand underlying risk factors —
including tobacco use, hypertension, obesity, am@ssive alcohol consumption — that
are related to social status, but amenable to ptexwe and health promotion
approaches. Some are specific to rural areas,aiohury from farming accidents and
motor vehicle accidents resulting from poor roddag distance and excessive speed
(Veitch, 2008). Understanding how these risk fextdetermine health needs and
health status helps inform appropriate health serplanning and service provision.

Geographical location (accessibility to and avaliigbof appropriate health services)
and rural and remote environments (including samoaemic status, lifestyles, and
indigeneity) are undoubtedly the hallmark charasties of rural and remote Australia.
There is ample evidence about how rural and rerootdgexts shape the nature of
practice and service delivery (Wakerman, 2004; Wake & Humphreys, 2002;

Humphreyset al, 2003, Bourkeet al, 2004; RDAA & Monash University, 2003).

Hence the need to tailor PHC service policy respsrn® the context of rural and
remote populations is paramount.

The tyranny of distance and lack of transport asggomimpediments to accessing health
care for many rural Australians. Health care systservicing the needs of rural and
remote Australians cannot be seen apart from #esport system that either takes
services to the people or brings patients to tlseseices. Health transport may be
required at different points within the health cagstem (Humphreys, 2002) - at the
point of entry (such as facilitating attendanc@rmmnary medical care); at the interface
of different parts of the health care system (sashtransferring patients between
institutions); where continuing patient accessegquired (such as rehabilitation, day
care, care of the chronically ill); and for the mtanance of social and psychological
health (including access to social, cultural arateational amenities).

In rural and remote Australia, the dispersed natdidie population places heavy cost
burdens on both consumers and providers of health services because of the

5

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



distances they are required to travel to accesspaovdde health care. Historically,

ambulance service, the Royal Flying Doctor Ser\iB&DS) and Patient Assisted
Travel Schemes (PATS) play key roles. For manyplgedhe cost of travel is a major
barrier to health care. Poor roads and lack oflipubansport represent the most
immediate problem. Increasing centralisation oélthe services in major regional
centres has resulted in longer journeys for paidioften disrupting home life),

increased costs in accessing health services, ramrdased reliance on private and
community transport providers for residents withprivate transport.

The preference of rural residents for locally pdad health care services reflects not
only the costs and time associated with accessngces, but equally importantly, the
significance of localism and attachment to place important determinants of
behaviour, especially where the local milieu pregidignificant support from family,
friends and community. The importance of ‘localidmelps explain why moves to
rationalise local services attract such concerpgabsition among rural residents.

History has shown that mainstream health progrdorsedail to meet specific rural and
remote health needs, and specific rural policia$ services to address the distinctive
health care requirements of residents living irs¢heegions are required (The Auditor
General, 1998). As a result of high need andivelgtlow resources, rural and remote
areas have become an 'incubator’ of new ideaseamite delivery models — arguably
the best example of which remains the Royal Flyidactor Service (Humphreys,
2002). Many alternative models for delivering dfe&ive and appropriate level and
mix of health services to rural communities of eliffint sizes and types have emerged
(see Box 2). These models evolves largely becamsay rural and remote
communities are too small to support all the sewvimeeded by residents, are
characterised by an oversupply of acute beds aldaggmps in service functions such
as palliative and respite care; and because egisténvices have a limited capacity to
ensure continuity of care, fail to recognise th@amance of close inter-sectoral links,
and do not facilitate the effective monitoring béthealth outcomes.

Box 2: Typology of ‘innovative’ rural and remote madels

CONTEXT PHC MODEL & EXAMPLES MAIN DRIVERS UNDERPINNING MODEL
Rural-remote

continuum

RURAL Discrete Services Population numbers are usually sufficient to meseatial

Larger, more
closely settled
communities

v
REMOTE
Small
populations
dispersed over
vast areas

¢ ‘Walk-in/walk-out’ model
* Viable models of General Practice
¢ University clinics

service requirements (although some supports #re st
needed to address workforce recruitment and ret@nti

Integrated Services

Shared care
Co-ordinated Care Trials
PHC teams
Multi-Purpose Services

Service integration resulting from pooled funding
maximises efficiencies and access to locally akbela
services. Single point-of-entry to the health eyshelps
to co-ordinate patient care and reduces the neddafecel.

Comprehensive PHC Services

« Aboriginal Controlled Community
Health Services

Community participation, service flexibility to mdecal
circumstances, and accessservices are critical
components where few alternative ways of delivering
appropriate care exist.

Outreach Services
‘Hub-and-spoke’ models
Visiting services

‘Fly-in, fly-out’ services
Telehealth/telemedicine

Periodic outreach services (sometimes co-existiitig w
other models) provide care to communities too stoall
support permanent local services.
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Despite these numerous ‘innovative’ models of servdelivery, few have been
evaluated in terms of their impact on health outeemindeed, despite promising starts,
many have not been sustained, with the result thaty communities still lack
adequate health services and residents often faragoat times of need. In view of
this, it is appropriate to consider what are thigical factors driving the need for
changes in health care models and what impedineigs that preclude our quest to
achieve equitable access to health care regardfegsographical or socio-economic
circumstances.

3. Drivers of health care change

The provision of adequate, appropriate and susiEmHC services presents a huge
challenge in a dynamic and constantly changingrenment. Moreover, because of
the direct and indirect impact of PHC services ealth outcomes, our discussion of
how best to meet the specific health needs of mmdlremote residents cannot exclude
consideration of broader environmental, social,tucal, economic, and political
processes operating both within Australia and dlgba

Foremost among the current drivers of change inmmaon rural and remote areas are

the following:

» Demographic change the ageing of society associated with the ‘babpmer’
generation has resulted in a dramatic increasbkdmptevalence of chronic diseases
and greater use of health services;

» Changing epidemiology- the increase in chronic conditions associateth wi
population ageing is leading to an urgent neednfimgrated/seamless care provided
by multi-disciplinary teams of health providers;

» Workforce changeswhile rural and remote health services are aiarsed by an
ageing health workforce, changing values of the igeweration of graduates and
reluctance to take up rural practice is making viamde succession planning
increasingly difficult;

» Fiscal constraints- in the absence of ubiquitous resources, esnglatbsts under
conditions of limited resources underpin debateualw to fund the health care
system and what voters are prepared to pay thrthegpublic system;

* Increased consumer expectationsthe widespread availability of electronic
information about health care through the intetmes increased demand for access
to the full range of care;

» Alternative models of delivering servicefollowing de-institutionalisation and the
rationalisation and centralisation of many servidbere has been an increasing
move to care in the home and community. Unfortelyafunding has not always
followed;

* Increased role of technologyimprovements in diagnostic and invasive procesur
have lessened the need for extended hospitalisatiinthe same time, the high
costs, need for centralised expertise, and incdeasevice threshold requirements
have resulted in diminished access to care for nd@gpersed populations;

* Changingemphasis from treatment to wellnesever recent years there has been
greater focus globally on public and population Ithea The importance of
‘damming the river upstream’ rather than copinghwithe deluge downstream’
requires a health system response to key risk rdetants operating in rural and
remote environments in order to facilitate effeetiprimary prevention and early
intervention.

Critically important too is the need to recogniséufe drivers of change. Already we

are seeing the effect of rising energy costs ormatenr and the global economy.

Regardless of whether health service provisioncpdiare predicated on taking people
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to services or services to people, the increasihmlly cost of petrol in a society where
private transport is so dominant is having an imseeimpact on patterns of access to
health care. Despite the benefit of agglomeratimany health services at one site,
centralised services that do not provide an hubsputeor outreachfacility (emphasis
added) will fail to adequately service the healtbedas of dispersed rural and
particularly remote populations.

Climate change too will affect health outcomes hbdirectly and indirectly. Already

we are seeing the impact of extended drought oretlo@omic base and viability of
many rural and remote communities and the livelth@d their residents, while the
deleterious affects on the mental health of farniamilies are all too obvious (Fraser
et al, 2005; Page & Fragar, 2002).

Population movement to regional and urban centrag rasult from the decline of
small rural and remote communities. This is verycmdependent on contemporary
public policy decisions.

While we cannot accurately predict the future, e build robust and adaptable health
care systems which facilitate strong change maneagemapacity. Factors such as
community readiness and participation, and flexiflading arrangements will be
critical to this adaptability. These circumstaneéso provide new opportunities. For
example, the considerable revenue from a carbosssonis trading scheme can be
strategically invested in national infrastructusach as telecommunications and public
transport in rural and especially remote areasrdier to enhance access to services and
increase opportunities to sustain livelihoods ngaeerally.

4. Current impediments to improved rural and remote health service models

Until relatively recently, residents and health ecgroviders in rural and remote
Australia have been subject to the transpositiomrloin service models which often do
not adequately take into account the contextuakss- geographical, sociological and
demographic - summarised above. Despite evidehoatahe cost-effectiveness of
PHC, public debate remains largely focused on haispiwhile many health services
focus on individual transactions and disease manage rather than ongoing self-
management, continuity of care and health promotion

Furthermore, despite evidence of sustainable, iati® rural and remote models in
Australia, there exist significant systemic impedits to the provision of appropriate
sustainable health services that must be addre§dezke include:

 Inflexibility in existing funding streams- inability to move resources across
programs limits the ability of health services &spond to community needs and
changes within the system and in the community igdiye

« Insufficient funding- there is substantial evidence of under allocaorindigenous
health services (AIHW 2008c) and workforce shorsagerural and remote areas
(AIHW 2005);

« Inbuilt perverse incentives focost shifting between Commonwealth and State
governments. Commonwealth-state relations contiouge a complex and fraught
area. The pattern has been generally one of Comeadth funding being utilised
to overcome state under-servicing in rural and tenfdC;

e Poor co-ordination and fragmentatiomn health program funding — divided
responsibilities for funding different health pragrs limit the scope for an
integrated approach to health care politicallywa$l as limiting continuity of care
on the ground,
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« A funding focus orremuneration of service providengarticularly GPs, rather than
the needs of consumers, leading to a significagteeof supplier induced demand.
That is, a financing system which is neither persentred nor needs-based;

« A disease-based rather than primary health care foeusany rural communities
would benefit from financing structures that suppoodels emphasising a primary
health care approach which focuses on the detemtsirvd health, disease prevention
and early intervention; and

« The shortage and maldistribution of the health workforo rural and remote
regions — where funding is provided for an episoldeare on a fee-for-service basis,
rural areas which are characterised by a reduceadahility of health providers
effectively forego resources to which communitiese dentitled’, thereby
exacerbating geographical inequities in the provisif health services.

These various impediments exist at different lewélthe health care system (see Box
3), such that an appropriate response requiresmisichange rather than ‘tinkering’
with existing models or funding more ‘innovativéqhs'.

Box 3: Impediments to PHC reform

HEALTH SERVICE CURRENT PROBLEMS WITH EXISTING SITUATION
LEVEL *
Macro Level * Legislative roles and responsibilities fragmented

Policy enablers * Policies and plans outmoded or non-existent

* Inadequate health investment & fragmented financing

e Provider incentives misaligned

» Inadequate health service performance monitorirey&uation
» Inter-sectoral links overlooked

Meso Level » ‘Rationalisation’ of existing services without rapement with
Health care sustainable services appropriate to context
organisation and links| «  Failure to organise care for chronic conditionsteaordinated
to community episodic care

» Health worker shortage, lack of skills and expertis

» Interventions not evidence-based

» Failure to adequately address prevention

» Infrastructure lacking for coordinated, integratede

e Failure to connect with local community resources
Micro Level » Failure to empower patients to participate in ticeire

Patient interaction |+ Poor patient interaction and continuity of care

5. PHC goals underpinning the provision of rural and emote health services

Currently, by world standards, Australians have extellent health care system
(Podger, 2006; AIHW, 2008b). Nonetheless, in ramatl remote areas, there is an
unmet need for more accessible, comprehensive Péltices characterised by
multidisciplinary approaches designed to meet theds of an ageing population and
increasing prevalence of chronic illness. Thignanifest in the health gap between
metropolitan and rural Australia.

In recommending changes to ensure the maintenaihcnd improvements to, this
system, it is vital to agree on the goals and tiwas of health care services.
Consistent with the National Health and HospitadgsdRn Commission (2008) and the
National Health Performance Framework (2004), thiéeowing principles guide the

direction of our discussion and recommendationsnioroved health services for rural
and remote communities. Services should be:

4 Adapted from World Health Organisation, 2002: Innovative care for chronic conditions, Geneva, WHO
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» Accessible and equitablensuring services are available according to @eedare
paid for according to capacity to pay;

* Responsiveconsumer focussed services that are needs-bamkdeaponsive to
individual differences, cultural diversity and pgegnces;

» Early intervention greater focus on maintaining wellness, strengtitenliness
prevention and early intervention to maintain optifmealth;

» Comprehensive:co-ordination of multiple providers in the face ofcreasing
incidence of complex chronic diseases, and provigib seamless pathways that
maximise continuity of care;

» Safety and quality of careappropriate, timely, effective care in line wibest
available evidence;

» Efficient given fiscal constraints, services must miningest and maximise value
for money through building on effective preventatiapproaches and providing
seamless pathways that maximise continuity of patare;

» Sustainable health services must be based on appropriate Isjoddequately
funded and sufficiently flexible to respond to chery needs of consumers and
providers; and

» Accountable:service performance should be monitored in a pament way, with
patient, provider and funder responsibilities diedelineated.

Pursuit of these goals highlights the fact thawiser provision for rural and remote
communities is a complex issue involving multiplensiderations and players. It
follows that the importance of an over-arching hanad remote PHC policy and plan
that clearly specifies goals and holds all playssountable for performance cannot be
under-estimated.

6. Evidence of what works in rural and remote areas

Over recent years several reviews of 'innovativedel®, one specific to rural and
remote communities, have compared PHC models acms#ries (Marriot & Mable,
2000), within countries (Weatherill, 2007; Lamarosteal, 2003; Wakermaret al,
2006), and PHC reform internationally (Naccerelial, 2006; McDonalcet al, 2006).
Whilst there is a general agreement that 'one dies not fit all’, a number of model
typologies emerge (see Box 4).

The three typologies presented have in common iberede, stand alone GP model.
They then diverge along axes of level of integrgtitnancing mechanism and level of
community involvement. Lamarche et al. (2003) ¢oded that no one model meets all
needs of effectiveness, quality, access, contingtpductivity and responsiveness.
From their taxonomy, a combination of integratednomnity & professional co-
ordination models is seen as optimaMarriott and Mable (2000) aggregated a variety
of 'Rural and Indigenous' models. In rural and omAustralia, population size and
distribution are critical factors in designing PH€rvices — ‘successful’ models have
invariably addressed diseconomies of scale by gatjrey a critical population mass,
whether it is a discrete population in a countnyricor a dispersed population across a
region (Wakermaet al, 2006; Humphreyst al., 2008).

> Subsequent personal communication with Lamarche has indicated that this taxonomy has been expanded
to six PHC organisation models consisting of three Professional Contact Models (closed to new patients-solo
contact model, closed-group contact model and opened-group contact model); two Professional
Coordination Models (Integrated with PHC organisations and Integrated with the System); and one
Community Model (the Integrated Community Model).
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Box 4: Typologies of rural and remote models

« Physician & PHC practices| ¢« Professional contact - » Discrete Services - Stand
- GP practices Family physician private alone GP practices
practices, walk-in clinic

 Intermediary, vertically « Professional coordination { « Integrated Services- various
integrated models - fundholding, HMOs models of integration & co-
purchaser or intermediate ordination of services with
(between funder and focus on continuity of care

provider) responsible for
providing continuum of car¢

» Health centres - * Non-integrated community| « Comprehensive PHC
heterogeneous group but model healthcare service Services - full range of
generally single site, not-fof-  centres with governance clinical, preventive & health
profit, multi-disciplinary, involving the public; stand promotion activities
often rostered, and with alone
community boards

« Rural & Indigenous e Integrated community e Qutreach Services - non-
organisations - a variety of model - healthcare service|  resident visiting services
models recognising centres with governance from hub or within network
contextual issues of involving the public; strong|
isolation, scope of practice linkages to other elements
etc of the health system, IT

connectivity

* Virtual Outreach Services -
IT/Telehealth

Humphreyset al (2008) identified the general principles that empin the development
of effective PHC services in Australia, which chert be applied in different contexts.
Weatherill (2007) distinguished a number fafundational elementgPHC teams,
information infrastructure, knowledge gathering &fukion) from transformational
elementgleadership, putting citizens at the centre ofrtibare and a focus on health
outcomes). Wakermanet al (2006) also made a distinction between a numiber o
essentialenvironmental enabler&@ppropriate policy, compatible Commonwealth and
State relations, & community readiness) asdential service requirementsinding,
workforce, governance/ management/ leadershipastriucture & linkages). The
‘principles’ synthesised from these studies arevsansed in Box 5.

PHC services in small rural and remote communitiel only be effective and
sustainable within a constantly changing demog@aphd economic environment when
planning takes account of the need for comprehensiustainable and systems-based
solutions that address all components in an intedravay (Wakermaret al, 2006).
Notably, this study showed that, whilst workfor@mains a critical issue, it may be
significantly de-emphasised when other linked ‘efiaé service requirements’ are
addressed.

In reviewing the literature on innovative rural areinote PHC models, a number of
findings highlight barriers to health service refom relation to the provision of rural
and remote services. One overwhelming finding & dlearth of rigorously collected
evaluations of rural and remote health servicelation to health outcomes. Indeed,
Weatherill (2007) comments on the general reludaammong governments and health
care leaders to set targets and be held accounfablgrogress. In one Canadian-
Australian comparative study, the authors noteatk 6f 'strong evidence .. of the
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Box 5: Elements of PHC service models

Essential elements Aspects of primary Environmental Foundational elements
healthcare enablers

« Citizens participation | « Vision: the beliefs, * Policy e PHC teams
in management and values and objectives
planning of players

« Citizen choice » Resources: the * Commonwealth-state | « Information
(acceptability in urban quantity and variety off relations infrastructure
context & availability | resources available
in rural)

» Rostering — patients | « Organisational * Community readiness Knowledge gathering
rostered to given GPg structure: legislation, & diffusion

regulations,

agreements, and other
arrangements that
govern and guide

players
» Capitation — funding | ¢ Practices: processes Essential service Transformational
for rostered behind production of requirements elements
individuals activities and services
» Physicians in groups | * Effects: the desired |+ Funding « Leadership

change in results of
primary healthcare

over time
* Health information » Environment: the » Workforce « Putting citizens at the
systems context in which centre of their care

players operate, and
the other systems with
which they interact

» GP gatekeeping to « Governance/ e Health outcomes
specialists management/ focus
leadership
» Multidisciplinary « Infrastructure
practice
* Quality — ie CME, * Linkages
accreditation,
planning &
evaluation,

information systems,
rural training,
prevention initiatives,
group practice &
multi-disciplinary
teams

superiority of any one model' and 'systematic, qyinforming evaluation of primary
care innovations' (Hutchinsoet al, 2001), a finding that does not appear to have
changed significantly over ensuing years in Canatarein there was 'a substantial
disconnect between the support for primary heatthcanewal and that provided for
primary healthcare research’ (Russlal, 2007).

A related barrier to reform or generalisation afiomation that is common to Canada
and Australia is the Federal/Provincial or Commoalfit#State division of powers 'in
which the federal government accuses provinciakgawents of failing to manage the
health care system in keeping with public needs matibnal standards, while the
provinces complain about niggardly revenue tragsfand federal meddling in
provincial affairs' (Hutchinsost al, 2001). McDonalet al (2006) observed that there
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has been no 'sustained focus' on the Commonwetatd/BHC interface beyond trials
and pilots.

Whilst the models that emerge from the reviews féctive and sustainable PHC
service provision are not directly comparable, anber of common, interlinked key
themes emerge. These include the need for adefyuatiing and appropriate financing
mechanisms; multidisciplinary practice; communitgrtiipation; improved health
information systems; and vision or leadership.

Internationally there appears to be a trend awaynfa fee-for-service to a blended
payment system for general practitioners, whiclameds the incentive to stint on care
under capitation and to over-service with fee-fervgce. In their comparison of PHC

models across Canada, Finland, the NetherlanddedJiiingdom, Australia and the

United States of America, Marriott & Mable (2000®nement that 'Australia stands
alone as having little fundamental change in prnimaare settings or overall

organisation ... most primary care is still providbg small, often single-handed

physicians/GP practices funded on a fee for serbiasis’. Although the authors
describe a trend away from solo practices in alintoes other than Australia, there has,
in fact, been a trend away from solo practice irstPalia: from 1998/9 to 2006/7, the
proportion of solo practices dropped from 17.998.@%0 (Brittet al, 2008).

Australia is also described as standing out byrwa flat structure, lacking vertical
integration, in which primary care providers operdty and large, independently of the
rest of the health system (Marriot & Mable, 2008utchisonet al (2001) highlighted
the privileging of physicians and acute care in@amadian health system and described
'...a system dominated by small-group and solo phasiproviders ... by placing
physicians at the heart of decision-making at aWNels, federal and provincial
policymakers were left with few and feeble polieyérs to influence the organisation
and delivery of medical care. Moreover, 'primaayecinnovations ... were at odds with
context-setting policies’. The predominant 'prei@sal contact'’ model in Canada,
wherein clients seek out physicians, is a signifidgasue on the Canadian PHC reform
agenda. Similarly in Australia reforms have hadbtold around the resistance of
doctors to move away from the fee-for-service modelhere has also been an
incremental accretion of multiple workforce andantive programs such that 'Australia
is close to reaching the limits of using specifitahcial incentives to reward quality’
(McDonaldet al, 2006).

Given current workforce issues and the epidemigkgprofile of developed nations,
there is a generally recognised need to move mamghatically to multidisciplinary
team practice (Lamarchet al, 2003, Romanow, 2002, Weatherill, 2007). Thera i
need for flexible funding arrangements that refoonsmultidisciplinary practice and
prevention targets.

Importantly, there is also a need for appropria@munity participation in governance,
and for the purpose of enhanced self-managemkattirig citizens at the centre of their
care' (Weatherill, 2007) and engagement of the conityr in governance have been
identified as central to the success of healthrnefo

Improved health information systems will monitomsee performance as well as
enhance self-management (Lamarehel, 2003, Romanow, 2002, Wakermanal.,
2006, Weatherill, 2007). Adequate information tedlbgy and support is an essential
infrastructure element. This will also enable helgith and the use of personal
electronic health records. Re-educating or empogeindividuals to take greater
control over their own health and disease is fatéd to a large degree on appropriate
IT. For example, Kaiser Permanente, the largesitihenaintenance organisation in the
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US, gives patients access to their own on-line theahformation and health
management plans.

Finally, there is an overarching need for effectolfeange management processes to
ensure timely, evidence-based PHC improvements.is Bhould include change
management support for teams to deal with chartgiaigs and demands.

7. What is the recommended model and what is requiretb make it happen

Given Australian and international evidence, wha¢slan effective model of health
care for rural and remote populations look likeZenttal to sustaining an effective
model is the need to meet service range and thdeslequirements. That means
ensuring a sufficient population to support thegeanf services required. In Australia,
a regional arrangement of service delivery will mggte a sufficient population that
will support an appropriate range of health, agatk and community services. A
regional approach can also take into account tlstindt nature and differences
characterising many of Australia's regions anddineng identification residents have
with their locales. Developing a regional modell enable optimisation of community
input, responsiveness to local needs, and accesstfa-regionally mobile residents
(Warchivkeret al, 2000). In a regional model, appropriate cergaéibn of some
service functions (for example, recruitment andficial services) may inevitably be
necessary, while decentralisation of service dgfite meet access requirements of
consumers can be maximised. Multiple PHC modelg omaexist within the region.
For example, discrete GP practices viable withitarger regional centre may also
sustain some outreach ‘hub-and-spoke’ arrangenoerddiivering services to smaller
communities within their catchment area (Wakerraaal, 2006). It is important that
regional population size be not so large that respeness to local issues is
diminished; and not so small that the populatioreghold that would support an
essential range of services not be met.

Because 'no one size fits all', the focus for PH&Iahs should be on ensuring that key
service requirements and community needs are migterrathan concentrating
excessively on the details of how any one or mooelets are configured. No one
model for organising, funding and delivering primatare is superior to another.
Nonetheless, there are consistent principles thathave described which, when
applied, are predictors of successful outcomes (pugyset al, 2008). While the
focus should be on clinical and health outcomekerathan structural change, some
changes will be required in order to ensure modmis underpinned by vital
components necessary to ensure appropriate arairaise care.

Key amongst these components underpinning effectiggional models are
multidisciplinary practice, infrastructure and fim@ng. Multidisciplinary practice is
critical and has broad implications for undergradugostgraduate and vocational
education and training, as well as ongoing supfaormultidisciplinary team practice.
Adequate physical and IT infrastructure underpialtieservice capacity, particularly in
more remote areas. A single source of fundinggdas population needs, is important
to maximise flexibility to respond to changing regal needs, such as those resulting
from population movement.

Two assumptions underpin the following descriptiaisthe critical components of
regional models of service delivery. Firstly, irder to build and sustain effective rural
and remote primary health care services we neéditd robust systems which consist
of linked, interdependent components. Serviceasnability (ongoing ability to deliver
appropriate quality care responsive to changingisleeequires systemic solutions with
respect to funding arrangements, workforce, inftastire, governance, management
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and community engagement, and not simply the prnomobf more pilot and
demonstration primary care models. These compesremet described in more detail
below. In seeking to develop and maintain appederPHC services to meet the needs
of rural and remote residents, it should be rechthat a focus solely on funding or
improving just one or two of these components ifkaly to create the degree of
robustness necessary to ensure sustainability.

Secondly, access to care is supremely importanttlisdmeans that health services
require some appropriate local presence. Whileesadministrative functions can be
centralised in order to maximise efficiency, theeshdor, and benefit of, 'services
situ’ with respect to emergency care, health promadictivity, ongoing rehabilitation
and maintenance of care is evident.

The components necessary to ensure appropriatectief and sustainable PHC
services for rural and remote communities are:

« A policy framework. An agreed framework for PHC is critical in articuhg a
common vision that guides investment, capacityding and service development
(Powell Davieset al, 2006). Multiple programs, multiple funding stres and
unclear accountabilities between State/Territord &ommonwealth governments
make for a policy situation that results in higlansaction costs for services,
confusion and lack of flexibility and adaptabili¢éy service level. A national rural
and remote health policy and plan is required, edjtgy both levels of government,
in order to guide the further development of ranadl remote health services.

The plan will have agreed indicators and targele hdicators will be consistent
with national health indicators, but may have somral and remote health specific
aspects. For example, both emergency and electaresgortation to specialist
services is a key issue for the bush. The natiphat will take account of the

specific geographic and socio-economic context diféerentiates rural and remote
areas from metropolitan areas, and forms the Wasiginding to be streamed from
multiple programs but focused on agreed outconkesthermore, the focus of rural
and remote health service planning should be ooremsintegrated, co-ordinated,
and seamless care for the patient. In the wordsiadonald & Hare (2004: 4):

'much of the success relies on a well integratechgysly and community health
service system that is adaptive and flexible and the capacity to respond to
changing needs and emerging models of care'.

The national administrative apparatus requiredmplément, monitor and ensure
ongoing revision of the plan will include a welkmrced Office of Rural Health,
within which all rural-specific health programs will be locatedheTcomprehensive
integration of this multiplicity of programs is tidal to ensure more efficient
implementation at regional level. The Office widlso have responsibility for
monitoring expenditure and activity in rural andnage areas of mainstream health
programs and initiatives in order to ensure eqoityaccess and health outcomes
across metropolitan and non-metropolitan population

« Funding of rural and remote PHC servicesEvidence suggests that funding levers
can be very effective in driving changes requieeérisure the provision of effective
PHC service. These vary from specific fundingiatites used in Australia to
situations overseas 'where PHC has been contrazteathissioned to deliver core
services as well as a broader range of servicesriipg on local needs, capacities
and service gaps' (McDonakt al 2006). Clearly there needs to be a sufficient
funding quantum to underpin a sustainable servicel a&nsure equitable
remuneration for practitionersFunding of services should be needs-based.
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Currently, the inverse care law applies wherebys¢hm greatest need have least
access to services. Population-based fundingasalist to redress health inequalities
by directing funding to population groups with heglneeds. Needs-based funding
will also be less dependent on the presence ohargkpractitioner, as is now the
case, and allow for more flexible use of funds teempopulation health needs
(Powell Davieset al, 2006). Funding can and will drive the other essary
components of the service, for example multidiscgly practice, community
engagement, capacity building, IT infrastructure fnhanced monitoring and
service quality.

The implications for funding arrangements are adersible. Funds pooling can be
effective, as multi-purpose service arrangement®g Ishown. However, we favour
blended payments including an underlying capitasigsteni, with weightings for
health status, remoteness/access disadvantage @aitityrwhich could form the
basis of a more equitable funding mechanis@lended payments balance perverse
incentives to stint on care under capitation anduer-service with fee-for-service
payments. They will also assist with refocusing disease prevention and
multidisciplinary practice. The cost of care otlaronic condition, for example,
should include standard monitoring, treatment dfettve secondary prevention by
a range of health professionals and be bundledaitapitation payment to a service,
with appropriate monitoring and reporting of cliaioutcomes for the practice.

'Funds following the patient’ will also take accbwh current population changes
resulting from inter-regional migration, as well a®ssible future population
movements resulting from climate change, changuay €osts and other economic
and environmental drivers. Continuity of care withe practitioner or one team
results in better preventive care, patients who rfe@e able to care for themselves
in future, better recognition of problems, lessotgse to medication as a first-line
treatment, better patient compliance with presdibenedication, fewer
hospitalisations and lower total costs.

A fundamental financing question relates to thepoesibilities of State/Territory
and Commonwealth governments, and the linked isgueo-ordination of care
across private (usually GP) and public (usuallytestarritory) providers. We
favour a single source of funding for all PHC seeg with a regional purchasing
mechanism. If the Australian Government were teuase responsibility for all
PHC service funding, funding would be allocatedacrapitation scheme as outlined
above to Regional Health and Community Service Auties. Each Authority will
be charged with the responsibility for developirgional plans, with maximal
community input, for the co-ordinated delivery ainemunity and health services to
that catchment area and its population. Monitotmgnsure that regional targets
were met would also be the responsibility of thehbuity.

» Workforce. Understandably, given shortages in many rural asmote areas,
workforce has been the dominant policy focus oterpgast 15 years. Insufficient
numbers and maldistribution of the health workforeenain ongoing problems
despite a range of incentives and educational pmgr although the latter
invariably have a long lead time and the outcomesyat to come to full fruition.

® New Zealand commenced with a voluntary enrolmeniog of two years during which a charge process wa
put into place to move towards comprehensive ergotrtKing 2001).

" For example, some remote Aboriginal health sesvi@ve been ‘cashed out' at twice the average MBS p
capita expenditure, with an additional two timesghi&ing for the additional costs of provision sees in

remote areas. They also bulk bill.
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In overcoming workforce barriers, effective PHC ralsdalso need to take account
of non-health sector issues that diminish the @itraness of many rural and remote
communities to health professionals. These inclog@ortunities for spouse
employment, housing, childcare and education. alBgumportant to recruitment
measures is the need to maximise retention ofiegistaff. Measures that ensure
professional satisfaction, reward service and pi®vcareer paths help reduce
avoidable turnover, and, in turn, benefit patientseerms of quality and continuity of
care.

Attracting and retaining sufficient numbers and rafxhealth professionals will be
predicated on (1) in the short term, improved suppar existing and available

practitioners through adequate remuneration, ComgnProfessional Development,
locum relief and improved human resource managemettices more generally;

(2) recognising and properly remunerating the rofe existing practitioners,

particularly in the absence of doctors, such as d®emArea Nurses (see
multidisciplinary practice below). This will reqei further development of the
Medical Benefits Scheme to allow appropriately edded nurse practitioners and
other disciplines to be able to directly accessuvaht items; (3) in the medium term,
systematically addressing non-workforce health esysissues described here will
mitigate workforce recruitment problems; (4) accate the development and
accreditation of para-medical disciplines such esate nurse practitioners and
physician assistants; and (5) in the longer termareiasing the numbers of health
science students of rural origin and exposing npelitan students to rural and
remote practice.

» Multidisciplinary practice. Quality and safety must not be compromised. While
the role of doctors remains pivotal, service delivarrangements will involve a
wide range of non-physician health care provide@iven workforce issues, the
growing need to refocus on prevention and, impagtathe different expectations
of post- baby boomer generations of health scistudents which include the desire
to work in a team environment, multidisciplinaryaptice will ensure both more
efficient and appropriate practice, maximising gyahanagement.

Multidisciplinary practice has a number of implicats relating to funding,

education and training. With 'funds following tpatient’, each patient will have
choice of care from an appropriate range of pradesds, each playing a specific
role. For a diabetic, for example, a funded burdleare will include services from
a range of professionals including a GP, practigesey podiatrist, nutritionist and
ophthalmologist. Each will provide a specific seevin their area of expertise, with
a nominated coordinator of the care package.

There is also a related need for interprofessioedlication. Whilst many
postgraduate and continuing professional developmammgrams are multi-
disciplinary, there is little or no comprehensiveerdisciplinary undergraduate
education in the health sciences in Australia.afaml incentives to universities to
reform undergraduate programs and develop 'coltdioor ready’ graduates will be
required. We also require support for PHC teantheg establish themselves in the
workplace. Otherwise we run the risk of losingsthé&ollaboration-ready' graduates
if the flexibility and interprofessional support darpractice they expect are not
available.

 Community engagementat all stages is critical in order to gauge comityumeeds,
facilitate broad stakeholder acceptance of chamagesto ensure that services are
adaptable and responsive to patient and commueiggs while still providing an
acceptable work environment for primary care prexsd Many good intentions and
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programs flounder because of failure to adequadelgl with the socio-cultural
context of behaviour, excessive dependence onpadtevn’ approach, failure to
consult, lack of community participation and invwement. The model of
community participation will vary from place to pk& but should be an integral
component of any PHC service. This might rangemfrmonitoring patient
satisfaction in a solo general practice, to commyufora for larger practices,
through to community control with an elected boafdjovernance. As a required
component of a PHC service, community participati@eds to be monitored and
appropriately funded. For example, some Aborigo@hmunity controlled health
services have shown excellent results through aess of 'deep community
consultation’, selection of community represenestito health committees and
overall board of governance, and subsequent extmggivernance training over a
period of time. This sort of model requires adequfainding. This could be a
calculated part of the capitation fee, or a slidiegle of payment depending on the
nature and degree of community participation.

 Governance As in all business and community organisationgfecéve

management, strong governance and visionary ldagesse central to success and
sustainability (Wakermaet al, 2006). Rural and remote communities often lack
sufficient depth of management and governance epsx, and only have a
relatively small pool from which managers and lead&re drawn, without which
services remain vulnerabl&ood governance is linked to community participatio
There are various successful models in differenteods. The important principles
recognise that (1) governance is critical, (2) camity participation improves
responsiveness, appropriateness and thereby aaoes&) community participation
in governance — including planning, monitoring am@&nge management - needs to
be adequately funded.

 Management Lack of quality and depth of management are &gant problems
that limit the effectiveness of rural and remotaltie services (Weymoutht al.,
2007, Wakerman & Davey 2008). As a critical pdrttloe health team, health
service managers should have accreditation and ogmeiht requirements
consistent with those of other health disciplineBormal registration or formal
gualifications should be required. Support for rappiate education and ongoing
professional development should apply to managerst aloes to other health
professions. Within rural and remote services, rehdistance management is
important, training should specifically ensure ngera who are competent in
implementing:
= Careful recruitment in order to select competentpaomous staff who have
devolved authority.
= Monitoring systems and effective feedback.
= Regular lines of communication.
= Scheduled management visits.
= Periodic 'times out' at head office for staff tasere consistency and provide
pastoral care as needed.
= Prompt management response as problems arise.

As with other health professional groups, healtlhvise managers should be
formally linked to award conditions and remunernatio

» Information systems. Improved information systems are critical to bqgthality of
care and accountability to funders and the communitService quality and
improved co-ordination of care (particularly betweerimary, secondary and
tertiary providers) is reliant on adequate and appate information management
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systems. Evidence-based decision making is driticenproving the efficiency and

effectiveness of care. There needs to be an aatedeprogram of introduction of
shared electronic health records across PHC servibereby enhancing single
point-of-entry activity. Linking capitation paymisnto reporting will assist on the
one hand; training, education and adequate remtimeraill facilitate enhanced

introduction and use on the other.

Monitoring and evaluation of the performance ofltieaervices should be integral
and ongoing. The ability to report against regigrlans and a national rural and
remote health plan ensures accountability to funderd the communities being
serviced. In Australia, lack of high quality nated data to allow the linking of
inputs, activities, outputs and outcomes is an ohpent to evidenced-based health
service development.

» Infrastructure required to support information technology, commation, quality
improvement, care co-ordination, and staffing isc@l. For many remote and small
rural communities workforce limitations include kaof accommodation for both
community-based and visiting health professiondlfis basic infrastructure
requirement should be met with adequate capitehstrfucture funding. As well as
accommodation, co-location of health professiorsadd single point-of-entry will
assist with better team practice and coordinatibrirastructure should include the
use of standard treatment protocols to ensure stemsly, appropriateness and
guality of practice. The Central Australian Rurah®itioners Association (CARPA)
Standard Treatment Manual is an excellent exampletocols should be
incorporated into health information system sofevat.astly, practice management
is essential to efficiency.

* Telehealth and telemedicine: Despite dramatic advances in transport and
communications technology, the tyranny of distameenains the single most
important impediment for rural people. Teleheatid telemedicine (the real time
delivery of health and medical services at a ditdmetween two or more locations
using technology-assisted communications) have beggly used in Australia over
recent years as a means of overcoming problemsaafsa to health care and the
shortage of health professionals in rural and renanéas. Telehealth encompasses
communication(including email, fax, telephone, video-conferemgi e-therapy,
online groups);information managemenr(including data bases and internet), and
patient assessments and managem@ntluding clinical consultations, case
management systems including co-ordinating diggb#iervices, mental health
video-conferencing, virtual clinics, telepharmadtgledermatology, telepsychiatry,
teleradiology, and telepathology). Almost by deifam, telehealth shares many of
the characteristics of successful outreach or maspoke arrangements.
Telehealth has been largely driven by the desigogérnments, health services and
rural consumers for improved access to quality theaare in a way that saves
patient travel and other costs.

Evidence to date shows that the utilisation oflteddth and telemedicine remains
patchy and is not used to full potential. Educadloand administrative uses for
telehealth appear effective, viable and likely tovg In contrast, several ongoing
issues require resolution in relation to its uselinical applications. These include
bureaucratic barriers, such as outstanding medico-legal isstegauneration for

providers, and patient inconvenience by picking amsts of serviceprocedural

barriers such as privacy and confidentiality okwts (including security of client
files); lack of infrastructure and inequity of texilogy access particularly in remote
areas, speed of line, equipment failure and intepreblems, consistency and
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compatibility of equipment and standards, overgglvendors, and issues of image
quality and patient safety; amghrticipant hurdlessuch as lack of doctor-patient
interaction, intrusiveness of technology comingwessn workers and clients,

dependence on individual clinical champions, latlaaceptance and/or unrealistic
expectations of recipients, changes in traditigmatedures of medical practice, and
the need to ensure that the service respond tesr@adral health professionals and
clients and not become just a service initiatedhftbe city (Wakermaet al., 2006).

Despite significant government funding and advocatyere is widespread
agreement that the potential of telehealth appdinat has yet to be realised.
Moreover, despite the high take-up rate by manwlrand remote Australians
(especially farmers) of new technology or new forofs communications, the
overwhelming preference of most rural Australiasstill for locally available, face-
to-face services. This dominant preference foalldace-to-face interaction has
important implications for funders and providershehlth related services

» Transportation: Lack of transportation is increasingly a barrierattcess to health
services in rural and remote regions. While itmgealistic to expect all services,
particularly many specialist and allied health sms, to be available in all
communities, equity of access means not disadvergtdlgose people living in rural
and especially remote areas. The many problemis eutrent patient transport
schemes, including out of pocket expenses, lacdupport for escorts or carers and
inconsistencies across jurisdictions, for rural aechote residents have been well
documented (Australian Senate Standing CommitteEmnmunity Affairs, 2007).
Rising fossil fuel prices have exacerbated manyefe problems.

National consistency in levels of support providedpatients requiring care away
from home is required. The Australian Governmeart take a lead in developing
standards. A single national funder would obvtag need to harmonize across the
different jurisdictions. There also need to beacleational criteria for escorts or
carers. With a single national funder, allocationRegional Health Authorities
according to population size, dispersion and renege would allow a more
efficient local response. Some rural residentsnotafford the up front costs of
travel and accommodation. Regional Health Authesittould issue vouchers prior
to travel which would overcome this barrier to @asce For some communities,
special needs should also be considered. For dgampareas with a substantial
Indigenous population, liaison officers may be rsseey.

Many remote areas have no public transport. Revemom a carbon trading

scheme, increased government investment in roadidicdransport, and incentives
to private transport operators would improve actess range of services to rural
and remote residents. In remote areas, this imergt might also decrease the
excess motor vehicle accident related deaths aadbidity in rural areas.

* Healthy communities and intersectoral action.

Improved health outcomes for residents of rural @mote communities depend on
changes and improvements in areas other than resalilteger se Primary health
care takes account of important social, economiteanvironmental determinants of
health outside of the health sector (Turegtlal, 1999). 'The revolving door through
which we approach health is more likely to invokecial, economic, financial and
environmental policies than health services' (Ha$686, 503). Hence behavioural
considerations (including smoking, alcohol consuomptdiet and physical activity,
risk taking and safety practices), and environn{erdiuding social factors such as
education, occupation and the working environmigat living environment, culture,
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social networks and support, as well as physiazbfa such as housing, water and
food quality, efficient sewage disposal, and otpleysical environmental hazards)
assume great importance.

Throughout rural and remote Australia, many comiiesi are struggling to
maintain their existing populations, let alone morease their size. The impact of
economic restructuring on the rural sector, maflketuations, climatic vagaries, the
rationalisation of public and private services, ahd associated process of rural
depopulation means that many rural and remote cantiesl are at risk of falling
below the critical threshold for maintaining exngtihealth services.

Currently and into the future, the drivers of regib development and regional
decline are critical considerations for health sgr\planners. The sustainability of
many small rural and remote communities in Ausdradiin question. The impact of
climate change, resultant changing rainfall pattenmnd water availability, and rising
oil costs on many agricultural communities has bpesfound. Erosion of their
traditional economic base and de-population calis gquestion the viability of these
communities. This has implications in terms of nepportunities for economic
development (such as improving land managementipeacand tree plantations
within a carbon trading scheme), as well as imgibhee for health services.

A critical reciprocal relationship exists betweeamsces, especially health services,
and sustainable communities. Residents will remfithey can be assured of
sustainable livelihoods and access to services.thétsame time, there will be a
critical level of population below which sustainirgglocally available, safe and
affordable range of PHC services may not be viaiedels will therefore need to
change with changing demographics. A needs-baseddinig formula as
recommended above will assist with ensuring coitynof health services within a
region with population movements.

At the same time, all PHC services should be eragmd to link with and advocate
for other relevant sectors such as education, emviental services, employment
programs etc. Health professionals can be powadubcates, especially in smaller
rural and remote communities. Improved infrastitetand robust IT systems can
facilitate employment in non-metropolitan locationd.ocal employment in the

health sector also contributes directly to thesgneam determinants.

A detailed action plan for change is beyond thepscof this paper. Nevertheless,
given the need for significant systemic changetedlao these various interlinked

components, it is reasonable to expect a desarnipfithe next steps and a timetable for
change. These are described in the next section.

8. Timetable

Optimal rural and remote health requires some fofrpublic intervention since many
of the influences adversely affecting the heal#iust of rural and remote communities
reflect shortcomings associated with dependencith@market place. For this reason
health planning plays a critical role in determ@mihe availability and use of resources
in relation to health needs.

Health planning incorporates both formulation amghliementation of policies. Policy
(the framework of principles and objectives thaidgudecision-making and activity)
must be accompanied by explicit strategies to gulde process by which scarce
resources are allocated in order to achieve specgfoals and objectives. A successful
planning strategy incorporates consideration oftwhdeasible in terms of resources
and technical considerations as well as taking @ticwf the opportunities and
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constraints characterising the broader politicaitert. Pre-requisites for successful
implementation of policies include flexibility inrder to cope with changing
circumstances, adequate consultation and involverngrall those affected, suitable
co-ordination of activities, careful timing, and niring throughout to ensure that
objectives are being met and in order to avoid temided effects.

In reviewing progress of rural and remote healthicgoit is apparent that all too
frequently good intentions never materialise inttican. Despite many (often unco-
ordinated) initiatives, programs and policies negtto health in rural and remote
communities over the last fifteen years, the heedite needs of many rural and remote
Australians continue to be neglected. The effédimplementation failure is that it
often engenders considerable cynicism among taggetips in relation to health
planning.

Our discussion paper has emphasised the need $tensig changes. Such changes
require an implementation strategy that outlinetsoas and responsibilities, monitors
progress and evaluates impacts and outcomes. Vdhitketailed implementation
strategy is beyond the scope of this discussiorepdpox 6 summarises immediate,
short-, medium— and long-term activities, includiogtical pre-requisites and an
associated evaluation framework to monitor progagssnst objectives.

We propose that the immediate next steps need ytotHa groundwork for the

development and implementation of a national rbealth policy and plan. These are
necessary to co-ordinate and bring greater effigieto the multiple current rural

programs, and to identify and prioritise signifitagaps which relate to funding,
infrastructure, community participation etc. Thesext steps involve further

consolidation and strengthening of the Office of&iHealth (ORH) and development
of a strategic framework to co-ordinate Commonwealtd State/ Territory programs
(see Box 6).

The Office of Rural Health, working with the Statesd Territories, will:

» consolidate all Commonwealth rural and remote hepfbgrams, some of which
remain outside of the present structure;

» collaborate with States and Territories to map taxgs services and resource
allocation as it applies to key components suclwaskforce, infrastructure and
transportation;

» finalise funding arrangements. This will entailtefenination of a needs-based
funding formula that ensures equity of access twiges for rural and remote
regions by taking into account the higher costs amdeased complexity of
delivering care in rural and remote communities] déime greater needs of, and
access difficulties confronting, these groups;

» develop targets, performance measures and estabjigiiting requirements for a
National Rural Health Policy and Plan; and

» ensure co-ordinated action outside of the healttosdy working with all other
government departments that have an impact on,ruegional and remote
community development.

Actions are then required at both the macro- ansoatevels, and should be undertaken
in tandem. At the macro level, the next concemusthbe to develop an over-arching
evidence-based rural and remote health policy dad pgreed by Commonwealth,
State and Territory governments, the implementaaoa monitoring of which is
overseen by the Office of Rural Health. Only thah government have the franchise
and resources to maintain a comprehensive natiapptoach to rural and remote
health, and the means to monitor progress agamesiuatability of authorities charged
with the responsibility for improving health outcem
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At the meso-level, measures necessary to ensureo@jgie infrastructure, IT,
governance and workforce supports should be impitede These components are
critical to ensuring the provision of high qualigystainable services. Such measures
would accord with the principles and strategic gaadt within the overarching policy
framework designed to ensure optimal health foralruand remote Australians.
Community input into governance structures and ifupndmodels is essential to

maximise the appropriateness and responsiveness\wtes.

Box 6: Timetable of strategic actions

Scale Getting started Short term Medium term Long term
(1 year) (5 years) (10 years)
Macro Consolidate « National rural & Process of * Revised PHC
Commonwealth remote PHC policy accountability & policy in line with
rural programs & plan review health outcomes
Identify gaps/ « Agreed funding Comprehensive | « Comprehensive
overlaps across strategy and evaluation assessment of
Commonwealth & financing strategy for health outcomes
state programs arrangements assessing
Develop a ‘rural between service inputs in
communities needs| Commonwealth, relation to
index’ as a basis fof State & Territory service outputs
funding formula governments and health
Identify a quantum | « Establish Regional impacts
by which rural Health Authorities Complete
health funding with mandate to enrolment
needs to be deliver
increased over the comprehensive PHC
longer term to within catchments
achieve equitable |+ Agreed sentinel
outcomes service performance
Research/data indicators
collection to « Commence
underpin national voluntary enrolment
strategy
performance
measures
Meso Consult with * IT & health service IT links with all | « Comprehensive
communities re data collection in other agencies evaluation of health
planning, place Health service service co-
governance « Governance and performance ordination against
structures & management suppo indicators health outcomes
identify funding provided within reviewed agains| ¢ Health service
models that regions inputs delivery monitored
maximise » Strategy to ensure according to access
responsiveness to infrastructure quality, equity,
local communities necessary for affordability,
to meet their integrated care responsiveness, an
identified priorities | « Multidisciplinary appropriateness
workforce
remuneration,
recruitment and
retention supports in
place
Micro e Service Comprehensive | « Communities
accreditation evaluation of empowered to fully
patient participate in health
satisfaction service planning
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9. Conclusion

Rural and remote Australia comprises a diverse gamg environments and

communities characterised by significant social,oremic and geographical

differences. The formulation and implementatiormoy rural and remote health policy
or program must take into account the specificurirstances of each region. This
discussion paper has deliberately avoided beingcpmive of specific model types

because evidence indicates the need for modeldajat @according to specific rural and
remote contexts. As we have indicated, the smetyfies of PHC service model that
work well in rural and remote communities comprisany forms — ranging from

comprehensive primary health care models, sharesl m@dels, hub-and-spoke and
outreach models, co-located models, network modeld even discrete models
(Wakerman et al., 2006; Humphreys et al., 2002; phuays et al., 2008; McDonald &

Hare, 2004).

Underpinning them all, however, is the need forteysic change to ensure that all
those components necessary to ensure effectiveswstdinable rural and remote PHC
services are met. Only then can there be anyiggria the provision of PHC services
appropriate to meeting the needs of rural and rernotnmunities that fall outside of
the large regional centres where population sizes usually sufficient to sustain
traditional models of service provision. Once deped, such ‘comprehensive primary
health care services ... have the most impact inoripg access for disadvantaged and
vulnerable groups, and providing cost effectivehhggality of care mainly for the
prevention, early intervention and management obrik disease' (McDonald & Hare,
2004: 4).

While seeking to maximise rural and remote acoe$edalth care, our focus on primary
health care services highlights the need for a ladpn approach, a focus on the
determinants of health and the causes of ill-healtkd a concern with the promotion of
health and the prevention of disease, injury arempture death rather than curative
treatment alone. Such an approach is not to darycbmplementary roles and

intersection between public health and curativdthezare activities. That many rural

communities are unlikely ever to receive the raofienedical and health services

characteristic of large urban centres should nat b®atter of major concern, so long as
rural Australians have adequate access to appteidC services as and when they
are required. Evidence indicates that small rawad remote communities require

alternative approaches to health care and moddiealth service delivery from those

which have traditionally characterised rural Aulsira

Considerable care must be taken to ensure thaceguwvision models relate to the
specific contexts in which health needs arise aedlth practitioners and services
operate. Recent evidence from the United Kingdowh South Australia shows how
easily opposition can be mounted to inappropriatelets that are transplanted into
rural and remote environments without adequate iderstion of their impact on
service access. For example, while poly-clinicelesd in the UK as a 'means of
centralising services to offer more integrated,igmtfocused care, they resulted in
diminished access for rural patients ... To maxinaiseessibility, choice of location is
critical' (Imisonet al, 2008). Care must be taken to ensure that ‘scipgcs’ do not
have similar inadvertent consequences in terms cokss to care or workforce
recruitment and retention.

In suggesting greater devolution to regional headtvice planning, the responsibility
and accountability of governments remain paramourural and remote communities
remain strong, but have become increasingly cynafalgovernment rhetoric and
policies, and even more concerned about their asing loss of ownership of health
24
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and health-related services. Any moves by govemtsnéowards devolution of
responsibility for health care to the local levalshnot result in an abrogation of their
responsibility for ensuring the adequate provissdihealth care to all rural and remote
Australians.

Acknowledgement

The authors wish to gratefully acknowledge the tutlpomments of Mr Bob Wells, Co-
Director of the Menzies Centre of Health policytte# Australian National University, on an
earlier draft of this discussion paper.

References

Australian Bureau of Statistics (ABS) & Australidnstitute of Health and Welfare
(AIHW), 2008: The Health and Welfare of Australia's Aboriginaldaforres Strait
Islander PeoplesCanberra: ABS & AIHW.

Australian Institute of Health and Welfare (AIHW20O05: Rural, regional and remote
health—indicators of healtiAIHW Cat. No. PHE 59. Canberra: AIHW.

Australian Institute of Health and Welfare (AIHWP@Ba: Rural, regional and remote
health: indicators of health status and determisanit health Rural health series no. 9. Cat.
No. PHE 97. Canberra: AIHW.

Australian Institute of Health and Welfare 2008ustralia’s Health 2008Cat. no. AUS
99. Canberra: AIHW.

Australian Institute of Health and Welfare 2008&xpenditures on health for Aboriginal
and Torres Strait Islander peoples 2004;-6ealth and welfare expenditure series no. 33.
Cat. no. HWE 40. Canberra: AIHW.

Australian Senate Standing Committee on Communif@i’s 2007:Highway to health:
better access for rural, regional and remote pati€anberra: The Senate.

Bourke L, Sheridan C, Russell U, Jones G, DeWit&k iaw ST, 2004: Developing a
conceptual understanding of rural health pract®estralian Journal of Rural Health
12(5): 181-186.

Britt H, Miller GC, Charles J, Bayram C, Pan Y, Henson J, Valenti Let al, 2008:
General practice activity in Australia 2006-0Canberra: Australian Institute of Health and
Welfare.

Bureau of Infrastructure, Transport and Regionabriemics (BITRE), Department of
Infrastructure, Transport, Regional Development dmatal Government, 2008About
Australia’s regionsCanberra: BITRE.

Fraser CE, Smith KB, Judd F, Humphreys JS, Frada& lHenderson A, 2005: Farming
and mental health problems and mental illnéstgrnational Journal of Social Psychiatry
51(4): 340-3409.

Gulliford MC, Jack RH, Adams G, Ukoumunne OC, 2084ailability and structure of
primary medical care services and population heaitth health care indicators in England.
BMC Health Services Researehl?2.

Hayes M, 1986: Your good health: access to heaith leealth care in northern Ireland,
Regional Studie20(6): 493-504.

Humphreys JS, 2002: Health service models in ramdl remote Australian D. Wilkinson
& | Blue, The New Rural Health: An Australian Tefxford University Press, 2002, 273-
296.

25

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



Humphreys JS, Jones JA, Jones MP, Mildenhall D,aMaR, Chater B, Rosenthal DR,
Maxfield NM & Adena MA, 2003: The influence of gewaghical location on the
complexity of rural general practice activitid$)e Medical Journal of Australja79: 416-
420.

Humphreys JS & Dixon J, 2004: Access and equitustralian rural health services, J.
Healy & M. McKee,Health Care: Responding to Diversit@xford University Press, 89-
107.

Humphreys JS, Wakerman J, Wells R, Kuipers P, Jdn&sEntwistle P, 2008: '‘Beyond
workforce" a systemic solution for health serv®vision in small rural and remote
communitiesMedical Journal of Australial88 (8 Suppl): S77-S80.

Hutchison B, Abelson J & Lavis J, 2001: Primaryecar Canada: So much innovation, so
little change Health Affairs 20: 116-131.

Imison C, Naylor C, Maybin J, 2008Inder one roof: Will polyclinics deliver integrated
care Kings Fund, London.

Lamarche PA, Beaulieu M-D, Pineault R, Contradridpe A-P, Denis J-let al, 2003:
Choices for Change: The Path for Restructuring RynHealthcare Services in Canada
Ottawa: Canadian Health Services Research Foumdatio
http://www.chsrf.ca/final_research/commissionedeagsh/policy synthesis/pdf/choices fo
r_change e.pdfAccessed 18.04.08.

Macinko J, Starfield B & Shi L, 2003: The Contrilmrt of Primary Care Systems to Health
Outcomes within Organization for Economic Cooperatiand Development (OECD)
Countries, 1970-1998{ealth Services Researcs8: 831-865.

Marriot J & Mable AL, 2000:Opportunities and potential: A review of internata
literature on primary care reform and mode@ttawa: Health Canada.

McDonald J, Cumming J, Harris M, Powell Davies @B&rns P, 2006: Systematic Review
of Comprehensive Primary Health Care Models, APH@RIU
http://www.anu.edu.au/aphcri/Domain/PHCModels/Fi2& McDonald.pdf

McDonald J & Hare L, 2004The contribution of primary and community healthviaees:
Literature review UNSW, Sydney.

Naccarella L. Southern D, Furler J, Prosser L, tSBo& Young D, 2006:Siren Project:
Systems Innovation and Reviews of Evidence in Pyin@are: Narrative Review of
Innovative Models for Comprehensive Primary He&tre Delivery Canberra: Australian
Primary Health Care Research Institute.

National Health and Hospitals Reform Commission0&0 Beyond the Blame Game:
Accountability and performance benchmarks for thextnAustralian Health Care
AgreementsCanberra: NHHRC.

National Health Performance Committee, 20Q0¥ational report on health sector
performance indicators 2003AIHW cat no. HW178, Canberra, Australian Institudé
Health and Welfare.

Page AN & Fragar LJ, 2002: Suicide in Australiamfeng, 1988-1997Australian and New
Zealand Journal of Psychiatri36: 81-85.

Podger AS, 2006: A model health system for AustralPartl: Directions for reform of the
Australian health systemsia Pacific Journal of Health Managemeft 10-16.

26

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



Powell Davies G, Hu W, McDonald J, Furler J, HaEig Harris M, 2006: Developments
in Australian general practice 2000-2002: what tthelse contribute to a well functioning
and comprehensive Primary Health Care SystAostralian and New Zealand Health
Policy, 3: 1-10.

Productivity Commission, 200%ustralia’s Health WorkforceResearch Report, Canberra.

Romanow RJ, 200Building on Values: The Future of Health Care inn@da — Final
Report,Ottawa: Commission on the Future of Health Car@anada.

Rural Doctors Association of Australia and Monashivdrsity School of Rural Health,
2003:Viable Models of Rural and Remote PractiKengston, RDAA.

Russell G, Geneau R, Johnston S. Liddy C, Hogg Wogan K, 2007Mapping the future
of primary health care research in Canada: A reptotthe Canadian Health Services
Research FoundatigiDttawa: CHSRF.

Shi L & Starfield B, 2000: Primary Care, Income donelity and Self-Rated Health in the
United States: A Mixed level Analysifternational Journal of Health Service30: 541-
555.

Starfield B, Shi L & Macinko J, 2005: Contributiaf Primary Care to Health Systems and
Health, The Millbank Quarterly83: 457-502.

The Auditor General, 199®lanning for Rural HealthCanberra: Australian National Audit
Office.

Veitch C, 2008: Environmental determinants. Invijeaper at the Inaugural Rural and
Remote Health Scientific Symposium, 6-8 July. Baisé.
http://nrha.ruralhealth.org.au/otherconferencesRIRHS S%20authors%20papers17Jun08
-pdf

Wakerman J & Humphreys JS, 2002: Rural health: whyatters,Medical Journal of
Australig, 176: 457-458.

Wakerman J, 2004: Defining remote heaRhbstralian Journal of Rural HealtH2(5): 210-
214,

Wakerman J, Humphreys J, Wells R, Kuipers P, Enlsvi? & Jones J, 2006: A Systematic
Review of Primary Health Care Delivery Models inrRuand Remote Australia 1993-2006.
Australian Primary Health Care Research InstitGtmberra.
http://www.anu.edu.au/aphcri/Domain/RuralRemotedFig5 Wakerman.pdf

Wakerman J & Davey C, 2008: Rural and Remote HeM#magement: 'The Next
Generation Is Not Going To Put Up With Thisustralia Pacific Journal of Health
Management3: 13-18

Wakerman J, 2008: Innovative rural and remote pynmealth care models—what are the
research prioritiesMvited paper at the Inaugural Rural and Remote IHe&cientific
Symposiume-8 July. Brisbane.

http://nrha.ruralhealth.org.au/otherconferencesRRHS S%20authors%20papers17Jun08
pdf

Warchivker |, Tjapangati T & Wakerman J, 2000: Tihemoil of Aboriginal Enumeration:
Mobility and Service Population Analysis in a CahtAustralian CommunityAustralian
and New Zealand Journal of Public Heal##% (4): 444-9.

Weatherill S, 2007Primary Health Care Transition Fund, Laying the @nawork for
Cultural Change: The Legacy of the Primary Healr€&€ Transition FundOttawa: Health
Canada.

27

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



Weymouth S, Davey C, Wrightet al, 2007: What are the effects of distance managemen
on the retention of remote area nurses in Aus@tflisral Remote Healttv:652.

World Health Organisation, 197&eclaration of Alma Ata, Report on the Internatibna
Conference of Primary Health CarAlma Ata, USSR: World Health Organisation.

Websites

http://www.anu.edu.au/aphcri/Spokes Research Brdoydex.php
http://www.chsrf.ca/about/index_e.php

28

The views expressed in this paper are those of the author(s) and should not be taken to be the views of the National Health and Hospitals Reform Commission or the Australian Government.



