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A B S T R A C T 
 

 

Introduction:  A Centre of Research Excellence (CRE) in Rural and Remote Primary Healthcare was established in 2012 with the 

goal of providing evidence to inform policy development to increase equity of access to quality health care and the identification of 

services that should be available to the diverse communities characterising Australia. This article reports on the key findings from 

seven CRE service evaluations to better understand what made these primary health care (PHC) models work where they worked, 

and why. 

Methods:  We conducted a narrative synthesis of 15 articles reporting on seven CRE service evaluations of different PHC models 

published between 2012 and 2015.  

Results:  Three different contexts for PHC reform were evaluated: community, regional and clinic based. Themes identified were 

factors that enabled changes to PHC delivery, processes that supported services to improve access to PHC and requirements for 
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service adaptation to promote sustainability. In both Indigenous and mainstream community settings, the active engagement with 

local communities, and their participation in, or leadership of, shared decision-making was reported across the three themes. In 

addition, local governance processes, informed by service activity and impact data, enabled these service changes to be sustained 

over time. The considerations were different for the outreach, regional and clinic services that relied on internal processes to drive 

change because they did not require the cooperation of multiple organisations to succeed.   

Conclusions:  The review highlighted that shared decision-making, negotiation and consultation with communities is important 

and should be used to promote feasible strategies that improve access to community-based PHC services. There is a growing need 

for service evaluations to report on the feasibility, acceptability and fit of successful service models within context, in addition to 

reach and effectiveness in order to provide evidence for local dissemination, adaption and implementation strategies. 

 

Key words: Australia, community engagement, narrative review, rural and remote primary health care. 

 

 

Introduction 
 

Ready access to appropriate healthcare services is central to 

achieving optimal health outcomes. Nowhere is the challenge 

of improving access to health care more acute than in rural 

and remote communities. Geographic isolation, 

socioeconomic disadvantage, maldistribution of the health 

workforce and lack of resources are identified factors that 

contribute to the disparity in health outcomes experienced 

between rural and remote and metropolitan Australians1,2.  

 

Since the early 1990s, there have been a number of federal 

and state policy and program responses in Australia, together 

with efforts by local health professionals and communities, to 

overcome these challenges1,3. In 2008, Wakerman et al4 

reviewed rural and remote Australian primary healthcare 

(PHC) services, identifying features associated with successful 

PHC models, including adaptability to local contexts such as 

remoteness and population size, responsiveness to 

environmental barriers and enablers, and essential 

requirements for service sustainability. Despite this 

contribution, difficulties relating to access to services and 

service response to community needs persist and remain 

major impediments to improving the health and wellbeing of 

rural and remote populations.  

 

A Centre of Research Excellence (CRE) in Rural and Remote 

Primary Healthcare was established in 2012 with the goal of 

providing evidence to inform policy development to increase 

equity of access to quality health care and to identify services that 

should be available to the diverse communities characterising 

Australia. The CRE sought to understand how healthcare services 

can be modelled to ensure their adaptability, acceptability and 

sustainability as well as the measures that policy-makers, service 

providers and communities should use to monitor the impact of 

improved access to appropriate PHC on health behaviour and 

health outcomes.  

 

To achieve this, the CRE partnered with health service 

organisations and providers in three states and the Northern 

Territory to evaluate seven healthcare models that sought to 

improve the appropriateness, accessibility and acceptability of aged 

care, mental health services, comprehensive PHC and diabetes 

care in rural and remote communities. The heterogeneity of the 

studies, both in context and approach, is reflective of the fact that 

each evaluation was responsive to local needs and concerns. This 

article reports on the key findings from seven CRE service 

evaluations to better understand what made these models work 

where they worked, and why, taking into consideration features of 

implementation science5,6. 

 

Methods 
 

We conducted a narrative synthesis of 15 articles7-21, 

reporting on seven CRE service evaluations published 

between 2012 and 2015 (1–5 papers per evaluation). A 
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narrative synthesis links valuable studies together for 

‘reinterpretation or interconnection’22. Each evaluation 

addressed specific objectives developed with the responsible 

service agencies, governing bodies and/or practitioners. A 

summary of each service, the evaluation methods, and key 

findings is presented in Table 1.  

 

The analysis elucidated factors from each evaluation that were 

associated with the development of the PHC service model, 

improved access to and sustainability of those services. Initial 

data analysis was conducted by DL and independently 

reviewed by ES. DL and ES both verified the identification of 

themes. 
 

Results  
 
Context 
 

Three different contexts for reform were present between 

the seven CRE service evaluations: 

 

• Community-based reform: Four of the seven evaluations 

reported on community-based services: two 

innovative comprehensive PHC services - one in a 

remote Western Australian Indigenous community9-

11 and the other in a small rural community in 

Victoria7,8, and one aged care service and one social 

and emotional wellbeing service – in remote 

Indigenous communities from the Northern 

Territory and Kimberley region of Western 

Australia respectively12,13.  

• Regional service reform: Two regional outreach service 

models were evaluated: provision of diabetes cycle 

of care to patients through the Royal Flying Doctor 

Service (South Eastern Section) network of fly-in 

fly-out clinics in far west New South Wales 

(NSW)14,15, and a virtual outreach, telehealth service 

established by a local health district (LHD) to 

improve access to emergency mental healthcare 

across western NSW16-20.  

• Clinic-based reform: The final service evaluation 

reported on modifications to a clinic process that 

introduced patient-led scheduling of appointments 

for routine mental health practice in a remote 

township of the Northern Territory to enhance the 

efficient and effective use of limited healthcare 

resources21. 

 

Six of the seven new services were responsible for healthcare 

delivery in remote communities.  

 

Synthesis 
 

Three themes were identified from the evaluation reports: 

enabling changes to PHC delivery that resulted in more 

appropriate PHC services, processes that support services to 

improve access to PHC, and requirements for service adaptation to 

promote sustainability in changing internal and external 

environments.  

 

Enabling change: Two of the community-based settings 

used a comprehensive PHC service to reorient existing 

services and extend service capacity to provide services that 

were previously not available to residents. Community 

ownership and leadership were reported as key drivers for 

significant changes to PHC service provision in both settings. 

The researchers reported that community capacity to 

articulate their health needs and negotiate with existing health 

services and government agencies over several years were 

critical elements that enabled change to occur. 

 

To support this change, communities secured funding and 

agreement from key health providers and organisations in 

order to integrate their services and staff rather than duplicate 

efforts and to deliver services that better met community 

needs. Significant community consultation and engagement 

were critical early in the process when the proposal for 

change in community-based services was initiated by 

practitioners. Other key elements included the establishment 

of governance and operational processes to manage the 

complexity of multiple organisations being involved and to 

deal with expectations and funding issues, as well as potential 

external factors such as organizational priorities, reporting 

and accountabilities. 
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Table 1: Centre of Research Excellence in Rural and Remote Primary Healthcare primary healthcare service 

evaluations – reporting the service model, evaluation methods and key findings within the context structure 

 
Project Service model Evaluation methods Key findings 

Community-based PHC models   

1. Evaluation of the Elmore  
primary healthcare service in 
rural Victoria 
Key question: How do small 
rural PHC services sustain 
themselves in the face of 
change?  

Single-entry point private–public 
primary healthcare service 
formed as a partnership between 
the local community in Elmore, 
the Elmore Medical Practice and 
Bendigo Community Health 
Services 
Integrated care model 

6-year longitudinal study using 
mixed methods including 
service audit, community 
surveys, stakeholder interviews 
and focus groups, and personal 
observations 

• Community organised itself to regain control over their health 
services in a time of change  

• Community facilitated the rebuilding key elements of the new 
service including establishing partnerships with clinicians, 
healthcare organisations and academic units 

• Evidence-informed planning of new service led locally to get the 
model right 

• Collection and use of data to monitor performance and assess 
need to ensure appropriate high-quality care 

• Use all elements above to respond to changing external and 
internal threats to service sustainability 

2. Evaluation of a remote 
primary healthcare service in 
the Kimberley region of 
Western Australia 
Key question: What factors 
were instrumental in 
reorienting the service? 

Reorientation of health services 
in the Fitzroy Valley to provide 
cultural, clinical and PHC 
services, the result of a health 
service partnership between an 
ACCHS, government hospital 
and a population health unit 

Integrated care model 

Case study using mixed-
methods retrospective analysis 
of 6 years of cross-sectional 
data on use and outcomes of 
health care and in-depth 
interviews with key 
stakeholders  and focus groups 

• Changes in services were initiated and led by strong local 
community leaders 

• Community consensus took time to develop and resulted in a 
shared vision of a culturally secure health partnership 

• Formal partnership provided necessary governance structure and 
relationship between government health providers and 
community 

• Clear delineation of roles and responsibilities for each 
participating service were negotiated in the partnership 

• Co-location of ACCHS and government health service partners 
important to community and for service collaboration 

• Increased access to, and use of, a range of PHC services as the 
service model changed 

3. Evaluation of a social and 
emotional wellbeing service 
for a remote Indigenous 
community, Northern 
Territory 
Key question: What are the 
critical factors involved in 
securing lasting change? 

Established by the local health 
service in 2006 using community-
engaged process with focus on 
community education, 
prevention and early intervention 
in addition to counselling services 
Integrated care model 

Cross-sectional qualitative 
study of an established service 
using semi-structured 
interviews with a range of 
people involved in the service 

• Importance of negotiation processes in bringing organisations 
together to develop a new way of working with the community 

• Need to manage increased complexity of different organisations 
being involved with different priorities, expectations, 
accountability and reporting 

• Need for capacity building to increase the number of local people 
developing leadership roles 

• Involve community members to determine the services that are 
most appropriate for their local context 

4. Evaluation of a pilot model 
of care for aged and disabled 
in a remote Aboriginal 
community, Western 
Australia 
Key question: What factors 
enabled establishment of the 
program? 

Community care service model 
to support people with dementia, 
all disabilities, including mental 
health providing home services, 
transport, respite, personal care, 
meals, advocacy and education. 
Integrated care model 

Case study using mixed 
methods, HACC data at 
baseline, 6, and 12 months and 
interviews with clients/carers, 
service providers, project staff 
and community council at 6, 12 
months 

• Extensive consultation with local caregivers, service providers 
and stakeholders informed program development 

• Local steering group with community and stakeholder 
representation managed the integration of three separate services 
into one service structure and increase local authority to make 
decisions about local services 

• Community employment ensured culturally sound practices 

• Reduced funding after pilot phase resulted in loss of integrated 
service 

Regionally based PHC models   

5. Evaluation of an RFDS 
nurse-led diabetes service for 
remote New South Wales 

Key questions: Was the 
program acceptable to 
patients and did it improve 
health outcomes? 

Fly-in fly-out diabetes care model 
implemented by a chronic disease 
nurse under the medical 
supervision of GPs in a shared 
care model 

Outreach fly-in fly-out model 

Mixed methods, patient 
interviews and review of 
patient records to collect data 
on clinical outcomes over 12-
month cycle of care 

• Patients accepted the nurse-led model 

• Improved clinical outcomes were noted in two-thirds of patients 

• All patients who identified as self-managing had good blood sugar 
control 
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Table 1: cont’d 

 
Project Service model Evaluation methods Key findings 
Regionally based PHC models 
6. MHEC–RAP in western 
New South Wales 
Key question: How 
accessible is the service? 

Regionally-based telepsychiatry 
program that provides 24/7 access to 
specialist emergency mental 
healthcare via a toll-free number 
across western NSW 
Outreach telehealth model 

Case study using mixed 
methods viz service activity 
data 2008–2011, time and 
motion study 2013 and 
interviews with ED providers 
2013 

• Usage, especially in EDs, suggested a relevant responsive service 
that was generally accepted in the region  

• Details of MHEC–RAP processes informed program capacity 
and efficient service delivery considerations for planning 
purposes 

• MHEC–RAP was accessible to ED providers as well as changing 
their practice and perspectives 

Clinic-based PHC models   
7. Evaluation of patient-led 
appointment scheduling in 
routine mental health 
practice in remote 
Australia, Northern 
Territory 
Key question: Can patient-
led scheduling improve 
access to limited resources 
in rural mental health?  

Patients schedule their own 
psychotherapy appointments within 
the constraints of available resources 
Discrete model 

Practice-based study of 
treatment effectiveness and 
efficiency 

• Treatment appeared to be similarly effective and more efficient 
than routine treatment described in other practice-based studies 

• Potential for patient-led approaches to reduce frequency of 
cancelled and missed appointments and to better outcomes for 
each session attended based on efficiency measures 

• Provisional findings require replication in other settings 

ACCHS, Aboriginal community controlled health service. ED, emergency department. GP, general practitioner. HACC, home and community care. MHEC–RAP, 
Mental Health Emergency Care – Rural Access Program. PHC, primary health care. RFDS, Royal Flying Doctor Service. 

 
 
 

The case for change in both outreach regional services was 

organisationally driven, whereas for the mental health clinic it 

was practitioner driven. While the changes to service delivery 

were primarily internal to one organisation, consultation 

and/or negotiation with both health professionals and 

patients was undertaken.  

 

Improving access: The establishment of new rural and 

remote PHC services required either significant redesign of 

existing services and/or the addition of new service elements 

to address identified service gaps. 

 

The voice of community was influential in community-based 

settings where a challenge to usual practice and the redefining 

of roles and responsibilities for each participating service 

were required to support a new service model designed to 

improve community access to needed PHC services. In this 

setting, formal governance processes and ongoing community 

participation were identified as mechanisms to effectively 

manage the newly established cross agency collaborations and 

to ensure the new service remained focused on providing 

accessible, high-quality PHC.  

The outreach regional services and clinic service were 

principally governed by internal organisational processes and 

used feedback from the CRE evaluation to monitor and 

respond to the impact of the changes on the use of, and access 

to, those specific services.  

 

Service adaptation and sustainability: Features 

associated with sustainability of service delivery were 

identified from the experiences of three community-based 

PHC service models and the regional telehealth service, 

which had each operated continuously for 6 years by the end 

of the evaluation period.  

 

Shared decision-making with communities enabled changes to 

PHC service delivery and their effective implementation. In 

the remote Indigenous communities, strong local leadership, 

the employment of local staff and development of leadership 

skills for local community members were used to promote 

culturally sound practices and community engagement with 

the new services. The routine collection and use of data to 

monitor service performance and assess need was employed 

to ensure the ongoing provision of appropriate high-quality 

care and inform service adaptation. This level of adaptability 
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was viewed as necessary to respond to the external and 

internal changes, such as workforce turnover and varied 

funding allocations, that could affect service sustainability.  

 

Discussion 
 

This article reports on a synthesis of the key findings from 

seven PHC service evaluations in rural and remote Australia 

conducted by our CRE to better understand how context 

influences what made these models work, and why. All the 

PHC services were successfully implemented to provide 

access to health care that was previously not available to 

residents. Our analysis represented 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 and 

implementation of evidence-based PHC services and 

programs.  

 

The capacity for rural and remote health services to improve 

access to PHC remains variable, particularly in communities 

that are smaller and more isolated, and where local services 

may not be well designed to meet community needs or lack 

the resources to manage the changes required. Issues such as 

workforce organisation and supply, funding, governance and 

leadership, and infrastructure are associated with improved 

access to needs-based primary health care4, but how does the 

local context influence these factors? Greenhalgh et al. argued 

that achieving sustainable evidence-based changes in 

population health services needs to take account of the 

feasibility of proposed change at the local level (ie in context) 

and the acceptability and fit of those changes for 

practitioners, health agencies and patients/community, which 

is guided by ‘informed, shared decision-making with and by 

local communities’23.  

 

We considered three contexts in this review: community, 

regional and clinic-based settings. While the questions in the 

evaluations were variously about key enablers of change 

and/or sustainability of the services, or accessibility, they 

nonetheless provided new insights into what was important in 

different settings to enable the introduction of changes that 

were feasible, acceptable and fit with the local context.  

 

In both Indigenous and mainstream community settings the 

active engagement with local communities, and their 

participation in, or leadership of, shared decision-making 

with clinicians and health service organisations was reported 

as a key factor enabling those changes to occur. This included 

the complex task of getting different organisations to 

collaborate and integrate service roles in the community. 

Having initiated change, sustaining improved access 

continued to be guided by shared decision-making with 

community, linked to local governance processes and 

informed by service activity and impact data. The capacity for 

organisations to engage in this process, collaborate and 

integrate services at the local level appears to be a key feature 

that enables community-based PHC services in rural and 

remote communities to respond effectively over time to 

changes in the internal and external environment that impact 

on sustainability. Sufficient time to negotiate change is 

critical. Feasibility, acceptability and fit at the local level 

reflected a negotiated progress, not just an assessment.  

 

The considerations were different for the outreach, regional 

and clinic services because the changes in these settings did 

not require the cooperation of multiple organisations to 

succeed. Furthermore, for the outreach services, the 

community of interest was more diffuse due to the dispersed 

nature of regional communities and patients who accessed 

those services. However, there were some similarities. The 

feasibility, acceptability and fit of the changes were informed 

by consulting with both health professionals who deliver or 

access the service, and their patients. The adaption of the 

service was informed by evaluation data that provided 

feedback about the use of, and access to, those specific 

services. These findings have implications for improving 

access to PHC in rural and remote communities that have the 

potential to reduce the health differentials between 

metropolitan and rural Australia.  

 

Shared decision-making with communities can impact health 

outcomes and should be used more frequently to promote 
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change in service delivery at the local level. Community 

engagement has a number of benefits, including the 

development of a shared responsibility between health 

services and community members to improve health 

outcomes, the efficient use of health resources, and a greater 

capacity to align healthcare delivery to community needs 1,3,24-

27. This can be progressed by providing health services and 

practitioners with the skills and a mandate to effectively 

engage with their local community and, by investing in rural 

and remote communities, to develop their readiness and 

capacity to successfully work with health service agencies.  

 

Chambers et al. argue ‘for understanding the changing 

context of healthcare to continuously refine and improve 

interventions as they are sustained’28. For too long, rural and 

remote health research has focused on describing program 

and service reach and effectiveness29. There is a need to 

conduct evaluation studies that examine and explain how key 

barriers and enablers for effective implementation interact in 

real-world settings. By examining the role and impact of 

context on the feasibility, acceptability and fit of those 

services an evidence base will develop to guide the 

dissemination of successful service models and the promotion 

of locally feasible implementation strategies. 

 

Conclusions 
 

The capacity for rural and remote health services to improve 

access to PHC remains variable despite a good understanding 

of the features associated with successful PHC models. The 

review highlighted that shared decision-making, negotiation 

and consultation with communities, tailored to context, is 

important and should be used to promote feasible strategies 

that improve access to PHC services. There is a growing need 

for service evaluations to include reporting on the feasibility, 

acceptability and fit of successful PHC service models within 

context to provide evidence for local dissemination, adaption 

and implementation strategies. 
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