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Executive Summary
The Primary Health Care Research, Evaluation and Development Strategy (PHCRED
or the Strategy) commenced in 2000, following recommendations of the Review of
the General Practice Strategy in 1998. This is the report of the first evaluation of the
Strategy.
The overall aim of PHCRED is to embed a research culture in Australian general
practice specifically and Australian primary health care more generally. To this end, a
range of sub-strategies have been used. These include:
y An initial priority setting process ($0.15m)1;
y The Research Capacity-Building Initiative (RCBI), to bolster basic capacity of the
University Departments of General Practice/Primary Care/Rural Health to support
primary health care (PHC) service providers (budget $19.2 million not including
RDP);
y Researcher Development Program (RDP), to increase the number and range of
people with knowledge and skills in PHC evaluation and research (budget $1.5
million);
y Establishment of the Australian Primary Health Care Research Institute
(APHCRI) to improve quality and effectiveness of primary health care through
priority-driven health services research and promotion of best practice (budget
$15.8 million);
y A Program of Grants and Awards, which includes Fellowships and Scholarships;
and investigator-driven research and priority-driven clinical research, all
administered by the NHMRC (budget $13.2 million).
The methodology for the evaluation process is set out in the Figure below.
STAGE 1:
Data collection and Interviews

STAGE 2:
Data Analysis & Evaluation

STAGE 3:
Reporting

Study program documentation &
undertake other reading/research
Interview Collaboratives &
Research Section managers& staff
Attend National PHCRED
Meeting 9 and 10 November
Send out questionnaire
Interview representatives of key
program partners, including
NHMRC, AAAGP, ADGP
Project
Set-up

Interview APHCRI, PHCRIS, & some
trainees under the Program
Interview key people in a large
sample of funded Depts. of Primary
Care (General Practice, Rural
Health) & review documentation
& outputs/outcomes in each setting

Collate
& assess
information
(specific
and
strategic).
Address
gaps

Consider/
develop
findings &
possible
options for
improvement
- including
revised
Performance
Indicators etc
if required

Discuss
findings
with
Collaboratives
and
Research
Section
and
Advisory
Committee

Comment from the
Collaboratives and
Research Section

Draft
Report

Comment from
Advisory
Committee

Review available data in relation to
program administration/efficiency

Methodology for
Evaluation of the
Primary Health Care Research Evaluation and Development Strategy
for the Collaboratives and Research Section
Department of Health and Ageing

1

All budget and allocation figures are GST exclusive.
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All of the 22 University Departments that are part of the RCBI program were
contacted and as many as possible were visited, except the four that have only
recently been funded. A repeat of the ‘baseline survey’ of the 18 University
Departments funded in 2000 was conducted for 2004.
Findings In Relation To Individual Strategy Components
Priority setting
A priority setting process for PHCRED was undertaken in 2000-01 to establish
research priorities for the Strategy. Seven thematic areas and three priority
populations were identified. As well as this initial process, specific priorities were
established to underpin the Strategy’s programs of health services and clinical
research.
Overall, the objective of the initial process was not achieved. While research
priorities were identified, they were not used to underpin the Strategy’s research
programs as it was found that priorities needed to be more specific. The identified
priorities were used only occasionally, for example, to aid the more specific APHCRI
priority-setting process. The initial priority-setting process was, nevertheless,
efficiently conducted, using an appropriate methodology; it was relatively
inexpensive; and an agreed set of priorities was established – which have been used to
classify research undertaken within the Strategy.
The Research Capacity Building Initiative (RCBI)
RCBI commenced in 2000 with an initial grant of $200,000 to each of 18 UDGPs and
UDRHs2. Since then an amount of around $200,000 has been allocated to each
University Department annually, with a further four University Departments funded in
2004. All funding agreements expire at the end of 2005.
Overall, RCBI has been highly effective in achieving its goals and objectives,
although in some areas the lack of quantitative data makes this assessment more
dependent upon assessment of information from interviews. We feel that the
assessment is valid, all the same.
The program has been very effective in enhancing the capacity of University
Departments to develop research capacity locally. It is more difficult to assess
success against all aspects of the second goal of improving national capacity through
cooperative work, sharing specialist expertise and supporting national policy
initiatives, in particular the last aspect. Although some relevant work was undertaken
under the program, in future a clearer definition of what is expected would make
assessment easier.
In terms of the objective relating to establishing and implementing collaborative
working relationships in order to foster PHC research, design, implementation and
evaluation, this has clearly been achieved. Across the program, collaborations were
formed at local, national and international levels, focussing on a range of projects and
involving a range of relevant organisations and disciplines.

2

This initial round of RCBI funding is not included in the $50 million PHCRED funding; it is in
addition to it.
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In terms of the objective relating to increased involvement of representatives from the
full range of relevant disciplines in the design and conduct of PHC research, it is clear
from consultations that this was achieved. It was noted that the involvement of a
very wide range of health-related practitioners and individuals from the non-health
disciplines (such as demographers) was occurring, much more so in 2004 than in
2000.
In terms of the objective relating to the improvement of knowledge and skills of the
research community and health care providers in the area of PHC research design,
implementation and evaluation, no effectiveness data was available. Nevertheless, the
considerable increases in the amount of research training and support delivered under
the program are good process indicators that this objective is being achieved.
Finally, in terms of the objective relating to an increased uptake of research findings
through effective dissemination mechanisms involving stakeholders and health care
providers, it was not possible to assess its success. While there were a number of
dissemination mechanisms used under RCBI, little data was collected and
effectiveness was not measured.
It is clear that the goals and objectives for this program need to be reviewed, along
with the need for measurable indicators of success.
Other Findings
RCBI has been highly flexible and has allowed University Departments to build on
their strengths and to meet local needs. This has resulted in a wide range of activities
that are not readily collated and compared across the program. This diversity is a
strength of the program, despite the difficulties it provides in undertaking assessment.
To address this difficulty, a baseline survey, originally conducted in the 18 University
Departments funded in 2000 was repeated for 2004. The survey has significant
methodological flaws, and the changes that have occurred in the five years cannot be
attributed just to RCBI or other elements of PHCRED. The shifts in activity levels
are dramatic, however, and the survey results strongly suggest that RCBI is
responsible for valuable increases in activity, particularly when taken with the
information from the consultations. The overall results of the survey are tabulated
below.
Departments of Rural Health

Departments of General Practice

Means
Survey topic
1. Education
1.1 Postgraduate academic courses
1.2 Short courses
1.3 Other educational modules
2. Networks and collaborations
2.1 No of networks managed under PHCRED
2.2 A Network activities - no persons involved
2.2 B Educational activities- total no persons involved
2.2C Mentoring
Total number
No of new mentees
2.3D Number of new primary health care projects
3. University Dept research effort
3A Grants awarded
Number
Total Value
3B Number of other current research projects
3C Number of publications

Means

2000

2004

% change

2000

2004

% change

1
1.6
0.6

1.4
3
2.6

40%
88%
333%

2.7
0.2
0.7

3.8
4.4
3.6

42%
1900%
433%

3.2
13.4
100.2

6.4
49.8
207.4

100%
272%
107%

1.8
23.9
56.0

8.4
264.3
487.0

375%
1007%
770%

3
2
4.4

16.2
10.4
9.4

440%
420%
114%

9.6
2.0
6.7

128.4
11.2
9.3

1244%
461%
40%

2.4
6.4
$70,600 $425,400
2.8
6
2.4
7.6

167%
503%
114%
217%

8.3
19.3
$492,316 $1,941,532
2.3
5.3
14.4
32.4

132%
294%
129%
125%
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Major growth areas have been training, mentoring and networking. It is also very
important to note the substantial increase in successful grant applications, reflected in
the number and the size of the grants received3. The numbers of staff engaged in
research had also shown very significant growth. Dissemination is not reflected
clearly in these data but it has increased. Uptake of research finding into practice has
not been measured to this point.
A national PHC research network
Several times during the consultations, the need for a national PHC research network
was promoted as a key gap. It was felt that a national network would provide
economies of scale that were not achievable with existing networks under present
funding arrangements. It would also provide greater opportunities for linkages
between like-minded individuals. There was not a consistent view as to what a
national research network would undertake specifically. Proponents usually felt it
should be like the one with which they were involved. The larger PHCRED networks
are close to capacity under present resourcing arrangements and so a national network
would require reorganisation of resources if one is to be established.
Statewide or regional coordination
There is strong support for the statewide coordination process because of the value
that being a member adds. Everyone’s program is strengthened through the peer
support and review process that is intrinsic to statewide coordination. It enhances
communication and linkages across the group; mutual support; the ability to undertake
statewide planning; and it brings information back to the state level. People get to
know each other better and are more willing (even keen) to work together and share
ideas and resources. University Departments that are not part of a coordination group
are missing out significantly.
RCBI Advisory Committees
In sharp contrast to the statewide coordination and statewide advisory committee
arrangements, the advisory committee arrangements in individual departments do not
appear to have been highly successful. It is necessary to have each University
Department linked to an advisory committee but they do not need one each. In the
interests of efficiency and effectiveness the main focus should be on either a statewide
or regional advisory committee, in line with the coordination arrangements.
Divisions of General Practice
Representatives of Divisions of General Practice that had a successful relationship
with a RCBI funded University Department were highly supportive of the work in
general and the services they received through RCBI in particular. Others consulted
were critical of the University Departments’ activities under RCBI.
Generally, the best relationships between funded University Departments and the
Divisions were in regions where there were relatively few Divisions for a University
Department to relate to. The less positive relationships tended to be in the larger
states where the University Departments had many Divisions to relate to. There is a
need for clarity about what University Departments can provide and what Divisions
can expect.
3

This Table excludes one very large grant that distorts the underlying picture.
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Allocation of RCBI funding in future
The allocation of funding such as RCBI on a non-competitive basis is unusual. While
there has been no suggestion from anyone that this is under question, we feel this
evaluation needs to reflect on the need for non-competitive allocation.
Competitive allocation of RCBI should not be contemplated at this stage. Reasons for
this include:
y A competitive system would leave the weak University Departments weak.
Marginal performers could be eliminated as well as others that are developing
well but not yet mature enough to compete effectively.
y The collegiality that has grown up across the nation is very valuable and thrives
due to the lack of competition.
y The commitment and enthusiasm for RCBI activities that most University
Departments have displayed could not be bought for the amount of money
involved.
Consideration could be given to developing a set of criteria that makes clear who is or
is not eligible for RCBI funding in future.
The effectiveness, efficiency and appropriateness of RCBI
University Departments had generally used approaches that were shown to have
worked elsewhere, were in line with identified local needs, and were in line with the
goals and objectives of RCBI. The level of cooperation and integration of the PHC
research sector that RCBI has achieved in five years is striking.
One negative unintended consequence is that university staff, particularly the program
coordinators, can become burnt out by the demands made on them. Another key
negative is that towards the end of the funding cycle, only short-term contracts can be
offered to new staff. This is particularly problematic in rural and remote areas. This
is not unique to RCBI or PHCRED but has a particularly destructive impact on
programs at the end of the cycle.
RCBI experienced ongoing substantial underspending over the first few years.
Discussion with the University Departments elicited the same response: initially the
time it took to negotiate the funding agreement meant that commencement was
delayed. Then it took time to appoint appropriate staff, particularly in the UDRHs,
which have greater recruitment issues to address. Later underspending was said to be
due to the carryovers that the initial delays caused. Detailed data on administration
costs over time were not available. What is clear is that efficiencies have arisen
through the sharing of experiences, resources, and via the networks and collegiality
that have developed.
The continuing need for RCBI
The RCBI, and PHCRED as a whole, have made a good start in addressing the gap in
PHC research capacity in Australia, but it is only a good start. The sector has by no
means reached a point where it can hold its own in competition with other medical
research sectors, and where there is an ongoing stream of trainees funded by, or
practitioners supported through, other sources. The sector lacks research leaders in
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sufficient numbers, and lacks the breadth and depth of researcher training and
development that is required to support evidence-based practice across the sector.
When such a point is expected to be reached is not ascertainable from the literature.
The ‘pipeline’ is partly dependent upon the setting – for example it is certain to be
longer in remote Australia than in capital cities. It is clear that much would be lost if
RCBI was substantially scaled down or abandoned at this point. While it has been
effective in many areas, and is of increasing efficiency, it is still not self-sustaining,
nor even close to it.
It is not clear that RCBI has reached the medically qualified PHC practitioner/
researcher sufficiently. We note concerns of stakeholders that RCBI should not
become GP-focused, but we also note that future demand for medically qualified
academics in PHC is likely to be high.
The Researcher Development Program (RDP)
The Researcher Development Program (RDP) aims to increase the number and range
of people with knowledge and skills in primary health care evaluation and research.
Financial support is provided for placement holders to undertake primary health care
research and to gain access to existing research support. RDP targeted researchers
from a broad range of backgrounds. Existing researchers and those undertaking higher
level degrees by full time research were excluded.
The Department approved 21 of the 24 RCBI-funded University Department
applications and a total of 60 placements were eventually awarded. RDP is now
registered on the Department of Education, Science and Training (DEST)’s Australian
Competitive Grants Register which provides additional infrastructure funding to
universities.
University Departments undertook their own recruitment to fill individual placements,
although core selection criteria and assessment panel composition were set by the
Department. Placement holders began in the second half of 2004, with the duration of
placements ranging from 1 to 5 days per week, for periods between six and 52 weeks.
All placements must be finalised by 31 December 2005.
RDP was highly valued by stakeholders, particularly as a second step in researcher
development, ie one step beyond short courses and other introductory training, as a
means of offering protected time for research. There is a lot of optimism about the
workforce development outcomes of this opportunity, which starts to address the
middle gap in researcher development. In fact, this is more than it aimed to do, so this
is an unintended consequence.
RDP has been effective in achieving its goal of increasing the number of people who
undertake research in primary health care and who apply research in primary health
care. There is no guarantee that there will be a long-term increase in the number of
primary health care researchers but there is considerable optimism about the future
benefits. The formal evaluation of the program, planned for later in 2005, will more
clearly determine the achievement of the goal and the objectives.
In relation to process of recruitment, it has been efficient. In some cases Statewide
Co-ordinators (in NSW, VIC, QLD, and SA) undertook joint recruitment processes.
This reduced overhead advertising costs as well as minimising times required for

VIII

EVALUATION OF THE PRIMARY HEALTH CARE RESEARCH, EVALUATION AND DEVELOPMENT STRATEGY

recruitment panels and short-listing committees. Significant efficiencies were gained
in recruitment of placement-holders under this arrangement.
Australian Primary Health Care Research Institute (APHCRI)
APHCRI has been established to provide national leadership in improving the quality
and effectiveness of primary health care through the conduct of high quality prioritydriven research and the support and promotion of best practice. In summary,
APHCRI’s primary aims are to strengthen the knowledge base in PHC; to facilitate
the uptake of research evidence; and to enhance research capacity. It is too early to
evaluate APHCRI’s performance against its aims, however, steps have been taken
towards their achievement, particularly in relation to the generation of new knowledge
through their research programs.
APHCRI has a Research Advisory Board (RAB) that oversees the research activities
of APHCRI.
The establishment of the hub of APHCRI has been drawn out, due to the complexity
of the process. Furthermore, APHCRI is not just a hub, but a coalition of health
service research groups, linked in a hub-and-spoke model. Thus APHCRI remains
incomplete until a reasonable number of spokes are in place. This has been achieved
in part through Stream 1 projects but will be more in line with the vision when the
Stream 3 projects are announced later in 2005.
APHCRI was set up, in part, to commission and coordinate research efforts of the
spokes, which implies a collaborative relationship, one that is unusual between the
research funder and the funding recipient. All the spokes up to and including those
from Stream 3 funding will have been selected through open competition, little
different from the approach of the NHMRC (although to a smaller pool of potential
recipients). It is not clear how the remaining research funding will be expended but it
would be a missed opportunity if some more innovative arrangements were not
attempted.
APHCRI is making progress with collaborations, which are critically dependent upon
the Centre’s own research performance. Until APHCRI has commissioned its spokes
and is undertaking high-quality research of its own, it will have little international
credibility.
The establishment of APHCRI and subsequent management issues, such as the delay
in appointing a Director and clarifying the governance and contractual arrangements,
have led to some inefficiency that has been ongoing. This is being addressed. The
effectiveness is too early to judge although steps have been taken towards
achievement of aims. It is clear that the sector welcomes APHCRI as an appropriate
part of the PHCRED spectrum of strategies to strengthen PHC research, evaluation
and development.
Initiatives administered via the NHMRC
Three elements of PHCRED are administered through NHMRC: investigator-driven
project grants; priority-driven project grants in clinical areas; and training awards, ie
Fellowships and Scholarships.
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Investigator-driven project grants
The program has met its objective of offering support for PHC research, supporting
19 grants to be funded over three years. This is the first key step in achieving the goal
of increasing research capacity, knowledge and dissemination in PHC. It should be
noted that no specific dissemination strategy has been developed but the usual
methods of research dissemination would obviously occur.
The way this program is conducted is highly efficient, utilising work already done by
the NHMRC and reviewing the work further, only insofar as is necessary to confirm
that it is PHC. The major concern with the process was the lack of a specific primary
health care panel in the NHMRC. While we recognise this concern, which has also
been identified in a more generic way in a recent review of medical research in
Australia, we do not believe PHCRED funding should be spent to establish one, if that
is what the NHMRC would require. No doubt reforms will occur as a result of the
recent review of medical research and the Department should work through that
reform process to address the concerns expressed by the PHC research community.
Providing this additional funding ensures that valuable research capacity in PHC is
developed, and that all the work that goes into producing a fundable NHMRC
application is not lost. Eventually the amount of PHC research available to inform
decision-making in the Australian context will be significantly increased by these
project grants. The arrangement is efficient, effective and appropriate.
One issue raised in the context of the project grant arrangements was the lack of any
centre doing PHC research that had the standing and capacity to be awarded an
NHMRC Program Grant. Clearly this is a gap.
Priority-driven research in clinical general practice
It is too early to assess the success of this program against its aim of expanding the
knowledge-base in clinical general practice, although a selection process is underway,
through the NHMRC, to award a minimum of eight grants. While it is also too early
to evaluate the program against its objectives of building research capacity and
producing new knowledge that is high quality, policy and practice relevant and targets
agreed priority areas, appropriate processes and program guidelines have been
developed to support the achievement of these.
Although there was some criticism of the priorities including gaps and the time it
took, the Department’s priority setting process was appropriate. Gaps can arise for a
number of reasons and must be expected where there are many priorities and limited
funding. The need for clinical research funding in general practice was widely
supported by the sector.
NHMRC Fellowships and Scholarships
Applications for PHCRED-funded Primary Health Care Scholarships and General
Practice Fellowships are administered by the NHMRC under the Training Awards
program. Scholarships aim to encourage primary health care graduates to obtain
formal training in primary health care related research, and Fellowships provide
support for post-doctoral research by GPs. A total of eight Primary Health Care
Scholarships and two General Practice Fellowships have been awarded to date.
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Both programs have gone some way to achieving their purpose, although the number
of Scholars and Fellows is clearly too low to make a significant impact. In the case of
Fellowships, the requirements are too restrictive and the money may be too low for
them to be attractive to, or even open to, all but a highly committed few. The reasons
in the case of Scholarships are less clear, given that they are open to all primary health
care practitioners, not just GPs but the level of funding again may be a deterrent
especially to GPs.
The PHC RED Strategy as a whole
The overall aim of the Strategy is to embed a research culture in Australian general
practice specifically and Australian PHC more generally. Although the Strategy has
gone some way towards achieving this aim, the aim itself is too ambitious for a single
program focused on only one small part of the PHC system. The drivers to achieve
the stated aim do not lie solely within PHCRED. The overall achievement of its aim
is also hampered by the fact that it is long-term and could not be achieved within the
allocated five-year timeframe, and by the program’s reach and scope. There clearly
needs to be a review of the aim of the Strategy, along with the measurement of results
in the future.
Measuring PHCRED’s success in future
Consultations indicated that there was insufficient clarity about PHCRED’s goals and
objectives, ie what it is trying to do (especially the RCBI component). At the
individual University Department level there are choices to be made about the extent
to which scarce resources are applied to higher-level research outputs at one end, or
developing capacity at the primary care practitioner level at the other. Clarity is
required to ensure that the emphasis placed on program development is appropriate
for the future.
It is inappropriate for this evaluation to outline the future goals, objectives, strategies
and KPIs, but some ideas for consideration are provided. These include the Vision,
Goal and Objectives for the Strategy as a whole. These require further refinement,
followed by development of strategies (in the main this would entail marginal change
to the strategies in place at present) and KPIs that measure strategy performance4.
KPIs that are collected across the Strategy should be focused on outputs and outcomes
as much as possible. In particular they should focus on: the development of new PHC
researchers; the generation of new knowledge – eg research projects completed; and
the dissemination of new knowledge – publications, presentations and measures of
impact where possible. These outputs will assume that the necessary inputs, eg
training and mentoring, have been provided and these inputs need not be measured at
a whole-of-program level, although they may be at the individual University
Department level. Processes should be measured where processes are critical, eg
management of key networks and key collaborations.
A significant effort should be put into developing clear definitions for each indicator.
One current gap in the measurement of performance under RCBI is self-evaluation
and this should also be reported.
4

No KPIs were developed for PHCRED as a whole, only for component parts. That may continue to
be the case, although it may be possible to use some very high level indicators, such as number of PHC
publications in refereed journals, as whole-of-program indicators, if they are required.
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The current arrangements under RCBI are very flexible. We wish to emphasise that a
more uniform and robust reporting framework should not reduce this flexibility.
There is a risk of some University Departments not performing well, and at present it
is hard to identify poor performance. This is a small price to pay for the commitment
that RCBI has engendered and it is important that this not be lost. Provided the RCBI
component has a reasonably long-term future, an option such as a peer review/
continuous quality improvement (CQI) would be useful. Peer-review based CQI
process may not be worthwhile if there is only one funding cycle left in the program.
Performance in areas other than RCBI is generally readily measurable and KPIs are
not such an issue. APHCRI is managed via its planning process and programs
administered through NHMRC are readily countable, and the NHMRC itself has
performance monitoring in place, which is effective and should not be interfered with.
Other issues
General Practice or Primary Health Care.
While we recognise the need for an overall focus on PHC, it is not clear that it is
sufficiently accessible to GPs who have an interest in research. The number of GPs
involved, while not directly quantifiable, does not seem to be large and is probably
insufficient to meet program goals. A study of the workforce needs in PHC research,
particularly with reference to the need for medically qualified researchers would make
this more objectively assessable.
GP registrars are not specifically targeted under the Strategy, and this is also a gap.
Indigenous PHC research issues
The involvement of Indigenous Australians and the focus on Indigenous priorities
tended to be through those University Departments with a specialised interest, not
across the board. Given the level of skill that needs to be developed and maintained
to undertake good research in this area, it is hard to see what other approach could be
taken.
Rural PHC research issues
No particular rural issues required major program change other than the need to move
to more secure medium term funding at the end of a funding cycle.
The need for a National Advisory Committee
There are a number of issues that would be better managed if the model of state
coordination was extended and there was a national advisory committee, drawn from
the state/regional coordination groups (with other key stakeholders also represented)
to advise the Department on the Strategy.
Involvement of consumers in PHC research
Consumers are represented on the advisory committees and should continue to be in
future. Consumers have also recently become involved as recruits under the RDP and
are proposed to be involved under the commissioned clinical research program
through the NHMRC. Guidelines for the NHMRC program require meaningful
consumer involvement in each individual project, with this involvement including
research and advisory roles.

XII

EVALUATION OF THE PRIMARY HEALTH CARE RESEARCH, EVALUATION AND DEVELOPMENT STRATEGY

The NHMRC has published a Statement on Consumer and Community Participation
in Health and Medical Research. This highlights the need to involve consumers in
research and the need to facilitate consumer participation, including provision of
resources.
Conclusion
We believe, on the evidence we have before us, that PHCRED has made a great
difference to the capacity of the PHC sector to undertake research, evaluation and
development.
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1 Introduction
The Primary Health Care Research, Evaluation and Development Strategy (PHCRED
or the Strategy) commenced in 2000. It was initiated following the Review of the
General Practice Strategy in 1998. That report made a range of recommendations
regarding research and development in Australian General Practice that eventually
gave rise to the Strategy. After the 1998 General Practice Strategy report, the [then]
Department of Health and Aged Care commissioned two specific reports on the issue
– the Mudge Report1 (May 1999) that investigated strategic options for progressing
the recommendations on research and development in general practice as outlined in
the report of the General Practice Strategy Review2 followed later in 1999 by an
Implementation Plan for the Strategy3.
This is the report of the first evaluation of the whole Strategy. It commenced in late
October 2004. Like all evaluations it has limitations dictated by available time, the
need to speak to the wide range of busy people who are involved in PHCRED, and
limitations of the data that are available to facilitate objective assessment of progress
to date. Nevertheless, we are confident that the consultations have been very adequate
and despite the limitations of the data, the findings of the evaluation are sound.

1.1 The gap in PHC research
The weakness of primary care research worldwide (including Australia) continues to
be an issue of key concern. The concerns, with particular regard to clinical research,
were recently outlined in the Lancet4 in an article written by some of the foremost
international researchers in PHC, including two Australiansv. This paper emphasised
the need for a stronger evidence base in PHC (and the cost of not having one) as well
as the impact that research can have in improving clinical practice. It emphasised the
need to recruit excellent researchers into the field, and the need for ongoing
affirmative action by funders to achieve this, and then to reach a point where there is
sustainable ongoing capacity. They emphasised that capacity building requires long
term secure funding. Clearly there are other gaps in primary health care research,
such as those relating to health services.
The relative gap in PHC research in Australia is best indicated by the findings of
Askew et al5. They studied the publication rates of GPs and compared them to
medicine, surgery and public health. In the period 1990-99 the annual rates were:
GPs 1 per 1000 practitioners; medicine 105 per 1000; surgery 61 per 1000 and public
health 148 per 1000. GP publication rates may have improved since then but the
others may have too, so little progress may have been made on the relative deficit.
Adding the publications of other PHC workers is not likely to improve the relative
position of PHC research very much, as the publication rates of other PHC disciplines
are also low.
This research gap is all the more important given the centrality of PHC to the
Australian health care system. Governments, PHC practitioners and the broader
community need to ensure that the sector is involved in ongoing research and
evaluation and the results of research are being applied in policy and practice. This is
a long term commitment for all parties, as building research capacity is a slow and
painstaking process.
v

One of whom is now practising at Oxford in the UK.
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1.2 The Primary Health Care Research Evaluation and
Development Strategy – a brief outline
The overall aim of PHCRED is to embed a research culture in Australian general
practice specifically and Australian primary health care (PHC) more generally. The
Strategy has focused principally on improving the knowledge base in PHC by
increasing the number of active researchers in this setting.
The underlying assumption of the Strategy is that the generation of new knowledge to
contribute to the development of evidence-based primary health care policy and
practice will, ultimately, result in improved health status for Australians. In
particular, it was intended that the Strategy would result in improved health for rural
Australians.
The PHCRED Strategy as implemented is a series of sub-strategies or activities that
seek to contribute to the Strategy in separate but integrated ways, each addressing
different but related needs. Most were foreshadowed in one or more of the 1999
reports. The sub-strategies are:
Priority-setting to underpin Strategy activities
An initial process was undertaken in 2000/01 with the intention of establishing
research priorities to underpin the Strategy as a whole. Broad priorities were
established in this process. A planned ‘second stage’ of the process was not
undertaken to identify more specific priority areas and later separate priority setting
processes were used, drawing on this initial work to inform specific programs of
research.
The Research Capacity-Building Initiative (RCBI):
RCBI funding bolsters the basic capacity of the University Departments of General
Practice/Rural Health to support PHC service providers who are part of the program.
There are now 22 University Departments of General Practice and Rural Health
funded under this Initiative.
The goal of RCBI is to assist University Departments to:
y gain an enhanced capacity to assist local primary health care providers in
developing high quality research, evaluation and quality assurance knowledge and
skills in a way that benefits the community in which the Funds Recipient operates,
and the wider Australian community; and
y improve national capacity through cooperative work, sharing specialist expertise
and supporting national policy initiatives.
A broad range of activities has been funded under RCBI, including research networks,
local bursaries and awards, mentoring, and the running of short and longer courses.
At the outset of the Strategy, it was recognised that without this basic funding support
the sector would remain weak, even though some could compete. Collegiate
approaches and inter- and intra-disciplinary collaborations were sought to promote
efficiency and effectiveness in a disparate sector that had low levels of
interconnectedness and some very weak members.
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Researcher Development Program (RDP)
The RDP (implemented as part of RCBI) aims to increase the number and range of
people with knowledge and skills in primary health care evaluation and research. It
gives individuals who are considering a career in research the opportunity to further
develop their research skills and expertise through participation in research.
The Australian Primary Health Care Research Institute (APHCRI)
APHCRI was established at ANU in July 2002, although the Director and Research
Advisory Board were appointed in late 2003. Its Strategic Plan was finalised in
August 2004.
APHCRI’s mission is to provide national leadership in improving the quality and
effectiveness of primary health care through the conduct of high quality prioritydriven research and the support and promotion of best practice. It aims to:
y strengthen the knowledge base of primary health care by conducting and
supporting research. (APHCRI is funded to establish a $10.8 million program of
priority-driven, policy-relevant health services research);
y facilitate the uptake of research evidence in primary health care policy and
practice;
y enhance research capacity in primary health care through strategic partnerships
with other relevant national and international groups.
Training Grants and Awards (formerly the General Practice and Primary
Health Care Research Program)
This includes Fellowships and Scholarships as well as investigator-driven research
and priority-driven clinical research, all administered by the National Health and
Medical Research Council (NHMRC).
Expenditure on each component
The total funding allocations for each element of the PHCRED are given in Table 1.
The longest running parts of the Strategy are the RCBI and the Scholarships and
Fellowships, although the response to the latter has been poor, despite the early start.
Table 1 Final Allocations for each major component of the PHCRED Strategyvi
Strategy element

Amount

Initial priority setting

$0.15m

APHCRI

$15.8 m

NHMRC

$13.2mvii

RCBI (including RDP)
Total

$20.7m
$49.85m

vi

$150,000 has been allocated for the evaluation of the Strategy, bringing the total allocation to $50m.
Funds from NHMRC Awards and Grants were redistributed to APHCRI ($0.8 m) and RCBI
($2.4 m) in 2004.
vii
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The RCBI occupies a predominant place in the overall Strategy because of the length
of time it has been in place and because it is not competitively funded, which makes it
the part of PHCRED that is under greatest scrutiny. The usual ‘market mechanisms’
do not apply to its allocation, and so it is naturally of heightened interest in terms of
value for money.

1.3 Evaluation objectives
The evaluation is required to specifically determine:
y the effectiveness of the Strategy and its individual components in terms of:
–

the degree of success of the Strategy and each component in achieving their
goals and objectives;

–

any unintended consequences;

–

linkages between components of the Strategy and linkages with other
Programs; and

–

where they exist, the adequacy of existing performance indicators relating to
effectiveness and where they could be improved.

y the efficiency of the Strategy and individual components in terms of:
–

instances where there have been delays in implementation and why;

–

the expenditure on administration for the outputs achieved over time; and

–

the extent to which the program’s inputs have been minimised, or outputs
maximised, in achieving the program’s goal.

y the appropriateness of the Strategy and individual components in terms of:
–

the nature and extent of any continuing need in the area of research capacity
building;

–

the likely consequences of not addressing the need;

–

alternative strategies for addressing the need;

–

the extent to which the Strategy is consistent with Government priorities;

–

the extent to which the identified need is addressed by programs funded
from other sources such as state governments, the Department of Education,
Science and Training and the National Health and Medical Research
Council; and

–

the research capacity-building approaches funded, including the broader
approaches (eg the allocation of training awards) as well as approaches
implemented by University Departments under their individual PHCRED
Programs.
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y The future of the Strategy in terms of:
–

components and sub-components of the Strategy that should and should not
be continued, based on an assessment of their efficiency, effectiveness and
appropriateness;

–

how components and sub-components of the Strategy might be improved to
increase their efficiency, effectiveness and appropriateness;

–

additional components that might be added to increase the efficiency,
effectiveness and appropriateness of the Strategy as a whole;

–

the core components and sub-components of a national program of research
capacity building;

–

key performance indicators for the Strategy and individual components; and

–

if the review recommends that the Strategy should continue,
recommendations should be made regarding the timing and main issues to be
addressed by the next evaluation, including an assessment of action taken to
implement any recommendations from the present review.

1.4 Methodology for the evaluation
A summary of the methodology proposed is provided in the diagram below.

STAGE 1:
Data collection and Interviews

STAGE 2:
Data Analysis & Evaluation

STAGE 3:
Reporting

Study program documentation &
undertake other reading/research
Interview Collaboratives &
Research Section managers& staff
Attend National PHCRED
Meeting 9 and 10 November
Send out questionnaire
Interview representatives of key
program partners, including
NHMRC, AAAGP, ADGP
Project
Set-up

Interview APHCRI, PHCRIS, & some
trainees under the Program
Interview key people in a large
sample of funded Depts. of Primary
Care (General Practice, Rural
Health) & review documentation
& outputs/outcomes in each setting

Collate
& assess
information
(specific
and
strategic).
Address
gaps

Consider/
develop
findings &
possible
options for
improvement
- including
revised
Performance
Indicators etc
if required

Discuss
findings
with
Collaboratives
and
Research
Section
and
Advisory
Committee

Comment from the
Collaboratives and
Research Section

Draft
Report

Comment from
Advisory
Committee

Review available data in relation to
program administration/efficiency

Methodology for
Evaluation of the
Primary Health Care Research Evaluation and Development Strategy
for the Collaboratives and Research Section
Department of Health and Ageing
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The questionnaire used in Stage 1 was a repeat of the baseline survey that was used in
2000, when the Strategy was established.
All University Departments that are part of the RCBI program were contacted and as
many were visited as time permitted. The four recently funded University
Departments were contacted via pre-arranged teleconferences, as were the others that
could not be visited.
The evaluation commenced in late October 2004. The project was undertaken by
Brian Wall, Principal of Oceania Health Consulting in collaboration with Dr Anne
Egan of the University of Tasmania. A list of persons consulted is provided in
Appendix 1.
Following is a summary of the evaluation findings in relation to each Strategy
component and in relation to the Strategy as a whole. The findings presented are a
synthesis of the evidence gathered during an extensive consultation with stakeholders
as well as consideration of the available data. The objectives for each Strategy
component, and for the Strategy as a whole, have been assessed taking this
information into account.
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2 The initial priority setting process
A key initial element of the Strategy was a priority setting process, undertaken by the
Primary Health Care Research and Information Service (PHCRIS) for the Department
of Health and Ageing (the Department). It occurred from late 2000 to May 2001, with
a report released in October 2001.
As well as the process of setting initial priorities, setting priorities continued as the
Strategy evolved, including priority setting by APHCRI in relation to its work, and by
the Department for the clinical research program. Those two processes are discussed
in the sections dealing with the components administered by NHMRC and APHCRI
and will not be further considered at this point. The rest of this section only discusses
the initial priority setting process.
The intention of the Department in the initial priority setting process was to establish
research priorities to underpin all components of the Strategy. A two-stage process
was proposed identifying broad themes and some specific topics, with a second stage
to confirm and refine the topics. Stage 1 was published as Priorities for Primary
Health Care Research Evaluation and Development in Australia6.
The methodology for the priority setting was summarised as
“…collection and collation of systematic structured input from key stakeholders from
December 2000 to May 2001 through a survey, a public call for submissions, a series
of structured workshops and a national meeting. Key stakeholders were PHC
providers… researchers… consumers and government representatives.”
Seven thematic areas were identified by the process. These are:
y Evidence-based practice, including uptake of research;
y Quality of care;
y Models of organisation and delivery of primary health care;
y Integration – including multidisciplinary practice (horizontal and vertical);
y Economic issues, relevant to optimal use of resources;
y Health inequalities and the determinants of health; and
y Illness prevention and health promotion.
In addition, three priority populations were described: rural and remote populations;
Aboriginal and Torres Strait Islander communities; and people who are disadvantaged
or ‘hard to reach’ due to their health, social, economic or environmental factors.
While not exactly matching the national research priorities for promoting and
maintaining good healthviii, they are entirely consistent with them. PHC has a major
part to play in achieving all of the national priorities, and PHC research that meets the
above priorities will also meet one or more of the national priorities.

viii

These are: a healthy start to life; ageing well, ageing productively; preventive healthcare; and
strengthening Australia’s social and economic fabric. (See www.dest.gov.au/priorities/)
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Effectiveness and efficiency
Overall, the objective of this process was not achieved. While research priorities were
identified, they were not used to underpin the Strategy’s research programs as it was
found that priorities needed to be program-specific.
However, the process did identify an agreed set of high level priorities that were used
occasionally, for example by APHCRI as an important input to its further priority
setting. The priorities may have had a further subtle and pervasive influence on
PHCRED (that is hard to assess) but the overt use of them appears to have been
modest. Hence the conclusion that the priority setting process was not effective, in
that it did not achieve the intended outcome.
That is not to say that the priorities are wrong, but the priorities required as PHCRED
unfolded needed to be set more specifically – ie closely related to specific Strategy
elements, rather than at a high level. This probably could not have been anticipated
and the exercise was a worthwhile one to clarify thinking.
The proposed Stage 2 of the priority setting process was never undertaken. This
might have addressed their utility in specific settings, but it seems unlikely. A
comparison of the APHCRI priorities with clinical research priorities shows they are
nothing like each other, because the subject matter they address differs so widely.
Thus the experience so far has been that setting of priorities needs to be quite specific,
with high level priorities simply providing the framework and some direction.
The process of establishing priorities was not expensive and overall seemed efficient.
Appropriateness
As stated above, the initial priority setting process was a necessary one – it makes one
think broadly about the issues. The priorities identified have also been used in
scoping exercises and particularly in classifying research, which assists, for example,
in highlighting important areas of research that are being missed. The priorities
themselves are not appropriate for the purpose for which they were intended, so they
have been made little use of other than to set the scene early in the program and
occasionally in minor ways since then.
Future priority setting - generally or specifically
It is clear from the five years of experience of PHCRED that priorities set at the high
level have occasionally been used, but priorities at the individual sub-strategy level
have been the real need. These are tailored to the particular research area under
consideration (eg diabetes or tobacco use). The high level priority setting does not
need to be done again, and the pattern will be for priorities to be set for individual
elements of PHCRED rather than holistically.
Recommendation
1. The priorities identified in the initial priority setting process continue to be
used as a general classification tool but that specific priority-driven programs
develop individual sets of priorities rather than develop a second tier of
priorities that are applied across the PHCRED Strategy.
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3 Findings in relation to the Research Capacity Building
Initiative
The Research Capacity Building Initiative (RCBI) has been the earliest and most
prominent element of the PHCRED Strategy.
The PHCRED Implementation Plan proposed:
“the allocation of development funding to each of the universities with a Department
of General Practice on the basis of an uncontested (but closely monitored) contract.
The purpose is to develop research and evaluation skills among general practitioners
and other primary care providers and to promote their application in everyday
practice. Thus while the fundholders are universities the principal beneficiaries of the
funding are intended to be practitioners, through the development of research and
evaluation skills in primary care.”
The Department initially funded both the University Departments of General Practice
(UDGPs) and the University Departments of Rural Health (UDRHs) in order that they
could:
y Gain an enhanced capacity to assist local primary health care providers in
developing high quality research, evaluation and quality assurance knowledge and
skills in a way that benefits the community in which the funds recipient operates,
and the wider Australian community; and
y Improve national capacity through cooperative work, sharing specialist expertise
and supporting national policy initiatives.
[Source: RCBI Briefing provided to the consultants.]

A wide range of activities has been undertaken in response to the RCBI funding, as
was intendedix.

3.1 Funding – who was funded and by how much?
Initial RCBI funding began in 2000, when 18 UDGPs and UDRHs were each given
$200,000x for infrastructure support and the development of proposals for subsequent
four-year programs. Each funded University Department was required to submit a
three-year strategic plan. In each year following, University Departments have been
required to submit an annual business plan, a budget, an annual report on the previous
year’s activities, an annual data collection and a financial statement. The University
Departments were to have either an individual advisory committee or a statewide
advisory committee to which they were linked, (or both if they chose).

ix

The 1999 Implementation Plan stated: “The deliverables should not be the same for every centre: the
skills vary from university to university and in a State such as NSW for example, one would not want all
… universities proving the same thing. A pluralistic approach is necessary to get broad uptake.”
x
This initial round of RCBI funding was in addition to the $50 million PHCRED funding.
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In 2004, the number of funded University Departments increased to 22, when the four
additional University Departments based in Canberra, Tamworth, Lismore and
Warrnambool were funded. The University of Melbourne UDRH at Shepparton
received funding for two years and following a gap in 2003 it was then re-funded in
2004. Most University Departments have continued to receive around $200,000 per
year, with a slight tapering in later years.
RCBI recipients have consistently underspent their funding allocations. In some cases
this is not surprising given that many of the University Departments are rural/remote.
This is a pattern seen in other rural health programs (the Regional Health Services
Strategy for example) due to the difficulties in attracting and retaining highly
qualified professionals in rural areas.
Also, there were protracted negotiations with nearly all the University Departments
over the initial RCBI funding agreements. The failure to quickly reach agreement
delayed commencement. The underspending in later years was usually related to the
carrying forward of the initial underspending. All University Departments indicated
that they expect to have fully spent their funding allocations by the end of the current
funding agreements.
The total cost of the RCBI component is $19.2 million (not including RDP), just over
one third of the total PHCRED funding. It has made an enormous difference to the
PHC research scene, although the changes are by no means complete.
Much of the time spent in consultations and analysis of PHCRED was spent
reviewing RCBI. The individual performances of the University Departments will not
be discussed in this report, but in almost all cases they had done remarkably well in
taking what is a relatively small amount of money and utilising it highly efficiently
and effectively in pursuit of the aims of RCBI, providing programs that built on both
local needs and on their own strengths. It is surprising how much activity,
commitment and goodwill the funding has generated.

3.2 How to build research capacity
In considering whether the RCBI has been a success it is worth considering for a
moment what capacity building is and how one does it.
Most of the capacity building literature relates to fields other than First World PHC.
It often relates to Third World PHC and to health promotion and other communitystrengthening settings. Nevertheless, there are some commonalities and learnings that
can be applied.
The United Nations Development Program defines research capacity strengthening
[building] in the context of health research as:
“the process by which individuals, organisations and societies develop abilities
(individually and collectively) to perform functions effectively, efficiently and in a
sustainable manner to define problems, set objectives and priorities, build sustainable
institutions and bring solutions to key national problems.”7

10

EVALUATION OF THE PRIMARY HEALTH CARE RESEARCH EVALUATION AND DEVELOPMENT STRATEGY -

The NSW Health Department has published “A Framework for Building Capacity to
Improve Health”. This is intended for use in health promotion but is, in part, a valid
framework for other settings. Capacity building is defined similarly, ie:
“An approach to the development of sustainable skills, organisational
structures, resources and commitment to health improvement in health and
other sectors, to prolong and multiply health gains many times over.”
The NSW document highlights one of the dilemmas of the RCBI when it points out
that:
“Capacity building … can be:
–

a means to an end, where the purpose is for others to take on programs

–

an end in itself, where the intent is to enable others, from individuals
through to government departments, to have greater capacity to solve
problems

–

a process, where capacity building strategies are routinely incorporated as
an important element of effective practice.”

All of these approaches are inherent, to a greater or lesser extent, in the RCBI, but it is
not clear which of these is the more important. It will often depend of the nature of
the particular sub-strategy. This lack of clarity about the purpose of capacity building
adds to the complexity of both monitoring and evaluation.
In building capacity, the NSW document identifies some useful principles. These
include:
y Respect and value pre-existing capacities
y Develop trust
y Be responsive to context
y Avoid pre-packaged ideas and strategies
y Develop well planned and integrated strategies.
These are themes that were commonly identified in the way that University
Departments had gone about building capacity. However, where they had not been
addressed, most commonly in not building a trusting and reliable relationship (eg
promises had been made but not kept due to staff turnover) it was clear that progress
had been limited and it was hard work to make up the ground later.
It is to the credit of the Department that while RCBI was monitored closely through
the Business Plans, flexibility has been retained to do what is locally appropriate, as
the principles listed above require. The inherent flexibility is one of the great
successes of RCBI. Stakeholders are very keen that it should remain so.
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The primary health care literature on capacity building
The consultants were provided with an unpublished review of the capacity building
literature in PHC (Askew, personal communication). It reviews the international
literature systematically for strategies that have been shown to work in building
capacity in general practice research.
The strategies that have worked, as identified in that review, are very similar to those
used in the implementation of RCBI. Approaches such as the appointment of research
coordinators, establishment of writing groups and provision of protected time are all
approaches in common use under PHCRED and are shown to be effective in the
literature. Items identified in the review of the literature that are not systematically
addressed by PHCRED include involvement in registrar training and development of
research leaders through a life cycle approach. These are discussed elsewhere in the
report.
The model usually referred to as Glasziou’s Triangle8 is important to mention in the
context of capacity building. The model is provided in Figure 1. It identifies three
levels of research engagement, all of which are important to PHCRED. The triangular
model has the virtue of emphasising the greater numbers in the lower level than in the
higher. It also emphasises that moving from one level to the next is uphill, and takes
time and effort. Even a highly committed researcher will take many years to get from
the bottom to the top of the pyramid. PHCRED seeks to build capacity at each of
these levels. RCBI activity is generally, but not invariably, focussed at the base of the
triangle.

Increasing levels of
research involvement

Figure 1 Glasziou’s triangle – a diagrammatic representation of research
engagement
Leaders in
research
Participants in
research
Users of
research

Source Del Mar, 2001 [8].

3.3 Key events in RCBI
As indicated above, the first $200,000 to University Departments was provided in
2000. They were to complete a strategic plan that proposed how further funding
would be utilised. The second round of funding (first of the long term funding
agreements) was provided in mid- to late 2001 to the 18 University Departments, after
lengthy negotiations. In mid-2004, four additional Departments of General
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Practice/Rural Health received 18 months funding for the period until the end of 2005
and in November 2004, all other funding agreements were extended to this date.
The University Departments were required to provide an annual business plan, linked
to the original Strategic Plan, with an annual report against this plan. The original
funding agreements included a ‘proforma’ of reporting requirements and this was
retained, even though the Draft Strategic Plan from which it was drawn was never
finalised. This resulted in a double reporting mechanism, with reporting against
Schedule 3 of the funding agreement (or the proforma as it is commonly known) as
well as reporting against the business plan. The Department has commissioned
PHCRIS to analyse the RCBI Annual Reports and these analyses are valuable, but are
limited, for example by the heterogeneity of the data provided in the Reports and the
lack of data definitions. The differences between the individual RCBI programs make
collation and interpretation difficult.
In addition to the other initial requirements, a baseline survey was required to be
completed. There is, therefore, a set of data that provides information about activities
for the whole of the original 18 University Departments (not just PHCRED activity)
for the year 2000. Given the analyses already done by PHCRIS on the RCBI Annual
Reports, it was decided in collaboration with the Department that the best information
to collect in trying to assess the difference that PHCRED has made would be a repeat
of the baseline survey. This was also because the intermediate reporting arrangements
had varied over time. It represented a lot of work for the University Departments, but
has proved to be instructive to the evaluation. It was also of help to the consultants in
understanding the activity in individual UDGPs and UDRHs, although they were not
evaluated individually.
One other requirement of the RCBI is participation in an annual RCBI National
Meeting. The purpose of these meetings is to discuss policy and program issues,
share information and discuss achievements. Each meeting tends to be related to a
current issue, eg in 2001, the meeting focused on the development of a national
strategic plan, and in 2004 this evaluation was an important topic. There is also a
national GP and PHC Research Conference run in the middle of the year by PHCRIS,
at which much of the research is presented. These are very well attended and are
highly valued.
In addition to the national meetings, in larger jurisdictions there are regular state
conferences and some regional conferences, at which RCBI participants present
information to an audience that is relevant to them.
This network of meetings provides a rich set of opportunities for networking,
confidence building, generation of ideas and dissemination of findings. These
meetings are important events in the RCBI. They demonstrate the relationship
building and momentum that the program is generating. People do not participate in
such meetings unless they are useful.
It was said of the two major national events that they provided an opportunity for, eg
heads of Departments of General Practice to meet, that may not happen otherwise,
except for the possibility of meeting at the AAAGP meeting or overseas. This
frequent national networking was seen to be very important in building collaborations
across the nation and is an important positive unintended consequence.
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3.4 The reporting requirements.
In an ideal world, there would be a brief set of key performance indicators (KPIs)
against which all the UDGPs and UDRHs reported, and these would be comparable
horizontally (between University Departments) and vertically (down the years).
Unfortunately this has not been achieved. This is in part due to the diversity of
activity (driven by the need for University Departments to meet highly divergent local
needs) and the divergent skills within each university. Even when the University
Departments fall within the same group (UDRH or UDGP) and in the same town, the
Departments may differ significantly in their focus and in the suite of activities that
are undertaken. Finally the difficulty in devising a single suite of Key Performance
Indicators (KPIs) for the first funding cycle was related to the level of uncertainty
about the program at the outset. Only a highly flexible approach was possible when
so much remained undefined.
The set of data that is collected from RCBI-funded University Departments does not
adequately reflect the RCBI component alone, or even PHCRED alone. Present
RCBI indicators such as publication numbers may be reflective of a range of impacts
on the UDGP or UDRH from which they come. Furthermore, a high level indicator,
such as the number of publications, is likely to be an insensitive measure of capacity
building over a period of less than one program cycle. There are also definitional
problems as to which publications count and by whom. In section 7.5 the need for
KPIs to flow from Goals, Objectives and Strategies, is discussed. This arrangement
was not put in place in the reporting arrangements for the first cycle of funding. It is,
however, quite difficult to develop meaningful KPIs in such a complex area and,
given the level of uncertainty five years ago, it is not surprising that ‘good ideas’ for
KPIs proved to be less than ideal as the program unfolded.
Notwithstanding the double set of performance requirements, most people consulted
did not feel that they were overly onerous ‘now they were used to them’, ie they had a
clear idea of what would satisfy the Department. In fact, some said they would have
to do the Business Plan and Annual Report anyway and it is a useful discipline. There
was feedback more than once that the indicators in the proforma were not logical or
meaningful, and needed revision.
A useful parallel to the dilemma faced by PHCRED in this regard is the process that
the UDRHs went through to develop a set of KPIs for their program. This took many
months and a lot of work to develop what is now widely accepted as a brief and
meaningful set of KPIs. A similar process is also required for PHCRED. This is
further discussed in section 7.6.

3.5 Impact of RCBI: the PHCRIS analyses of RCBI Annual Reports
Dr Ellen McIntyre of PHCRIS presented an analysis of the Annual Reports for 2002
and 2003 to the succeeding RCBI National Meetings. Table 2 provides the
comparison of the 2002 and 2003 data, as presented at the 2004 Meeting. The
mechanism of data collection, via analysis of annual reports, is not conducive to
collection of consistent, clearly defined (clean) data. The information is useful, but
needs to be interpreted carefully.
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Table 2 Comparative data from the PHCRIS analysis of data from the Annual
Reports of the PHCRED-funded University Departments for
2002 (18 funded) and 2003 (17 funded)
Increased activity:

Decreased activity:

Mentoring (82 to 266)

PhDs (49 to 43)

Network membership (631 to 1377)

Masters (24 to 8)

Grants (98 to 110)

Educational activities (274 to 189)

External funding ($9.3mill to $15.6mill)

Participants (4478 to 3639)

Success rate (38% to 69%)

Peer review papers (183 to 130)

These data are difficult to interpret because they only cover two years, not an
extended time series, and so the variance and trend is not known. If, for example, the
drop in publications is an ongoing trend, that would be of serious concern.

3.6 Impact of RCBI – Baseline survey data
The baseline survey data for 2000 and 2004 were collated in a numeric form from the
data provided by each of the responding University Departments. Responses were
received over the period from initial interviews until mid-January. Ten UDGPs and
five UDRHs responded. One of the UDGPs responded in such a way that a
significant proportion of the data could not be summarised numerically and was not
consistent with the others. This report was excluded from the aggregated summary.
Two other UDGPs did not provide data on staffing levels for 2004.
One other adjustment made to the data was the removal of a contract for $15 million
from one university’s grants list. While this grant was included legitimately, it so
affected the means that it distorted the others’ results. If the grant was included, the
university became a significant outlier and the mean grants for UDGPs increased by
around $1.5 million. The existence of this funding should simply be noted. Other
more minor adjustments were made to data included in the Table where necessary for
consistency with the overall approach and with the data provided in 2000 by that
University Department. The lack of clear data definitionsxi and the original survey
methodology mean the numbers in this survey have severe limitations. We feel that
the general comparison over time is valid, however, as the key comparison was each
university with itself, and the differences are too large for the general direction to be
in any doubt.

xi

This is also an issue for the data submitted pursuant to Schedule 3 of the RCBI Funding Agreement
(the proforma).
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Table 3 Summary of the baseline data for Departments of General Practice and Rural Health for 2000 and 2004.
Departments of Rural Health

Departments of General Practice

Means
Survey topic
1. Education
1.1 Postgraduate academic courses
1.2 Short courses
1.3 Other educational modules
2. Networks and collaborations
2.1 No of networks managed under PHCRED
2.2 A Network activities - no persons involved
2.2 B Educational activities- total no persons involved
2.2C Mentoring
Total number
No of new mentees
2.3D Number of new primary health care projects
3. University Dept research effort
3A Grants awarded
Number
Total Value
3B Number of other current research projects
3C Number of publications

Means

2000

2004

% change

2000

2004

% change

1
1.6
0.6

1.4
3
2.6

40%
88%
333%

2.7
0.2
0.7

3.8
4.4
3.6

42%
1900%
433%

3.2
13.4
100.2

6.4
49.8
207.4

100%
272%
107%

1.8
23.9
56.0

8.4
264.3
487.0

375%
1007%
770%

3
2
4.4

16.2
10.4
9.4

440%
420%
114%

9.6
2.0
6.7

128.4
11.2
9.3

1244%
461%
40%

2.4
6.4
$70,600 $425,400
2.8
6
2.4
7.6

167%
503%
114%
217%

8.3
19.3
$492,316 $1,941,532
2.3
5.3
14.4
32.4

132%
294%
129%
125%
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Caution needs to be exercised in attributing all of this change to PHCRED. In the
case of UDGPs, there has not been a lot of other national program change, but in the
case of UDRHs there has been a greater level of change. Feedback at interview was
that RCBI has been the major driver of changed levels of research and development
activity within all RCBI-funded University Departments, including UDRHs. Even the
larger ones say it has made a very important difference and in some of the smaller
ones the difference was dramatic, as evident in both the baseline survey data and from
the consultations. Given this feedback, we feel that much of the changed activity
identified in the survey and summarised in Table 3 is attributable to RCBI.
There are noticeable differences between the numbers in this Table and the
information extracted from the Annual Reports by PHCRIS. No attempt has been
made to reconcile these. They relate to different years and for the 2004 baseline
survey, great emphasis was placed on the using the same approach as that used in
2000, whatever the limitations of such an approach might be. There are some
problems with the form of reporting used in 2000. Simple examples include double
counting of grants where RCBI-funded University Departments share Chief
Investigators, and counting the whole grant in one year when they may be spread over
several years. Reporting in future needs to resolve these issues.
Major growth areas have been training, mentoring and networking. It is also very
important to note the substantial increase in successful grant applications, reflected in
the number and the size of the grants received. Publications have increased
substantially over the period, which is re-assuring given the data from the PHCRIS
analysis of Annual Reports (see Table 2).
Staffing
The baseline survey was supplemented by adding a request for staffing information in
the format used by Ward, Lopez and Kamien9. In addition to this, information was
requested on support staff but the information provided was incomplete in a number
of cases, and so was not analysed further. The data for academic staff is provided in
Table 4.
Table 4 Summary of academic and research staffing in RCBI-funded University
Departments in 2000 & 2004 (adapted from Ward, Lopez and Kamien [9])

Staff categories
Core academic staff EFT
EFT committed to research
Senior research staff
EFT committed to research
Research staff
EFT committed to research
Project/research staff
EFT committed to research

Departments of Rural
Health
%
2000
2004
change
1.8
3.72
107%
0.74
0.94
27%
0
1.34
N/A
0
1.34
N/A
0
2.6
N/A
0
2.6
N/A
0.7
3
329%
0.55
2.5
355%
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Departments of General
Practice
%
2000 2004 change
2.2
3.9
75%
0.5
0.9
97%
1.5
3.8
152%
1.1
2.1
92%
0.9
4.1
357%
1.1
2.9
178%
1.4
4.3
216%
1.3
2.8
119%
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As can be seen from these data, there is a significant increase in the number of
research staff at all levels over the period that RCBI has been in place. This is a
function of the additional staff employed by PHCRED funding, as well as the increase
in grant funding that is apparent from Table 3, and other factors such as normal
growth. Attribution to PHCRED alone would not be correct but it must be given
some of the credit for the additional research capacity that is apparent from these data.
One important feature of the staffing of University Departments that is not evident
from the above data, but which is very clear from the consultations, is the diversity of
expertise that has been recruited under RCBI. Statisticians, sociologists, experts in
Indigenous health and a range of medical and allied health practitioners are involved,
adding greatly to the richness of the research culture within University Departments
and to the training and research undertaken by them.

3.7 Key areas of success under RCBI – demonstrated by
comparing the baseline surveys
3.7.1 Evaluation & Training – developing basic research skills
Almost all University Departments have engaged in a significant ‘bottom-up’
approach of developing basic programs of research, evaluation and development.
Consultations indicated that no one set of activities has worked successfully across the
board, with the exception of ad hoc assistance on specific projects. Training/short
courses seem to have worked well in some places and not others, probably related to
factors like the target audience (GPs or other PHC providers), the stability of the
training staff and other local circumstances. Generally GPs did not seem to attend
short courses. Working alongside GPs and their practice staff was reported to be a
much more successful (although more labour-intensive) approach.
Formal courses on research methods have worked in some places, for example,
initially in Broken Hill, but in that case these seem to have now met demand and,
because of this and other changes that have occurred, are no longer popular. In other
places they are considering moving towards structured course-based training from
short course approaches in order to increase the efficiency of their program.
Ad hoc assistance is said to transfer skills to those with whom one works, but there
was some scepticism about the sustainability of such approaches. People who had
been the beneficiaries of such arrangements were positive about the assistance they
had received.
The approaches to RCBI training are clearly in a state of flux, and will continue to
evolve. The audience is also evolving, and the tension between focusing on GPs
versus other health providers remains, particularly in metropolitan settings. In nonmetropolitan settings, GPs are particularly hard to reach, reportedly due to the other
pressures upon them and most programs are focused mainly on other PHC providers.
This state of flux may account for the fall in some activities found in the PHCRIS
survey of Annual Reports, eg Educational Activities (274 to 189) and Participants
(4478 to 3639) (see Table 2).
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The baseline survey suggests that any falls are against a backdrop of substantial
increases over the pre-PHCRED activity, and this was strongly affirmed by the
discussions with the University Departments. The fall may be a necessary re-focusing
of the initial activity, which may not have been as refined, efficient or as well directed
as it is now.
Generally, each University Department had built to its strengths, eg in Adelaide there
was a different (but not exclusively different) focus between the two metropolitan
University Departments, and this picture was repeated throughout Australia.
What did not come out of the consultations was a clear set of core development
activities that work in most places most of the time, other than one-on-one training,
which may not be efficient or sustainable. The program has responded to such a wide
range of needs and audiences that what works in one place at one time is not
necessarily going to work elsewhere, or even in the same place at a different time.

3.7.2 Mentoring and support for trainees
Most University Departments offered support to groups or individuals with whom
they had an association. If you enrolled in a course or did a short course you usually
had access to further assistance, although this did not extend to formal mentoring in
most circumstances. There was an issue of definition when discussing mentoring –
some defined it quite narrowly and others quite widely, which is part of the reason for
wide differences when trying to count the number of persons who are being mentored.
Mentoring (including offering ad hoc assistance to course participants) was reported
to place a great strain on RCBI-funded and other staff in University Departments who
were providing significant amounts of research training. Most felt that the demands
placed on staff had to be managed better, including not taking on some of this work,
or doing it more efficiently. As PHCRED is becoming better known, the demand for
support threatens to become unsustainable.
Self-evidently, the more of a novice the researcher is, the greater is the support load.
One typical comment was that they involve as much or more work than the average
PhD student.
This unsustainable demand for help is a key unintended consequence from RCBI. It
arises partly because the PHC net is so wide, that large numbers of community and
allied health practitioners, who seem more likely to take up opportunities than the
GPs, can be overwhelming.

3.7.3 Research networks
There are a few large RCBI-supported networks and many smaller ones. The purpose
of each varies widely and it is hard to make a general statement about them all.
However, it is clear that the networks funded by RCBI across Australia add
considerable value to PHC research and they would not have been possible without
RCBI. Although they cannot be described as an unintended consequence, research
networks have flourished to a greater extent than appears to have been anticipated.
The purpose of the ensuing discussion is to promote debate on the need for a national
network and what it would be like, not necessarily to advocate for one.
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3.7.3.1 What is a PHC research network and why have one?
Research networks are varied but successful PHC networks, in the context of PHC,
have some or many of the following attributes10:
y members are drawn from general practice and other primary health care sectors
who have an active interest in conducting research
y research is conducted in a clinical or practice environment, with active
participation from practitioners
y practitioners have an opportunity to develop research skills through participation
in research projects
y a separate structure provides organisational and educational support that enhances
the quality of the research but is driven by the needs of practitioners
y the network operates over the long term and independently of individual research
projects.
Dunbar11 identified a similar list of characteristics of successful networks, which is
provided in Appendix 2.
There are now a significant number of formal or semi-formal research networks in
Australia that owe their existence to, or are supported by, RCBI. Often they are quite
local and/or quite specific in their purpose. The value of research networks in
building research capacity was emphasised many times during the consultations.
Their benefits and critical success factors have also been described in the literature,
with particular reference to the Australian context by Gunn12.
The two largest research networks associated with RCBI are SARNet (SA) and
PHReNet (NSW). Brief details of each of these, taken from their respective websites,
are given in Box 1 and Box 2. Membership of each is 350 (NSW) and 380 (SA),
although in both cases active members are thought to be a fraction of this number. As
can be seen the structure and function of these two networks are quite different,
although the purposes are similar.

3.7.3.2 Advocacy for a national PHC research network
The need for a national PHC research network was identified as a key gap several
times during the consultations. It was felt that a national network would provide
economies of scale that were not achievable under present funding arrangements. It
would also provide greater opportunities for linkages between like-minded
individuals.
There was not a consistent view as to what a national research network would
undertake specifically, except that proponents usually felt it should be like the one
with which they were involved. It is clear that the largest networks are close to their
capacity under present resourcing arrangements and so they are not in a position to
take on becoming a national network (if implemented) without reorganisation of
resources.
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Box 1 Summary of the key features of the SARNet network
SARNet is a multidisciplinary network designed to enhance research and evaluation capacity
in Primary Health Care (PHC) in urban, rural and regional South Australia and the Greater
Green Triangle Region of Victoria (through a collaborative partnership with the Greater
Green Triangle University Department of Rural Health). It is an initiative of the Flinders
University Primary Health Care Research, Evaluation and Development (PHC RED)
Program.
It is free to join. SARNet invites membership from all PHC professionals, registrars, students
and consumer groups (eg support groups) interested in Research and Evaluation in all aspects
of PHC. Early career researchers are particularly encouraged to join.
SARNet provides support for developing research ideas, or learn more about Research and
Evaluation, or learn how to apply Research and Evaluation findings in clinical practice,
SARNet provides:
y

Training in Research and Evaluation skills (Training)

y

Support to participate in research and evaluation at all levels of experience

y

Links with like-minded researchers (Meetings)

y

An annual members' conference

y

Financial support

y

Individual Research Bursaries

y

Writing Grants

The Discussion Forum has monthly Themes such as 'Consumers in Research' and ongoing
themes such as Writing for Publication, Ethics Applications for Research Projects, Statistics,
Research Methodologies, and Allied Health Topics.
Members can view and post messages, form private discussion groups, network with peers in
their field of interest, establish research collaborations and partnerships and other research
related activities.
Source: http://som.flinders.edu.au/FUSA/GP-Evidence/SARNet/default.htm
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Box 2 Summary of key features of the PHRENET network
PHReNet is a network of general practices, divisions of general practice and other primary
care providers who are interested in research and evaluation in general practice and primary
health care. It is has four nodes, based in South Western Sydney; South Eastern Sydney; the
Illawarra and Shoalhaven region and the Greater Murray region, based in Wagga Wagga.
Who can be involved?

PHReNet is open to a range of individuals and organisations, including:
y
y

GPs interested in being actively involved in the development of research projects
GPs who participate in research activities but are not actively involve in the
development of research ideas
y Divisions of General Practice
y allied Health, community health and other primary health care practitioners
y Community Health Services & other relevant organisations within AHSs
What is different about PHReNet?
What makes PHReNet different from previous research initiatives in general practice and
primary care is that the ideas for the research come from practitioners in the field, rather than
university based academics. There are local, state and national agenda which the network can
contribute to, including issues such as:
y development of better integrated care for chronic diseases including care planning,
structured care for diabetes, cardiovascular disease and chronic respiratory diseases
y improving primary care for people with mental illnesses or drug and alcohol problems
y population health and preventive health care including immunisation
y health inequalities and disadvantaged groups
y linkages between primary care and hospital care
What is PHReNet going to do?
PHReNet operates as an umbrella under which a range of educational, research and support
activities will occur. Activities include:
y providing education and training about research and evaluation to staff of Divisions
of General Practice, Community Health Services and other PHC practitioners
y working with GPs and other primary health practitioners to identify relevant research
questions that can be developed into submissions for funding or research protocols
y supporting GPs and other primary health care practitioners to develop research skills
by being involved in research projects
y providing relevant education, training and resources to GPs to allow them to conduct
research in their practice
y conducting and facilitating collaborative research with general practice, community
health and other primary health care sectors
What are the benefits of participating?
y GPs and others who actively participate in the network may be eligible for a conjoint
academic appointment with the University of NSW. There are also opportunities to:
y learn new skills about how to do research
y explore clinical questions relevant to your practice
y share experiences with like-minded colleagues who are also interested in research
Source: http://www.commed.unsw.edu.au/cgpis
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3.7.3.3 What would a national network include?
The obvious models for a national network are the larger networks that have
developed so far, including the two described above. There are elements of local
activity that would need to remain locally focused, eg the training calendar, but other
elements, eg the SARNet discussion groups, could easily be made national subject to
access to resources. Further thought needs to be given to:
–

the possibility of a national PHC research network,

–

the reasons to have one,

–

its precise scope and purpose,

–

what value it would add, and

–

whether it could lead to increased efficiency as well as improved research
opportunities?

It probably would need to develop from one (or more) of the existing networks, rather
than starting again, as the University Departments running them have demonstrated
know-how and should be able to roll out a national network quickly and efficiently.
A national network would require re-allocation of resources to fund it, and it should
be established in a way that it ‘belongs’ to everyone in the field, eg through an
appropriate advisory or steering group.
Both the design of a national network and the level of funding necessary would
depend upon its role. Until the role and function of a national primary health care
research network is defined, it is not possible to say what the form should be. If it
was like one of the large UK research networks it would require substantial funding,
but if it was structured like SARNet, for example, the funding required would be more
modest. First the need and role, and then secondly the form, of a national network
requires national debate before any commitment is made to establish one.
Successful models for national health care research networks in the Australian context
include for example the cancer research networks, which are gathered around superspecialty areas or disciplines (eg www.ranzcr.edu.au/affiliatedgroups/trog/index.cfm,
or www.anzbctg.org).

3.7.4 Grants
The considerable increase in grant funding obtained by both UDGPs and UDRHs
(around 300% and 500% respectively, see Table 3) demonstrates a greatly increased
capacity to bid for and win grant funding. While all of this growth cannot be
attributed to RCBI, consultations did not identify or suggest any factor that is more
important than RCBI in achieving this increase.
It is too early to see the results of this increased funding in the evidence for better
practice yet, but one would expect development of a larger pool of PHC researchers, a
greater number and range of PHC publications, and the application of this research in
changed clinical or organisational practice. It is noted that the analysis of the RCBI
Annual Reports showed a drop in publications in 2003 over 2002 (see Table 2).
This demonstrates the need for a more accurate way to track outputs that may be
reflective of the impact of RCBI, as well as the need for a longer time series, before
reliable conclusions can be drawn.
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3.7.5 Building capacity within the University Departments themselves
The data indicate the overall increase in outputs and the related increase in staff in the
University Departments. The RCBI funding has made a significant difference to the
viability and capacity of the Departments in a university environment that is highly
focussed on rewarding the most successful. This competition is fundamentally sound
when equals are competing, but some of the weaker members of the group are at risk
of elimination, despite their intrinsic value. In such cases it is necessary for a time to
provide a more nurturing environment than the usual funding mechanisms provide
and this is the role of PHCRED funding, including the funding allocation through
RCBI.
DEST funding is based on reward for academic achievement. While the aims of
RCBI are not focussed totally on that aim, the development of understanding and
application of research in everyday practice is just as (if not more) important. This
does not attract DEST funding. Also, academics who are supporting such activity
may reduce their academic output as measured by DEST formulae. Thus DEST
funding will not provide the support required. DEST’s Research Infrastructure Block
Grants Scheme, for example, allocates grants to publicly-funded universities on the
basis of an index which measures institutional success in obtaining competitively
awarded research funding.
While DEST’s current approach will ensure the best value for the research dollar is
achieved in general, the aims of RCBI are more diverse, and need support. This is the
reason that RCBI is so important and, in large part, does not duplicate DEST funding
or its purpose.

3.8 Areas of impact of RCBI that are not captured by available
data
Two aims of RCBI that are not captured by the surveys or by other data are the
dissemination activities associated with RCBI or the use that is made of research
findings.
Consultations identified a wide range of dissemination activities, particularly the
RCBI conferences that are held nationally, at the state level and most impressively at
the local/regional level as well. These appeared to be well attended and valued.
The dissemination activity of PHCRIS, while not funded under PHCRED, is a key
support for RCBI for both general information about primary health care research as
well as specific information about the Strategy. The recent review of PHCRIS
reinforced support for its dissemination role, and the consultations demonstrated the
value it provided within the PHC research sector. In considering RCBI dissemination
activity, PHCRIS is too important a mechanism to be left out, even though it is not
funded under PHCRED.
Anecdotal information was available about the use of research information to inform
practice, eg by academics changing their teaching of GP registrars in the light of their
own or others research findings. However, there are no systematic assessments of
dissemination activities other than publications, and measuring usage of research
information will be quite difficult to do. It is more likely to be the subject of
commissioned research than of a routine monitoring process.
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It is clearly important to develop the best possible measures of dissemination and
usage of research information. Realistically, dissemination activities such as number
of PHC conferences and the attendance at them would be easy to measure, along with
other measures such as publications.
Enhancing the awareness of UDRHs and UDGPs as to the need for measuring usage,
and some commissioned research would enhance our knowledge of how well we are
going in terms of implementing research results in practice. Changing practice is
known to be difficult and requires multi-pronged strategies and resourcesxii.
Recommendations
2. The Research Capacity Building Initiative continues for another five years,
with overall funding remaining around the current level.
3. Consideration be given to establishing a National Primary Health Care
Network, with the aim of bringing primary health care researcher/
practitioners together to learn about and undertake research, gaining both
professional and efficiency benefits from a national network but without
losing local involvement and access to local resources.

3.9 State coordination of RCBI activity
In four States, where more than two University Departments receive funding,
additional funds are provided for a Statewide Coordinator. They are NSW,
Queensland, South Australia and Victoria. The role of the Statewide Coordinator is
to:
y Coordinate overall projects and activities in order to prevent duplication of effort
and to maximise the effectiveness of the implementation of the program
y Organise and facilitate communication between funding recipients of the relevant
state
y Establish a state-based research plan, drawing on the PHCRED Strategy national
priority setting process
y Develop collaborative arrangements between the University Departments of
General Practice and Rural Health and with other peak bodies representing the
profession in each state to support the strategic implementation of the program,
and
y Facilitate planning and coordinate input to the development of communication
strategies to support the implementation of the program.
[Source: Departmental briefing provided to the consultants]

The consultations strongly supported the statewide coordination process and
emphasised the value added by the coordination process. It was clear that everyone’s
program was strengthened through the peer support and review process that was
intrinsic to the statewide coordination. Benefits included: greatly enhanced
xii

The pharmaceutical companies are relatively successful at this, and there have been successful
models of academic detailing, in part to counter them, although this approach lies outside the PHCRED
framework.
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communication and linkages across the group; mutual support; the ability to undertake
statewide planning (both the process and the outcomes were described as valuable);
and Statewide Coordinators spoke to each other and brought information back to the
state level. In short, people got to know each other better and were more willing
(even keen) to work together and share ideas and resources.
Recently coordination has spilled across state borders and become a regional process.
This is logical and beneficial, in linking University Departments that are
geographically or otherwise related together, irrespective of state borders.
Consultations suggested that the University Departments that were not part of a
coordination group were missing out significantly. This was occasionally said to be
the case by them, and the consultations gave the impression that programs that were
part of a coordinated group were generally more robust than those that were not. This
may be correlation rather than cause and effect, as the coordinated programs tended to
be larger, but as stated above, coordination added a lot of value. Some University
Departments that have been outside the coordination mechanism want to become part
of one, and that also suggests the exercise is worthwhile.
In future, all RCBI funded University Departments should become part of a regional
coordination. In the case of Tasmania, it may be practical to link to Victoria or South
Australia. In the case of Western Australia, there may be some capacity to link with
Notre Dame in the future, with or without RCBI funding. Currently it is hard to see
where the two University Departments should link to, apart from each otherxiii, but
that alone may be a good (though probably not sufficient) start, eg through
undertaking joint planning and some joint projects. Most other University
Departments have already commenced forming relevant linkages, eg the NT Centre
for Remote Health has recently linked to SA.
The increasing number of University Departments in each group will require a
reconsideration of coordination resources. SA and NSW have gained two or three
University Departments in addition to their original number, and this has increased
their workload. Additional resources would be required to link WA’s two University
Departments in somewhere, at least to each other. The value-for-money of the
coordination process is not possible to assess in concrete terms, as coordination is a
means, not an end, but all indications are that its value is very high, as it has been a
great success.
Recommendations:
4. All RCBI-funded University Departments be required to become part of a
regional coordination arrangement, with funding to allow those universities
that have not been so far, to become part of one.
5. Consideration be given to providing additional resources where necessary to
strengthen the regional coordinating mechanisms.

xiii

The Combined Universities Centre for Remote Health (CUCRH) in Geraldton involves The
University of Western Australia (UWA), Edith Cowan University and Curtin University in partnership.
Within UWA the link is to the Department of Rural Health.
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3.10 Advisory committees to RCBI funded University Departments
In sharp contrast to the statewide coordination arrangements, the advisory committee
arrangements do not appear to have been highly successful, at least not as the
programs have settled down over time. Two levels of advisory committees were
established – some at the state level and some locally (for a particular University
Department).
Consultations suggested that initially many were of value, when enthusiasm among
participants was high and the University Departments’ programs were feeling their
way. As time has gone by, regular attendance by key participants, including the
Department and the Divisions has been hard to achieve, and interest and usefulness
has waned.
It appears from the consultations that the statewide advisory committees have been
more valuable and more sustainable than those for individual University Departments.
While it is necessary to have advisory committees covering each University
Department at a high level, (but not one per University Department), in the interests
of both efficiency and effectiveness, it may be best if the main focus was on either a
statewide or regional advisory committee, in line with the coordination arrangements.
These could be supported by the relevant statewide/regional coordinator, and
convened twice a year or more often if required. If a particular University
Department felt it wanted to retain its own advisory committee, as is currently the
case for some, then there is no reason for it not to, but it should not be required to do
so. University Departments have individual links to the relevant organisations and
individuals locally and these are utilised rather than the advisory committee structure.
Departmental attendance by a person from the State Office who has little day-to-day
involvement with the program was said to add very modest value. The wish was
expressed that a Departmental officer who is routinely involved in the program should
attend.
Recommendation
6. The RCBI advisory committees focus at the statewide or regional level, and
local committees be disbanded unless a particular University Department
wants to retain its committee.
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3.11 RCBI and the Divisions of General Practice
The Divisions of General Practice have a historical interest in PHCRED. When the
program commenced some held the view that the funding should be provided to
Divisions rather than to universities. In comparison to most University Departments,
however, most Divisions did not have the skill-base to deliver a research capacity
building program for PHC practitioners.
The range of views expressed to the consultants varied widely. Those Divisional
representatives that had a successful relationship with an RCBI-funded university
were highly supportive of the work in general and the services they received in
particular. Others, mostly those at the State-Based Organisation (SBO) level and
higher, were critical of the application of the University Departments’ use of RCBI
funding. They felt that the University Departments had failed to provide Divisions
with appropriate services, most notably in the area of evaluation.
One key issue is that RCBI does not provide enough resources for University
Departments to service a large number of Divisions free of charge. RCBI has been set
up and funded in a way that the RCBI activities of a University Department will often
fall short of the expectations of some Divisions, although many UDGPs and UDRHs
had good relationships with many Divisions. The best relationships were in regions
where there were relatively few Divisions and where personal relationships and
mutual understanding could be built up easily.
Another issue is that what the University Departments are required to deliver under
RCBI is not necessarily in line with the Divisions’ priorities in terms of what they
wish to get from them. While Divisions may value what the University Departments
provide, it may not be what Divisions see as their greatest need (usually related to
evaluation). However, if they are working together on any project, there is the
opportunity to build beneficial relationships and to go on to work together more
effectively. The consultations suggested that building sustainable evaluation skills
within Divisions is a bigger project than RCBI was able to address, no matter how
well the University Departments did in this regard.
Divisional spokespersons had only a limited appreciation of aspects of PHCRED
outside RCBI, with a few exceptions. One of them expressed the view that the other
PHCRED initiatives (ie those delivered through APHCRI and NHMRC) were also
biased towards universities, such that Divisions would not be considered for funding
under their programsxiv.
The University Departments often focused on the Divisions that had expressed a
greater level of interest. Given that the RCBI funding is limited and the Divisions’
capacity to absorb all available assistance is great, this is a reasonable approach,
although it leaves others out and creates the potential for the criticisms made of the
program. Some University Departments found it frustrating that Divisional
representatives were sometimes poor participants in the advisory committee activities.

xiv

It should be noted that an organisation such as a Division of General Practice can apply to be
recognised as an approved institution by the NHMRC, thereby qualifying for NHMRC research
funding.
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The University Departments felt the obligations to relate to Divisions were one sided,
and that until there was a mutual obligation, dialogue would fail. Recent steps to
involve Divisions in evaluative research to a greater extent may make a difference
here. It is certain that with the level of RCBI funding, and the potential demand from
Divisions for help with (in particular) evaluation, there will be a gap in what
University Departments can provide (particularly larger UDGPs) and what the
Divisions may seek.
One solution that suggests itself is for the University Departments and the Divisions
together to draw up guidelines as to what the University Departments can be expected
to provide as part of RCBI, and what the purpose and limitations of the assistance are.
This should be done by representatives of the Divisions and the University Departments together. The process of doing it should help improve understanding of
each other’s position, as a more positive dialogue needs to be established through this
or some other process. This process may identify areas of need that cannot be
adequately met from RCBI funding, eg the need for evaluation training in Divisional
offices. This could then be referred to the relevant part of the Department for further
consideration.
This would not prevent the individual University Departments from doing what they
are best suited to do, as the level of help required by most Divisions is well within the
basic skill set of most University Departments, and the university could call on others,
eg via the regional networks to assist if necessary. University Departments may, after
consultation, refer the Division to another University Department with a particular
skill or interest in the area.
Recommendation
7. Guidelines be developed between the Department of Health and Ageing,
representatives of the Divisions of General Practice and representatives of the
RCBI-funded University Departments about RCBI, including what services
universities might provide to Divisions and what Divisions can expect.

3.12 Allocation of RCBI funding in future
The allocation of funding such as RCBI on a non-competitive basis is unusual. While
there has been no suggestion from anyone that this is under question, we feel this
evaluation needs to comment on the issue of non-competitive allocation, since this is
the first opportunity to review it since this approach was taken.
While recognising the benefits of a competitive funding arrangement, competitive
allocation of RCBI should not be contemplated at this stage. Reasons for this include:
y The funding was originally allocated in this way because a competitive system
would have left the weak University Departments weak, and only the stronger
University Departments would have been funded. This is still true. Not only
marginal performers could be eliminated, but others that are developing well but
not yet mature enough to compete effectively or remain viable research
universities without the funding. University Departments around the size of, for
example, University of Newcastle UDGP, are likely to struggle, notwithstanding
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the substantial gains that have been made over the last five years at this and
similar University Departments.
y Competitive allocation of funding under RCBI would not necessarily have
achieved the broad spread of University Departments needed to reach primary
health care practitioners in sufficient numbers and locations across Australia.
y The collegiality that has grown up across the nation is in no small part because
there is no competition between the University Departments for the RCBI
funding. The benefits of competition are small compared to the value gained
through partnerships and mutual support in such situations, and this has been
demonstrated clearly in the relationships, sharing of resources and linkages that
have developed between RCBI-funded University Departments.
y The commitment and enthusiasm for RCBI activities that most University
Departments have displayed could not be bought for the amount of money that
RCBI provides. This is because RCBI is valued so highly – its flexibility enables
so many activities that improve the University Departments’ viability.
The original Implementation Plan proposed that funding be tapered over years four
and five. However, it should be borne in mind that this was from proposed levels of
funding that were much higher than the University Departments received in the end.
It is clear that less money over a longer time is a better approach than a lot of money
over a short time. So the more modest sum, without significant tapering, has proven
to be a better model. However, loss of the present levels of funding at this stage
would see a lot of valuable initiatives fail. We are strongly of the view that the
funding should remain non-competitive, given the benefits that it has delivered and
the substantial amount of excellent work that has been undertaken, much of which
remains short of its full potential.
There is an issue of addressing poor performance, and ways to minimise this risk are
discussed in section 7.6. The funding agreement management would be simpler and
more manageable for the Department if the KPIs and funding agreements
management system was more straightforward and/or the use of a continuous quality
improvement approach was routine. That is also discussed in section 7.6.
In relation to new University Departments that seek funding, consideration could be
given to developing a set of criteria that makes clear who is or is not eligible for RCBI
funding.
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3.13 Effectiveness, efficiency and appropriateness of RCBI
3.13.1

Effectiveness

This report is required to assess effectiveness in terms of:
y the degree of success of the Strategy and each component in achieving their goals
and objectives;
y any unintended consequences;
y linkages between components of the Strategy and linkages with other programs;
and
y where they exist, the adequacy of existing performance indicators relating to
effectiveness and where they could be improved.
While there are many other aspects to the Strategy, and RCBI represents only a little
over one-third of the funding, it has been one of the longest and the most visible
components of the Strategy. It is therefore, the Strategy element by which many
judge the whole Strategy.
Some of the areas of success are discussed in section 3.7. Other important areas that
were not demonstrable from the baseline survey data are dissemination of findings
and collaborations.
Has RCBI met goals and objectives?
Overall, we are of the view that RCBI has been highly effective in achieving its goals
and objectives. In some areas, however, the lack of quantitative data makes this
assessment more dependent upon assessment of information from interviews. We feel
that the assessment is valid, all the same.
The first goal of RCBI was “to enhance capacity to assist local primary health care
providers in developing high quality research, evaluation and quality assurance
knowledge and skills in a way that benefits the community in which the Funds
Recipient operates, and the wider Australian community.”
The achievement of this goal was the most readily demonstrable. The survey data
confirms an increased capacity among University Departments to provide the
specified assistance, through significantly increased staffing levels (the core academic
staff EFT committed to research in Departments of Rural Health increased by 107%
and in Departments of General Practice by 75%). The increased activities of the
University Departments by way of increased research training and support and the
feedback from interviews demonstrate generally increased capacity was used to
support local health practitioners in research and evaluation and related training.
The second goal of RCBI was “to improve national capacity through cooperative
work, sharing specialist expertise and supporting national policy initiatives.”
Achievement against this goal of RCBI was more difficult to measure. National
capacity to work cooperatively, sharing specialist expertise and supporting national
policy initiatives definitely improved. Co-operative work was undertaken under
RCBI in a number of different areas including the development of research proposals
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(eg for PHCRED-funded research programs). Specialist expertise was shared
between University Departments, for example, through the University of Queensland
Train-the-Trainer program in Evidence-Based Medicine. National policy initiatives
have been supported, for example through the provision of evaluation and research
training to Divisions staff, through participation in preliminary work on the National
Primary Care Collaboratives Program and through support for other PHCRED
initiatives. This is, we believe, as much as could have been expected at this stage. In
future, clearer definition of what is expected particularly in regard to supporting
national policy initiatives should make assessment easier.
Also achieved was the objective regarding the establishment and implementation of
collaborative working relationships between all relevant stakeholders, such as
University Departments and the Divisions of General Practice, in order to foster
primary health care research design, implementation and evaluation. According to the
PHCRIS analysis of annual reports from 2003, all University Departments reported
some level of collaboration. Collaborations supported a wide range of projects
including the development of grant applications and research projects, or to support
educational activities. Collaborations were formed at local, national and international
levels, and involved other University Departments, other universities, Divisions of
General Practice, health service providers, Aboriginal Health Services, consumer
organisations/representatives, research and health service organisations and overseas
organisations.
It is difficult to measure directly the success of the RCBI objective relating to the
improvement of knowledge and skills of the research community and health care
providers in the area of primary health care research design, implementation and
evaluation. The existing data indicates that there has been an increase in research
training and support activities, which would be expected to support the achievement
of this objective. As shown in Table 3, the relevant courses and educational modules
delivered by funded University Departments has substantially increased for both
UDRHs and UDGPs. Similarly Table 3 shows the number of networks managed have
increased by 100% for UDRHs and by 375% for UDGPs, and the number of persons
involved in these activities has increased dramatically. Similarly, the number of
persons involved in educational activities of networks has increased greatly as has the
number of people mentored. These considerable increases in the amount of research
training and support delivered under the program are a good indication that that this
objective has been achieved.
Discussions during the consultations indicated that the objective relating to increased
involvement of representatives from the full range of relevant disciplines in the design
and conduct of primary health care research was achieved, although no reliable
quantitative data are available that demonstrates this. The range of activities between
University Departments over time was too varied to allow even semi-quantitative
comparison but it is clear that outreach to a very wide range of health-related
practitioners (including some who would not routinely be identified as health-related,
eg demographers) was occurring, much more in 2004 than was the case in 2000.
In terms of examining research, evaluation and development activity separately,
quantitative data are not available. It is clear that most of the RCBI funding supports
development, through research education and training, but some also supports
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evaluation and some supports research directly, but no data allows the split between
these to be quantified.
Finally, it is not possible to assess success against the objective relating to increased
uptake of research findings through effective dissemination mechanisms involving
stakeholders and health care providers. While there were a number of dissemination
mechanisms used under RCBI, including national and State conferences, publications
and the internet (particularly through PHCRIS), the effectiveness of these mechanisms
in increasing uptake was not measured. It is not possible to ascertain whether these
mechanisms resulted in an increased uptake of research findings. In future, the uptake
of evidence might be measured most effectively via commissioned research.
Other comments
It is worth noting that the number of PHC research conferences – State and regional as
well as national, and levels of attendance at them, is impressive evidence of researcher
training (presenting findings), of dissemination of findings, and of the opportunity for
building of networks between researchers and with practitioners. This would not have
been possible without RCBI. While collated information is not available about the
number of such meetings or the number/type of attendees, it is clear that they are
significant events in the life of PHC researchers and those with an interest in PHC
research, across a range of professional roles.
The number of publications has also increased, which is in part linked to RCBI,
although it is difficult to assess the strength of that linkage. It is also difficult to
reconcile this finding with the data in Table 2.
The effect of RCBI in stimulating intrastate collaboration has already been discussed.
There were also interstate collaborations associated with RCBI and synergy between
the UDRH collaborative process and the RCBI funding for the UDRHs. Often RCBIfunded positions were involved in training in other jurisdictions for their special skills.
This sometimes then led to ongoing liaison on research topics of mutual interest.
In summary, we conclude that RCBI has been highly effective in meeting the goals set
for it. Our reasons for this are summarised in Table 5 below.
Unintended consequences
We believe the main unintended consequences are positive ones. In particular, the
level of cooperation and integration of the PHC research sector that has been achieved
in five years is striking. Furthermore, senior academics in each university have
demonstrated a high level of commitment to maximising the opportunities that RCBI
offers and making the best of them. The value of this is ‘more than money could
buy’.
Some University Departments found that the extra capacity had meant other
university departments and clinicians actively sought to engage them in collaborative
research, reflecting an elevated regard for research expertise within the UDGP or
UDRH.
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Table 5 Outline of the performance of RCBI against its objectives
Goals and Objectives for RCBI

Summary of Outcomes
1. The great majority of the University
Departments have highly successful
programs of capacity development
focused on local health service
providers. The baseline survey
demonstrates a greatly increased
level of research capacity building,
such as training, mentoring and
research support.

Overall Goals: To assist universities to:
y gain an enhanced capacity to assist
local primary health care providers
in developing high quality research,
evaluation and quality assurance
knowledge and skills in a way that
benefits the community in which
the Funds Recipient operates, and
the wider Australian community;
and

2. There is a high level of cooperation
and resource sharing across the
RCBI program. There is a high
level of commitment to and support
for the program by all the senior
PHC academics in Australia

y improve national capacity through
cooperative work, sharing specialist
expertise and supporting national
policy initiatives.

1. While SBOs expressed concern
about RCBI, we found those
Divisions that worked with RCBIfunded University Departments
were highly supportive. We have
proposed a ‘charter’ to more clearly
outline what can be expected by
Divisions – it must be borne in mind
that the funding is relatively small
for University Departments whose
area of influence includes many
Divisions. Others who had been
involved with RCBI were also very
supportive.

Specific Goals/Objectives
y The establishment and
implementation of collaborative
working relationships between all
relevant stakeholders, such as
University Departments and the
Divisions of General Practice, in
order to foster primary health care
research design, implementation
and evaluation;
y Improvement in the knowledge and
skills of the research community
and health care providers in the area
of primary health care research
design, implementation and
evaluation;

2. There is no doubt that the amount of
training in research methods has
been substantial, with local access
being consistently rated as being a
great plus for the program,
especially for UDRHs.

y Increased involvement of
representatives from the full range
of relevant disciplines in the design
and conduct of primary health care
research; and

3. A wide range of PHC providers
have been involved: GPs, nurses,
allied health practitioners,
Indigenous health workers, etc.

y Increased uptake of research
findings through effective
dissemination mechanisms
involving stakeholders and health
care providers.

4. There are national, state and
regional RCBI conferences for
dissemination of results; other
activities with PHCRIS; as well as
the usual means of publication.
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One negative unintended consequence is that the university staff, particularly the
statewide coordinators, can become burnt out by the demands made on them. The
coordinators’ role requires research training, but allows little opportunity for research
to be conducted by them, as the management demands are substantial. This is, in the
main, a matter for internal management by the university. It may require some
recognition in the annual business plans agreed between the University Departments
and the Department, eg acceptance of measures that are preventive of burnout, such as
rotation of staff, even though rotation may be less efficient in other ways.
Perhaps too much has been expected (and delivered) in this first cycle of RCBI, and
this level of activity may not be sustainable over the longer term. Researchers may
wish to turn to a more managerial role as program coordinators, and that will resolve
the dilemma for some.
Another related unintended consequence is that the mentoring load can interfere with
the research outputs of other academics in the UDGP or UDRH, resulting in a
perverse outcome of decreased research time for them. On the other hand, it is said to
have improved the research milieu which has a beneficial effect.
The other key issue that is a consequence of the funding arrangement rather than the
program itself is the fact that towards the end of the program funding cycle, only short
term contracts can be offered to new staff. This is particularly problematic in rural
and remote areas. This is not unique to RCBI or PHCRED – it is an issue for any
three to five year program. It has a particularly destructive impact on programs
towards the end of the funding cycle. Experienced people are lost due to insecurity of
tenure and either cannot be replaced or are replaced by people who are prepared to
take a short term contract, but who may not be ideal. The answer is a rolling triennial
funding arrangement, where three years of funding is known to be in place at any
time. It is understood that the Divisions’ program now has such arrangement in place.
Recommendation
8. Consideration be given to changing the funding of PHCRED, or at least the
RCBI component, to a system of rolling funding for a three to five year
period, to prevent the uncertainty about the future of the program and, in
particular, the jobs of key staff at the end of each funding cycle.
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Linkages
As commented on already, the linkage to Divisions still needs some work for a greater
understanding to be developed, particularly at the highest levels. The other area for
development is the inclusion of those University Departments that are not part of a
state coordination arrangement to become one.
There are also linkages within PHCRED – for example university RCBI coordinators
support the Scholars and RDP trainees. Important national linkages are developed
through the national events that occur – the national meetings and contributing to
activities such as priority-setting and program design.
In addition, linkages under RCBI have been with local PHC providers, including
AMSs, RFDS, community and allied health service providers, Divisions and
individual GPs. There have also been strong linkages developed between individual
RCBI-funded University Departments. Where five years ago there was sometimes
antagonism, now there is cooperation. This is due in no small part to the RCBI
processes – the annual meeting, national and state conferences, state coordinating
committees, and the benefits from sharing the resources developed.
Linkages also run across jurisdictions, utilising the UDRH network, or interstate
departments working together. There were many examples of training offered by one
University Department being utilised by others and some cooperative research. We
feel that the linkages that have developed are the appropriate ones, and they have
developed to a degree which is surprising in only five years – in fact many are more
partnerships than simple linkages. We attribute this closeness, in part, to the noncompetitive nature of the RCBI program.
Performance indicators
As outlined elsewhere in the report, we believe the present funding agreement
management arrangements are adequate, but the overarching KPIs collected pursuant
to Schedule 3 of the standard funding agreement, do not provide an adequate
summary for RCBI, ie they do not reflect its goals and objectives. From the baseline
survey data, and from the analyses of Annual Reports conducted by PHCRIS, we
conclude that RCBI has made a great difference, but the measurement of it at the
national level now needs to be improved.
An overall reporting framework for the Strategy including RCBI should be focused on
outputs and outcomes as much as possible. Inputs (such as number of persons/hours
involved in workshops or mentoring) and processesxv (such as focussing on the details
of collaborations such as who is involved) may be measured at the University
Department level but should be less important at the national level. It will not be
possible at this stage to go fully to national output-focused measures (such as the
number of Masters or PhDs completed, or the number of papers published), and we
recognise some processes will remain key, eg networks may be measured in process
terms for some time. Nevertheless, the output focus will put the emphasis where it
needs to be – on making a difference.
xv

Inputs refers to the resources applied to the provision of the services. Process refers to the method by
which relevant services are provided, and output refers to the ‘product’, measurable in the short to
medium term, as a result of the services provided.
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3.13.2

Efficiency

This evaluation is to assess efficiency in terms of:
y instances where there have been delays in implementation and why;
y the expenditure on administration for the outputs achieved over time; and
y the extent to which the program’s inputs have been minimised, or outputs
maximised, in achieving the program’s goal;
RCBI experienced ongoing substantial underspending over the first few years. When
this was discussed with the University Departments the responses were invariably the
same: initially the funding agreement took a long time to negotiate, which meant that
commencement was delayed until the agreement was signed. The second issue was
related to the time it took to appoint appropriate staff to the positions, particularly in
the UDRHs, which have significantly greater barriers to face in appropriate and timely
staff recruitment. Some University Departments have been in ‘catch-up’ ever since
and the early carry-over has not been spent even up to 2004. They were invariably
confident that their budget would be fully expended by the end of 2005 and indicated
that they had strategies in place to achieve this.
There is an opportunity cost in these early delays, but given that it was a new
program, they may have been unavoidable. There is no PHCRED Advisory
Committee with which the Department might consider these issues in advance, saving
time and effort for all. This is proposed in section 8.7.
Little information was available on administration costs over time. Within the
University Departments, virtually all the money was spent on program coordination
and on trainees, and there was little to be gained by assessment of whether this had
increased or decreased over time, as the data available did not allow this level of
disaggregation, and it did not appear to be an area in which significant efficiencies
were likely.
What is clear is that efficiencies have arisen through the sharing of experiences,
resources, and via the networks that have developed. In the area of evidence-based
medicine, for example, workbooks were developed by the University of Queensland
under RCBI. These have been taken up not only nationally but also internationally
and are now published by the British Medical Journal Press. There are many other
examples of resources and training being shared between University Departments.
This collegiate approach, again a function of the non-competitive nature of RCBI, has
been a key source of efficiency over time.
In summary the consultants felt that the commitment of the University Departments to
RCBI meant their input was more than might reasonably have been expected for the
amount of money involved, notwithstanding the reservations expressed by SBOs. We
felt that the Department had received outstanding value for money in most University
Departments and from RCBI overall.
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3.13.3

Appropriateness

This evaluation is to assess appropriateness of RCBI in terms of:
y the nature and extent of any continuing need in the area of research capacity
building;
y the likely consequences of not addressing the need;
y alternative strategies for addressing the need;
y the extent to which the identified need is addressed by programs funded from
other sources such as State government, the Department of Education, Science and
Training and the National Health and Medical Research Council;
y the extent to which the Strategy is consistent with Government priorities.
The continuing need for RCBI
The RCBI, and PHCRED as a whole, have made a good start in addressing the gap in
PHC research capacity in Australia, but it is only a good start. The sector has by no
means reached a point where it can hold its own in competition with other medical
research sectors, and where there is an ongoing stream of trainees funded by other
sources. The sector lacks research leaders in sufficient numbers, and lacks the breadth
and depth of researcher training and development that is required to support evidencebased practice across the sector. Nevertheless, improvement has been made at all
levels of endeavour (see the model of Glasziou’s triangle in section 3.2).
One key question is when will such a point be reached? The answer is not
ascertainable from the literature, nor were the experts consulted able to give a clear
answer. The ‘pipeline’ is partly dependent upon the setting – for example, it is certain
to be shorter in Melbourne or Sydney than in remote Australia, where the need for a
support program for PHC research may be required almost indefinitely, given the
issues of staff turnover, the intractability of health problems and the need for research
to inform practice; ie the pipeline is very long indeed.
It is clear, however, that much would be lost if RCBI was substantially scaled down or
abandoned at this point. While it has been effective and is of increasing efficiency, it
is still not self-sustaining, or even close to it. Establishing sustainable change in
health is a very long term activity. The PHERP is an example of a comparable
program that aims to strengthen a weak but important area of health research. PHERP
has been in place for a very long time. In the case of PHC, the larger University
Departments will require a very long time to become self-sustaining. The larger
University Departments have achieved some sustainable change but not nearly
enough and certainly less than what is possible. In smaller University Departments
the changes are worthwhile but probably not sustainable at this point and will require
much longer.
Furthermore, if RCBI were to address the research and evaluation needs in all
Divisions (assuming they were all interested in being involved, which is not
necessarily the case), it will not only require a longer time but a significant increase in
funding that is related to the number of Divisions each University Department is
involved with. That may not be the best way to address the evaluation needs of
Divisions which might best be tackled separately.
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One key consequence of not continuing to promote PHC research is that less and less
PHC research will be undertaken. As medical school numbers expand, existing
academics will be taken up by teaching and not replaced by well trained younger
researchers. Recruiting from overseas is difficult and the impact of globalisation will
make it more so – indeed, we may lose some of those we have now to opportunities
elsewhere.
It is not clear that RCBI has reached the medically qualified PHC practitioner/
researcher sufficiently. We note the concern of rural and remote academics that RCBI
should not become GP-focused, but we also note that many of those academics are
medically qualified, and we wonder who there will be to replace them when the time
comes. Elsewhere we have discussed the need to make NHMRC Scholarships more
attractive to GPs, and we feel that some additional focus on GPs as a target is required
if the number of medically qualified PHC researchers is to meet demand in future.
That is not to say that the whole program should shift its focus, but that at the margins
it should be made more attractive to GPs within RCBI and RDP, as well as the change
suggested to the NHMRC Scholarships.
Alternatives to the RCBI
At this stage, for reasons given above, we see no alternative to maintaining RCBI if
the momentum and progress that has been made is not to be lost. There are no
alternative funders. While at first glance there appears to be some overlap with
programs offered through DEST, no existing national programs support the outcomes
expected under RCBI.
Universities receive a number of different research-related funding allocations from
DEST, primarily from the following programs:
y The Institutional Grants Scheme: with funding being allocated on a performancebasis, calculated according to research income, student load and publications;
y The Research Infrastructure Block Grants Scheme: meeting project-related
infrastructure costs associated with Australian competitive grants;
y Research Training Scheme: funding higher degree research places.
Allocations under these programs to each university vary from year to year, and the
universities themselves determine the allocations awarded to each University
Department. It is clear that, while funding from these programs may supplement the
funding received under RCBI, it is not a viable alternative to it, not only because of
the uncertainties attached to this funding, but also because it aims to achieve a
different set of outcomes.
In addition to DEST funding, RCBI has leveraged funding from other sources for
related projects, and these have added value to the overall program, but that funding is
very much at the margins. It is very unlikely that any other government, funding
organisation or the universities themselves would provide funding for RCBI activities
if PHCRED funding ceased at this point. RCBI-funded University Departments have
generally not developed to a point where their success in obtaining grants and other
soft funding is sufficient to continue to provide the level of researcher development
required to meet future need.
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4 Researcher Development Program
The Researcher Development Program (RDP) aims to increase the number and range
of people with knowledge and skills in primary health care evaluation and research.
The objectives of the program are:
(a) To develop a cadre of researchers:
• with knowledge, skills and ability in applied research and evaluation;
• with ability to address primary health care issues in policy and practice; and
• who can work collaboratively with practitioners, consumers, and researchers
from other disciplines.
(b) To increase the number of primary health care workers, graduates of other
relevant disciplines working in primary health care, and consumers, who have
research knowledge and skills which they can apply in everyday practice/life.
The RDP targeted researchers from a broad range of backgrounds, including: GPs,
nurses, allied health professionals, health promotion professionals, Aboriginal health
workers, primary health care managers, consumers (including members of consumer
groups, self help groups and community organisations), and graduates of other
relevant disciplines. Existing researchers and those undertaking higher level degrees
by full time research were excluded.
Under the RDP financial support is provided for placement holders to undertake
primary health care research and to gain access to existing research capacity/
infrastructure support.
In October 2003, the 18 University Departments of General Practice and Rural Health
that were part of RCBI, and the four about to be funded, were invited to apply for
funded placements under RDP. The Department approved 21 of the 24 applications
(noting that some University Departments submitted multiple applications), and an
initial total of 54 placements were awarded. In response to changed requirements,
subsequent negotiations between the Department and the University Departments
resulted in a total of 60 placements being awarded within the original allocation. The
RDP was subsequently registered on DEST’s Australian Competitive Grants Register
which provides additional infrastructure funding to universities.
University Departments undertook their own recruitment to fill individual placements,
although core selection criteria and assessment panel composition were set by the
Department. Initial advertisements by some UDRHs attracted no applicants so
targeted strategies were then used. Placement holders began commencing from the
second half of 2004, with the duration of placements ranging from 1 to 5 days per
week, for periods between six and 52 weeks. Regardless of when they commenced,
all placements must be finalised by 31 December 2005.
The timing is such that no outputs from RDP were available at the time of the
evaluation, and some RDP placements had not yet commenced.
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A summary of data provided to the Department on RDP placements by 19 of 21
University Departments in relation to RDP is provided in Table 6. Means are
included in parentheses.
Table 6 Summary of information on RDP placements provided to the
Department of Health & Ageing by 19 of 21 funded University Departments
(means are included in brackets)

Number of
applicants
Number funded
Number of GPs
funded

UDRHs
(8)
75 (9.4)

UDGPs
(11)
99 (9)

17 (2.1)
3 (0.4)

36 (3.3)
13 (1.2)

As can be seen from this Table, the number of applicants was, on average, well above
the number of places available. The number of GPs funded was about one-quarter of
the totalxvi. The Departmental data indicate that the gender break up is 10 males and
44 females (at the time of this evaluation, six placements had not yet been filled).
RDP was highly valued by stakeholders, particularly as a second step in researcher
development, ie one step beyond short courses and other introductory training. The
program allowed funded University Departments to offer some protected time to
undertake a research project.
The RDP was developed by the Department with the aim of developing researchers in
three categories:
y primary health care workers;
y graduates of other relevant disciplines working in primary health care; and
y consumers.
The intention was to attract people who were considering a career in research but
would like “to test the water”, or to explore a research issue relevant to their work, or
to further develop their research skills and expertise through participation in research.
Applicants were expected to have a demonstrated interest in PHC and the potential to
undertake PHC research.
The term “novice” is often used when referring to the RDP in an attempt to capture
the notion that the Program related to two groups: primary health care workers and
consumers who would not have had significant research experience (eg not
undertaking Masters by research) and graduates from other disciplines who may not
have had previous research experience in the area of PHC. This led to confusion
about how inexperienced a “novice” researcher should be, and concern about the load
in taking on complete novices, ie persons with no training in research skills or
understanding of basic research.

xvi

The remaining funded positions included: six nurses; 11 allied health professionals; four health
promotion professionals; three Aboriginal health workers; 10 PHC managers; one consumer; and three
graduates of other disciplines.
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In reality, RDP placement holders mostly had some basic training or experience, as
the competition for places was strong in most centres. RDP recruits tended to be
people who had not done research but were ‘research-ready’ in having some basic
training and continuing enthusiasm. It is reasonable for RDP traineeships to remain
accessible to the absolute novice for the sake of flexibility, but persons with research
training (ie no longer absolute novices) were generally preferred over persons without
any formal training when they are available.
Generally funding for one day a week meant the aims were quite modest: more about
learning about research via a project than about producing significant research
outputs, although the outputs are likely to be of importance all the same. RDP will
result in projects that are looking at various areas of PHC and will produce findings in
these areas within a very short time frame.
There is a lot of optimism about the workforce development outcomes of this
opportunity, which starts to address the middle gap in researcher development,
although it is insufficient on its own. In fact, this is more than it aimed to do, so this
is an unintended consequence. It will stop a long way short of training high level
researchers. That needs some further follow up, eg capacity to offer a second year for
those who are doing well, or some other step to address the middle gap (see
section 7.3).
It should be noted that the RDP trainees require mentoring and other resources.
Where University Departments have opted to have several people one day a week, the
mentoring load can be quite high. This is in addition to similar demands from other
RCBI activities. The impact of this demand should not be under-estimated, although
University Departments were aware of the supervision/mentoring requirements of the
program before they applied for RDP funding. Despite this, all were very pleased the
initiative was in place.
While the RDP was designed to target applicants from a broad range of backgrounds,
including consumers (who could be members of consumer groups, self help groups
and community organisations), the idea of including consumers in the program caused
difficulties for some of the University Departments. There was a perception amongst
some that consumers would not be “research-ready”, whereas the Department
expected eligible and suitable applicants might come from a range of consumer
organisations.
There are very successful models for consumer involvement in health care research eg
in the field of cancer research. Issues of consumer involvement in research are
discussed in section 8.6.
Efficiency and Effectiveness of the Researcher Development Program
With 60 relatively new researchers funded under the program, this program has been
effective in achieving its goal of increasing the number of people who undertake
research in primary health care and who apply research in primary health care. It is
not clear at this point whether there will be a long-term increase in the number of
primary health care researchers as a result of the program, but there is considerable
optimism about the future benefits that are likely flow from it.
It is also too early to assess whether the objectives of the program have been met,
however it is clear that, with placements having been funded, steps have been taken to
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achieve the objectives. The formal evaluation of the program, planned for later in
2005, will more clearly determine the achievement of the goal and the objectives.
Efficiency can be determined at this point, however, in relation to the process of
recruitment relating to the program. In some cases Statewide Co-ordinators (in NSW,
VIC, QLD, SA) undertook joint recruitment processes. This reduced overhead
advertising costs as well as minimising times required for recruitment panels and
short-listing committees. Significant efficiencies were gained in recruitment of
placement-holders under this arrangement. It is suggested that future RDP
recruitment is arranged similarly where possible.
RDP is quite low risk, in that the projects are identified in advance and the researchers
are competitively selected. Nevertheless, it was consistently reported to be ‘micromanaged’ by the Department, eg in clearing individual advertisementsxvii. This is
perhaps understandable as it was the first time the funding had been allocated and the
Department was committed to a high level of national consistency.
In any event, RDP involves a relatively small amount of money and is not much
different in principle to what most University Departments were doing with bursaries
already. In future, efficiencies could be gained by reducing the level of management
by the Department. This could be achieved, to some extent, by including RDP under
existing RCBI funding agreements, rather than raising additional agreements.
The RDP is likely to be highly effective. The researchers and their projects are
selected competitively and have identified good projects and good people to conduct
them. They are focused on significant (though not large) PHC issues, and results will
be available within a quite short time. RDP provides a potential conduit for the
novice researcher to progress to the first step of mid-level research and it may lead to
the identification and ‘capture’ of a cohort of valuable PHC researchers in time. As
far as one can judge in advance, with 60 placement holders recruited, RDP should
prove to be a great success.
Appropriateness
For the reasons set out in discussing the effectiveness of RDP, it is highly appropriate.
There is a need to fill the middle gap in research, which RDP has started to do,
possibly as an unintended consequence. Further steps in addressing the middle gap
need to be taken. Possibly allowing some RDP scholars to have a second year when
they have progressed well is a start, but there also needs to be other mid-level support.
This is further discussed in Section 7.3.
The Department has had feedback from the University Departments that funding
allocated to placement-holders is often taxed at marginal tax rates as the salary for the
placement is treated as a second income. This results in affected placement holders
receiving much less than the allocated funding. It was argued that the original salary
of $51,600 pa was inadequate to attract people within the target group, particularly
GPs. Regardless of the funding level set for salaries by the Department, some
University Departments were required to fund new placement holders within their
university’s own internal salary levels for new researchers, which were lower than the

xvii

This was apparently recommended by the RDP Assessment Panel which consisted, in part, of PHC
academics.
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salary offered under RDP. The issue of remuneration should be addressed before any
further RDP funding is advertised.
Nevertheless, for the reasons set out earlier, we regard RDP as highly appropriate,
worthwhile and low risk.
Future arrangements for RDP
Given the relatively small amount of money, the low risk and the similarity with the
bursaries that many University Departments have offered already, if RDP is to
continue (and we feel it should), there seems to be good reason to roll it in with the
RCBI funding, ie under the one funding agreement, which would be more efficient. It
should be noted that although the RDP may no longer be registered on the Australian
Competitive Grants Register, the efficiencies gained should compensate for the
resulting loss of DEST income.
Alternatively, RDP could still be competitively allocated to the University
Departments but once the successful University Departments were identified, it could
be managed through a variation to the RCBI contracts. This should then preserve the
status on the Australian Competitive Grants Register.
There should be a set of requirements as to how RDP should be offered and to whom,
which should be negotiated with the University Departments collectively well in
advance, so that general university requirements are met while Departmental goals are
also achieved.
Recommendation
9. That the Researcher Development Program remain a part of the PHCRED
Strategy, but that consideration be given to rolling the funding, once
allocated, into the funding agreement for the Research Capacity Building
Initiative.
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5 Australian Primary Health Care Research Institute
5.1 Introduction
APHCRI has been established to provide national leadership in improving the quality
and effectiveness of primary health care through the conduct of high quality prioritydriven research and the support and promotion of best practice. Its aims are to:
y strengthen the knowledge base of primary health care by conducting and
supporting research;
y facilitate the uptake of research evidence in primary health care policy and
practice;
y enhance research capacity in primary health care through strategic partnerships
with other relevant national and international groups.
The Australian National University (ANU) was appointed in July 2002 to auspice
APHCRI (until 2008). The initial funding agreement was superseded in June 2003 by
another funding agreement that sought to further clarify roles and expectations. An
interim Director, Professor Ian Ring, was contracted for the first half of 2003 to
support APHCRI’s establishment. Governance arrangements were not finalised until
the second half of 2003 and there were delays both in the appointment of the APHCRI
Research Advisory Board (RAB) and the Director, Professor Nicholas Glasgow, who
was appointed in October 2003. The RAB met for the first time in December 2003.
It is clear that the establishment of the hub of APHCRI has been a drawn out process,
due to the complexity of establishing it in a university that did not already have a
strong presence in health policy research and in a city where there are not large
numbers of relevant academics located already. This led to the necessity for interim
appointments, and only now are final appointments being made to some of the
administrative positions. The APHCRI hub has a very small staff (total FTE less than
five) of whom none have been appointed in a permanent, full-time capacity for more
than 15 months. It is thus at the very beginning of its development.
Another start-up issue is that APHCRI is not just a hub, but a coalition of health
service research groups, linked in a hub-and-spoke model. Thus even once the hub
has all its positions filled permanently, APHCRI remains incomplete until a
reasonable number of spokes are in place. Only then can it be said to be fully formed.
In addition to the local academic staff, APHCRI had a 2004 Visiting Fellow and has
another Fellow in early 2005, and possibly more later in 2005. It will soon appoint a
Research Officer who will work in the area of effective communications (eg in putting
policy into practice) and will also have its first PhD students in 2005. The hub of
APHCRI will still be quite small, which carries a range of benefits, although it could
compromise actual achievement if there are too many tasks and too few people to
undertake them. This is a fine balance. It is hard to assess this after such a short time
but it may be that the hub is too small. APHCRI is sufficiently well funded that it
could afford a larger staff if required to fulfil its roles adequately.
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APHCRI funding was allocated in a non-competitive manner, and that has been the
subject of some comment during consultations. It was noted earlier that RCBI
funding, being allocated non-competitively attracted a heightened level of interest and
scrutiny than would a competitive allocation of funding. This is also true of APHCRI.
APHCRI has been highly effective in allaying the fears of some stakeholders about
fairness, transparency and leading without taking over the field via its activities. Most
stakeholders want it to succeed but realise that the task is a daunting one.

5.2 The Research Advisory Board
The RAB is chaired by Professor John Marley, Pro Vice-Chancellor of the University
of Newcastle. It has a relatively limited role in overseeing the activities of APHCRI,
although its input is greatly appreciated by APHCRI staff. Its decision-making roles
relate only to: deciding the priority driven questions that will be addressed, deciding
the research funding allocations recommended by the Expert Review Committees and
reviewing those funding decisions, and deciding the membership of the Expert
Review Committees. All its other roles are advisory.
Membership of the RAB is primarily on the basis of individual experience and
expertise and the majority of members have linkages to major stakeholder groups. It
was put to the consultants that representation should be organisational, not individual,
on the basis that the organisations could then support the members more effectively.
However, the Board arrangements are already complex, particularly with respect to
conflict of interest, and representational arrangements would appear to widen the
potential for conflict. Furthermore, at present it would be hard to support making a
change as the Board has been in place for such a short time. Board membership
includes a high level officer from the Department of Health and Ageing. Board
members who were interviewed reported that they thought the Board was very good
and getting better over time.

5.3 Achievements to date
APHCRI has produced a Strategic Plan and an Annual Report for 2003. These two
documents outline both the long term intentions and, in the 2003 Annual Report, the
workplan for 2004.

5.3.1 Allocation of research funding to spokes
The most important activity has been the commissioning of Streams 1 and 2 of the
research work, with planning well in hand for Stream 3 as part of the Stream 2
process. The documentation in relation to each of these is available on the APHCRI
website and will not be reproduced here, but critical aspects are worth commenting
upon.
Stream 1
This set up five different projects, each examining different aspects of health service
delivery, and each with funding of around $80,000. On top of the basic projects,
APHCRI has been able to get agreement from each of the research groups to a novel
examination of the projects from another dimension, ie from the perspective of
Complex Adaptive Systems (CAS) theory. Under this arrangement, each project will
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be assessed using a common framework to identify things that have been learnt
generically across the different subject areas.
The Stream 1 projects are listed below. As can be seen they cover a wide range of
important primary health care issues and involve consortia in some cases. It is worth
noting that all of these are RCBI-funded centres, which speaks for the influence of
RCBI in building capacity to undertake innovative research.
Table 7 A list of the Stream 1 research projects
Investigating centres
Centre for General Practice Integration Studies, School
of Public Health and Community Medicine, University
of New South Wales
Department of General Practice, Monash University;
Department of General Practice, University of
Melbourne
Health in Human Diversity Unit, Department of
General Practice, University of Adelaide
Department of Rural Health, Northern Rivers
University
Centre for Remote Health (Flinders University &
Charles Darwin University), Monash University School
of Rural Health, Combined Universities Centre for
Rural Health, (University of Western Australia, Curtin
University and Edith Cowan University), Broken Hill
University Department of Rural Health (Sydney
University) and Mt Isa Centre for Rural and Remote
Health (JCU)
Source APHCRI website, sourced December 2004.

Topic
An analysis of the pre/post implementation
trial of SNAP (smoking, nutrition, alcohol
and physical activity) behaviour risk factor
management.
A Health Economic Analysis Of Mental
Health Pathways
An analysis of “The Care and Prevention
Program”
An analysis of the Regional Integrated
Aboriginal Mental Health Program
An analysis of The Katherine West Health
Board Sharing Health Care Initiative

The output from Stream 1 will be a series of publications, most likely in a special
supplement to a relevant journal, with the added value of the CAS across the projects.
The outputs of Stream 1 have been delayed because of delays in commencing the
project.
The linking of diverse projects with a common framework of inquiry is a novel, if not
unique, process in Australian health research. This is the sort of innovation that
APHCRI can provide and presumably is what it was established for. It is clear that it
will add significant value although accompanied by significant additional effort on
both the hub’s and the spokes’ behalves.
Streams 2 and 3
The APHCRI information advises that the aim of Stream 2 was to support a small
number of research groups to develop proposals for substantive programs of research
relating to the priorities for APHCRI’s initial work program. These proposals will be
considered, along with other proposals for substantive programs of research, including
any that result from Stream 1 of the Initial Work Program in the first half of 2005 as
part of Stream 3.
Stream 2 was a relatively modest amount of money ($10,000 to each of 10 groups)
offered to research groups to support development of full proposals for Stream 3. It
attracted 28 expressions of interest.
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Sixteen proposals have been received (ie 10 from those who were funded to bid and
another six who were not) under Stream 3. These are currently out for review. The
assessment committee will meet in early February 2005 with a Research Advisory
Board decision in March and with an announcement planned in April.
Stream 3 is a major initiative and will substantially drive PHC health services research
forward over the period of the grants. Due to the size of the grants, establishing a
process that fully addresses issues of probity and process was reported to have been
very demanding. It is possible that up to $6 million will be expended over three years
on about five or six of the 16 Stream 3 proposals that were received, provided the
quality is sufficient to warrant it.
It should be noted that the Research Plan (part of the Strategic Plan) aims to have
Streams 1 and 2 in place by July 2005. In fact, Stream 3 will also have been
commissioned, so APHCRI is making good progress against its plan in this area.
Clearly, critical assessment of the content of Streams 2/3 is not possible at this stage.
Beyond Stream 3
At this point, no decisions have been made by the Board as to what Stream 4 will be
like, or even if there is one. Of the $10 million that APHCRI has for external
research, it is likely that around $6.5 million will have been spent or committed by the
end of decision-making about Stream 3, leaving a further $3.5 million of research
funding potentially available to be spent by 2008. One concern is that it may be
difficult to judiciously allocate and spend that amount of money by then. Our
understanding is that all expenditure must be finalised by August 2008.
The allocation of research funding to date
It is clear that developing processes and documentation and assessing the applications
for each of these three research streams has been a substantial task, with lessons from
Stream 1 (which was low risk due to the modest amount involved) informing later
arrangements. APHCRI’s activity has also been the focus of related activity: it has
been the impetus to engage stakeholders through attendance at workshops around the
country in relation to the streams of research (Stream 1 and Stream 2) as well as other
meetings, eg all the national meetings associated with RCBI. These have the multiple
roles of raising the profile of, and informing people about, APHCRI, as well as
providing specific information in relation to the funding streams. Other related
activities also lead to APHCRI becoming better understood, eg forming assessment
panels requires the Director of APHCRI to contact leading researchers and if possible
recruit them, which then involves them in APHCRI activity. These are foundationbuilding activities that take time and resources but provide little overt return in the
short run. However, they are fundamental to all of the APHCRI goals.
It is appropriate that the disbursement of research funding should take precedence
over other activities. Until there are spokes in place that are doing good work and
providing input to the PHC policy research and debate, APHCRI is incomplete.

48

EVALUATION OF THE PRIMARY HEALTH CARE RESEARCH EVALUATION AND DEVELOPMENT STRATEGY

Is allocation of research funding being done the best way?
There is a view (and the hope) that APHCRI would allocate its funding differently
from the NHMRC but the allocation of research funding, even quite modest amounts,
has been competitive, using a methodology that is quite similar to that used by the
NHMRCxviii.
APHCRI appears to have used an NHMRC-like model because of demands for
fairness, merit-based allocation and transparency. It has also asked relatively broad
questions and so there are large numbers of potential bidders.
It is not clear that this is the only way APHCRI should operate. Nor is it clear that it
is the model that was intended at the outset – in some people’s minds it certainly was
not.
While it is a requirement of the funding agreement that APHCRI allocates its general
research funds competitively, there are a number of alternative models that might be
considered.
Variation to NHMRC Model
If one is going to allocate funding to answer broad questions via advertised
arrangements, it is doubtful that APHCRI is as efficient as NHMRC and it would
probably be better to use the NHMRC. APHCRI has added value to the process, for
example in the Stream 1 applications through the use of the superimposed assessment
framework. However, funding could still be administered through the NHMRC with
APHCRI undertaking the role of determining priorities and research questions. If
only open competition is going to be used, this may be the way to go. It would
certainly be less expensive. Nevertheless, we do not support that approach at this
stage.
Selective tenders
Defining more specific research questions would mean a smaller set of potential
providers (perhaps only two or three) and that would lend itself to a selective tender
process, possibly following calls for expressions of interest. It would require
additional work by APHCRI to define those questions, but that work would ensure
APHCRI’s key questions were identified and eventually answered.
The RAB would have to support such moves and so there would have to be sound,
transparent reasons. The oversight by the RAB, which includes so many eminent
people, should address many of the concerns that might arise in relation to APHCRI
being at arm’s length from a more limited bidding process. The bids themselves
would still be externally assessed as they are now.
The reasons to go to selective tender or (probably rarely) to directly commission some
work, would have been carefully scrutinised by the RAB, and while not public, they
are certainly not secret.

xviii

The process of grant application is NHMRC-like, although the field of applicants is much narrower
being only drawn from PHC researchers. So while the mechanisms are alike the analogy falls down in
other areas.
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Establishing a Panel
A third mechanism that might be considered would be to establish a panel of
researchers, with a demonstrated track record, who could be approached to undertake
research at short notice. While it would be competitive to get onto the panel, selection
for particular pieces of work would then depend on availability and skill set match.
Even though this should be a more attractive arrangement to the PHC researchers,
significant resources may be required to appropriately test the field for the range of
projects that may be undertaken.
There are many reasons why open competition is not always the best route, eg the
very best people for a task may be prepared to do the work but not if they have to face
the effort and uncertainty of a broadly advertised competitive tender process or there
may be a very small number of potential applicants for a particular piece of work.
Most commonly it is because timeframes are such that there is no alternative, given
the time that an open competition process takes, although that is not an issue for
APHCRI at this stage.
It is understood that APHCRI has not considered how or what funding would be
allocated beyond Stream 3, but it would be regrettable if the model of open
competition was the only model ever used. If this is to be the case, then consideration
may as well be given to contracting the NHMRC to run the mechanics of the process,
while APHCRI retains the intellectual development and some of the coordination
rolexix. APHCRI needs to ‘conduct the orchestra’, but need not undertake all the
activities to get the orchestra in place on time.
Research activities of the APHCRI hub itself
An amount of $200,000 per year for four years has been provided by the Department
for research by ANU staff in APHCRI. This arrangement was put in place when it
became clear that ANU staff would be perceived to have a conflict of interest if they
were to bid for the research funding they assessed and managed.
It is necessary to have active research within the hub if it is to be credible nationally
and internationally. The RAB is charged with the oversight of, and is the decisionmaker for, the APHCRI Hub’s research program as well as APHCRI’s general
research program.

5.4 Other activities of APHCRI
APHCRI’s two other roles are integral to the research role, and you cannot do one
without the other. It is fair to say, however, that in order to get the research funding
allocated in a timely manner, the focus has been on this first role. That is not to say
that it is the most important, and one would expect to see the other two roles receive
greater emphasis in future. It is understood that programs of work around these
activities are in the process of being identified.

xix

Some saw advantage in the actual funding going through NHMRC as the academic kudos that is
associated with NHMRC is much greater than it is for APHCRI at this stage.
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5.4.1 Uptake of research evidence into practice
The 2004 work plan in APHCRI’s 2003 Annual Report outlines four activities in this
regard, mainly in relation to key collaborations. Progress to date is summarised
below.
The review of evidence regarding translation of research into policy and practice, is
progressing. The work is to be finalised by June 2005 according to the Research Plan.
It is quite a substantial task.
APHCRI has been in discussion with the major partners in this area (identified in the
research plan, ie NHMRC, NICS and PHCRIS). The research plan indicates these
will have developed into ‘partnerships’ by June 2005. It is not clear what further
needs to be done to achieve this, but it would be helpful (at least to future evaluators
but also to APHCRI itself) if the annual plans more clearly specified what the
milestone(s) are to bexx.
Other important collaborations were also reported to be forming, eg with the Centre
for General Practice Integration Studies at UNSW and with the Public Health
Information Development Unit at the University of Adelaide. APHCRI also saw its
work on the Divisions’ framework as fostering an important ongoing collaboration,
and an important national network.

5.4.2 Strategic partnerships to build research capacity
APHCRI has formed partnerships with a number of organisations (mostly discussed
above) and is seeking to form national and international networks in a strategic way.
These should increase both effectiveness and efficiency, increasing the capacity
(range and depth) of PHC research that can be undertaken in Australia through
international and national linkages.
Links to New Zealand have been strong with a New Zealand Fellow in 2004 and an
invitation to present at a New Zealand conference in 2005. Also, staff have travelled
overseas to relevant conferences and organisations, ‘selling’ APHCRI to others. Until
it has some research published it will struggle to have credibility, at least
internationally, and the aim of building research capacity will be fulfilled only in part.
A series of steps are required – APHCRI’s own research and publications need to
develop national and international status, and then international partnerships will
develop which will provide capacity that Australia could not achieve on its own – but
this is a long term process. In the meantime, Australian and New Zealand linkages
seem to be progressing well, and provide some enhancement of research capacity.
APHCRI has arranged its next Research Fellow and intends to try to have at least one
more in 2005. These will also add value to the organisation and promote international
linkages.

xx

This was not the only example where a lack of clarity in the plans led to confusion as to what needed
to be done by when, which then makes internal and external assessment of progress difficult.
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5.5 The appropriateness, effectiveness and efficiency of APHCRI
Appropriateness
APHCRI is seen by expert stakeholders as an essential and highly appropriate element
of the PHCRED Strategy. It is seen to have great potential although there is
widespread concern that the difficulty of the task that it faces is not fully appreciated
and that at the end of its first funding agreement, one should not expect too much to
have changed in terms of outcomes.
Given the more generic focus of NHMRC and the lack of significant funds from other
sources in the area of primary health care research, APHCRI is seen to be filling a gap
in PHC research that is not likely to be filled by any other means. Not addressing the
health services research needs in this area would mean an ongoing lack of evidence on
which to base decisions and practices. While APHCRI cannot fill the vast need in this
area, the research is likely to make a considerable difference. The Australian
Government funds much of the PHC activity, of GPs in particular, and so it is clearly
in its interest to have sound information to facilitate good decision making and best
practice.
APHCRI is recognised by some persons consulted as undertaking some unique things
that are likely to both produce good outcomes and start to transform the way PHC
research is done in Australia. The funding model that has eventuated has little
difference to that of the NHMRC and some see this as a disappointment, although the
PHC focus is appreciated and stakeholders recognise the hard work that has gone into
it. At times, however, it seemed to be ‘being made up as it went along’. This view
was probably valid at the time although much has now been learned.
Effectiveness
It is too early to know if APHCRI will be fully effective in achieving its Vision and
Missionxxi. They will certainly not be achieved by 2008.
It is also too early to assess the effectiveness of APHCRI in achieving its aims,
although steps have been taken towards them.
For example, in achieving the aim of strengthening the knowledge base of primary
health care by conducting and supporting research, three separate streams have been
funded under APHCRI’s competitive research program. The APHCRI Hub’s own
research program will also support the achievement of this aim. Although this
program has not yet been established, proposals have been developed and are under
consideration.

xxi

The Vision is: “The Australian Primary Health Care Research Institute will be a national and
international centre of excellence in primary health care research. It will be known for its leadership in
developing an innovative research agenda and strong relationships within the primary health care sector
and for providing high quality information to underpin primary health care policy and practice in
Australia.
The Institute’s mission is to provide national leadership in improving the quality and effectiveness of
primary health care through the conduct of high quality priority-driven research and the support and
promotion of best practice.
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Currently, APHCRI is ahead of schedule on its Research Plan, however the focus on
their research program has been (understandably) at the expense of other activities in
support of its remaining aims.
Initial steps have been taken by APHCRI to support the achievement of their other
aims (relating to facilitating the uptake of research evidence and building research
capacity). Work has begun on a literature review to underpin future work and
relevant partnerships are being established. Importantly, the APHCRI Fellowships
program, although in its early stages, is already supporting an increased research
capacity by bringing to Australia international academics who wish to work with
APHCRI for a time.
Eventually, APHCRI itself will have to be evaluated. To that end, and to assist
APHCRI itself in knowing precisely what it needs to achieve, it would no doubt be
helpful if deliverables in the work plans published in the annual report of the
preceding year were specified more clearly than they are at present. The work plan
for 2004 (in the 2003 Annual Report) is sometimes not clear enough, although the
organisation and its staff were very new at that time and so that is understandable.
The work plan for 2005 should be more clearly defined.
On the whole, it was felt that APHCRI has achieved as much as could have been
expected in the last 15 months. A wide range of challenges have been met:
appointment of the Director and other staff; establishing and implementing research
structures and processes; establishing the RAB; developing and implementing the
Strategic Plan and the first annual Business Plan; and developing a working
relationship with the range of individuals and organisations that APHCRI reports to in
some way (ANU, the Department, the Board and individual stakeholders).
The staffing at APHCRI has been limited during this establishment phase, and Hub
staff have sometimes been stretched – perhaps beyond their limits. More staff are
now being appointed and this should enable a sharing of the load and allow senior
staff to focus on high-level issues.
Early ineffectiveness was certain given the choice of a sponsoring university that did
not have significant momentum in the field to start with, and given the delays in
appointing a permanent Director. This has the advantage of developing capacity
where there was none before.
The linkages with the other parts of PHCRED have developed through the Stream 1
projects and these will no doubt be greatly enhanced as Stream 3 is commissioned. A
key linkage has been established with Divisions of General Practice through
APHCRI’s work on the performance framework for Divisions. Other key linkages
have been described above.
The need for clarity in annual work plans is important in future evaluation of
APHCRI. The Strategic Plan also sets out deliverables for 2007. APHCRI will have
to reconsider these from time to time as the ability to predict requirements so far
ahead is not always high, especially for a new organisation.
There is no point in continuing to pursue something that has been superseded, for
example, by others’ research, and new priorities may require a re-ordering of
activities.
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Efficiency
There are a number of concerns about efficiency. There is no doubt that APHCRI has
experienced delays that have contributed to (and are possibly a result of) inefficiency.
Attribution of the cause is difficult, and relates to complex issues of commissioning
the APHCRI hub, and its governance and operation.
As time passes it may become clear that APHCRI’s staffing level is too low. This can
lead to inefficiency rather than efficiency, as high level staff become involved in low
level tasks and some tasks do not get done, or at least not in a timely way. A
watching brief should be maintained on this issue.

5.6 Management and communication issues
APHCRI is a very new, innovative organisation and there has been uncertainty about
some aspects of the requirements or expectations. These have sometimes resulted in
difficulties between APHCRI and the Department. This is not unexpected given that
it is a complex organisational model in its early development. The importance of
APHCRI to the sector makes it very important that it moves beyond its early
development phase and into a phase in which the Department does not need to so
closely monitor progress and there is greater certainty and trust between the
organisations and the individuals in them. There needs to be a clearer understanding
of each other’s needs and expectations, which should then lead to a different way of
doing things. A mechanism to facilitate this change is required, and it is understood
that some steps have already been taken. More may need to be done – perhaps a
meeting of the Chair of RAB, the Director of APHCRI and the range of Departmental
officers who deal with APHCRI to clarify needs and expectations on both sides and
facilitate the move into a more mature phase in future.
Recommendations
10. That APHCRI continue to be supported in its activities and evaluated
separately at least 12 months before the end of its funding cycle.
11. That the Board and senior academic staff of APHCRI work closely with the
Department of Health and Ageing to strengthen the relationship between the
organisations to ensure APHCRI fulfils its potential.
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6 PHCRED funding provided through the NHMRC
The NHMRC is engaged in three activities that are associated with PHCRED. These
are:
y Investigator-driven Project Grants
y Priority-driven Project Gants
y NHMRC Training awards – Fellowships and Scholarships
While these programs are separate from each other, it is convenient to discuss them in
one section, as the NHMRC administers major aspects of each of them on behalf of
the Department. It should be emphasised that these are not provided using NHMRC
core funds, although there are overlaps that will be noted.

6.1 Investigator-driven Project Grants
It is widely recognised that PHC research has not been well funded by the NHMRC
under its usual investigator-driven research arrangements. The causes for this are
complex and relate in part to the lack of PHC research capacity that the Strategy sets
out to address. In order to address it quickly, PHCRED has offered supplementary
funding for projects that were fundable under NHMRC assessment systems, but
which were not funded by NHMRC, solely due to a lack of money.

6.1.1 Funding to date
In 2003, the first year in which the PHCRED funding was available, nine grants were
funded, in addition to those funded by NHMRC. In 2004, five grants were funded by
PHCRED and five additional grants will commence in 2005. The duration of grants
ranges from one to five years.
Data provided by the Department (shown below) give an idea of the magnitude of the
increase in both numeric and money terms, although comparisons with direct
NHMRC funding needs to be careful as the data seem highly variable over time and
there is not a clear category for PHC.
Table 8 Funding for PHCRED investigator-driven research compared to funding
identified as being for PHC provided directly by the NHMRC.
NHMRC funded

PHCRED funded

Number of Grants with
a PHC component*

Value of
grants

Number of Grants

Value of
grants

2003

17

$8,746,885

9

$2,388,000

2004

5

$1,702,525

5

$1,835,440

2005

6

$6,876,550

5

$2,079,875

* These are understood to have been identified only by key word search of the grant applications,
without further review as to their actual PHC relevance.
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In a presentation to the RCBI National Meeting in November 2004, Harris identified
the grants where the Chief Investigators were from University Departments funded
under RCBI. His data are given below.
Table 9 Grants to Chief Investigators from University Departments
that are funded under RCBI
NHMRC

PHCRED

2002

1

-

2003

2

9

2004

2

4

Source: Harris M. Presentation to RCBI National Meeting, November 2004.

6.1.2 The process of selection of PHCRED-funded project grants
Initially it was proposed that the priorities identified in the PHCRIS priority-setting
exercise (see section 2) would be taken into account in selecting which projects to
fund, but in practice any fundable project is considered. The only question that the
Grants Evaluation Panel (GEP) xxii asks is “Is the research question about primary
health care?”
Asking this question is necessary as the applicant does not have to specify that this
project is primary health care, nor do they elect which NHMRC assessment panel the
project will go to. This is determined under NHMRC processes. A primary health
care application could go to one of several of the 20 panels, although in practice it is
understood that they mostly go to the Public Health and Health Services Panels.
Identifying the PHC projects actually funded by the NHMRC is difficult because
there is not a mechanism such as a box to tick that identifies the application as PHC.
Identifying which projects to refer on to the Department for assessment by the GEP is,
therefore, potentially error prone, but the risk of missing a good PHC application is
managed by NHMRC referring quite a long list, identified by a search of the field of
research, title or keywords of the applications. It is clear, however, that the number of
grants funded is increased substantially as a result of the PHCRED funding.
Deciding whether a grant is primary health care is said to be difficult, but a panel of
peers making such an assessment, as currently happens, is likely to be as fair a system
as one could achieve. While a definition of PHC sets the scene, in practice, the range
of grants that are accepted by the panel is much narrower than this. Selection relates
to more than simply defining PHC – the project also has to lead to something that is
likely to be sustainable in the relevant PHC setting.

xxii

The GEP and the JAP are convened by the Department to assess the project grant, scholarship and
fellowship applications.
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Other criteria that might be considered in the future in order to decide between
marginal cases could include:
y the PHCRIS priorities (see section 2), which were included in the specifications
for the grants originally, and
y the extent to which one project addresses the goals of the overall PHCRED
Strategy more than another.
Considering such criteria would only need to be undertaken in marginal cases, and in
practice it may be found that additional criteria are more of a hindrance than a help.
Alternatively, the Department could develop a list of things that are to be covered or
are not to be covered by the research funding. Such a list may not prove to be easy to
draw up, nor would it be uncontroversial, but it has the virtue of being very clear. To
exclude, eg community health nursing or pharmacy or dental research, may rule out
research on some very important services, eg in remote areas or in elderly
populations. The size of the problem may not warrant the work that would have to go
into the development of such a list. A considerable amount of consultation would be
required if it was done well. It may be better for the GEP to make its assessment on a
case-by-case basis. Of course if the GEP decides that something should not be
funded, then it can be presumed that future proposals of that type will not be funded
either. This will eventually result in a list, but one built up like case law, on an
individual basis, rather than as an a priori list.

6.1.3 The need for a specific Primary Health Care Panel
The most commonly expressed concern with the process relating to PHCRED funding
of investigator-driven research, is the lack of a specific NHMRC PHC panel. Only
one PHC researcher consulted felt the current arrangement was appropriate at this
stage. Many others thought a PHC panel to be essential, although some recognised
that the number of primary health care applications is not yet sufficient (although it
should be in the future, hopefully the near future). One person consulted pointed out
that the absolute number of applications is less important than the number of high
quality applications, which needs to increase. It was said to require a full year to
prepare a competitive NHMRC application, and the PHC sector was somewhat behind
in putting in the amount of effort that others put in to ensure a competitive proposal.
Discussions with the NHMRC indicated that almost every discipline claims it needs
its own panel, and that the present arrangement was designed to provide a manageable
number of panels that covered everyone’s interests. A new panel would require the
support of the Research Committee as well as the Project Grants Committee and
would need arguments of some substance if it was to be considered. To set up a
specific PHC panel would be expensive and NHMRC may not see this as the best use
of money – be it PHCRED or NHMRC money.
It should be noted that the recent review of health and medical research funding 10
discussed the issue of panels, stating in part:
“New fields of inquiry without dedicated panels have low success rates –
leading to a ‘catch 22’ where a new field never builds the critical mass
required to initiate a specific discipline-based panel.”
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The review report states this risk should be actively managed. No doubt there will be
follow up action within the NHMRC as a result of this report, and it would be well if
the Department maintained a close watch on the panel structures, and tried to ensure
PHC gets a stronger place in the future arrangements. However, on the basis of the
arguments put to this evaluation, which are clearly similar to those heard by the
NHMRC from a wide range of sectoral interests, it is hard to say there definitely
should be a PHC panel at this time. The number of PHC applications is relatively
small (well under 100 according to persons consulted who were well informed on
such issues). As PHCRED continues, the number of specific, high quality PHC
project grant applications should grow and a specific panel may then be justified, but
it is not clear that PHC research is at that point yet. Furthermore, diverting PHCRED
funding to create and support a panel (if the NHMRC was prepared to do so on that
basis) would not appear to be an efficient use of scarce research funds.
Recommendation
12. The Department of Health and Ageing watch the reforms emanating from the
recent Investment Review of Health and Medical Research with a view to
strengthening the position of primary health care in the panel structure, but
not necessarily creating or funding a specific NHMRC Primary Health Care
Panel, unless it is seen to be required for other reasons.

6.1.4 Appropriateness, Effectiveness and Efficiency
Appropriateness
The basis of the PHCRED Strategy is that increased PHC research is essential to an
efficient and effective health system, and it is equally essential that investigatordriven research be part of this. While priority-setting research has its place, it is less
likely going to pick up on the out-of-mainstream issues, which may lead to a real
breakthrough such as the finding that H. pylori causes gastric ulcers. Thus it is
important to support both forms of research.
GPs and other PHC providers have trouble developing a track record in research,
which is very important in being successful in bidding for NHMRC funding. Hence
PHC research has been under-funded and thus underdone, and this problem is well
described13.
Furthermore, without investigator-driven research funding at this level there is little
point in the capacity-building initiatives at the mid-levels of the Strategy. Three
rounds of supplementary PHCRED funding are simply a good beginning to what
needs to be a long term commitment to support high quality research (both priority
and investigator-driven) if a real difference is to be made. The supplementary
PHCRED funding also has strong support from key stakeholders as meeting an area of
considerable need, and it is efficiently allocated, making both the Strategy and its
implementation highly appropriate.
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Alternative sources of funding
During consultations, alternative areas of funding such as Australian Research
Council (ARC) Linkage Project grants were occasionally mentioned, ie utilising
grants that were industry supported. In one case a person was successful in obtaining
a grant for nutritional research, with a partner in the food industry. These grants do
not offer an alternative to PHCRED-sponsored research but an adjunct to it. The two
occasions when such grant applications were mentioned were as a result of PHCRED
capacity building leading on to applications for the ARC Linkage grants.
The other frequently mentioned grants were the funds that the Royal Australian
College of General Practice (RACGP) Research Foundation intends to offer for
general practice research. It is expected that the total funds will be in the order of
$350,000 per year, although the details of this funding are not yet available. Clearly it
will differ from PHCRED in focusing on general practice specifically. Most expect
these funds will be of great assistance in funding the middle-level researcher to gain a
track record, from which they may then go on to gain NHMRC or other funding. In
any case, it is not a substitute for the supplementary PHCRED funding for
investigator-driven research in primary health care – in part because the absolute
amount, while significant and welcomed by the sector, is insufficient on its own.
Effectiveness
The overall goal of this program is to increase research capacity, knowledge and
dissemination in primary health care.
The objectives of the program are to offer support for primary health care based
research within universities, medical schools, hospitals and other research institutions.
While it is difficult to assess the success of this program against its goal and
objectives at this stage because no projects have been completed, some preliminary
comments can be made.
This program has been effective in offering funding to 19 relevant primary health care
research grants. In broad terms it would have built capacity insofar as researchers are
undertaking research and, thereby improving their track record, in terms of competing
for research funds in future. It remains to be seen if the ability to attract funding is
raised across most or all of the University Departments, or if a few strong ones
prevail, despite RCBI and other support from the Strategy. It is too early to tell on the
available data, such as that given in Table 9.
In terms of dissemination (ie publications or research breakthroughs), again it is too
early to comment. It is noteworthy that no dissemination strategy has been developed
to accompany this component.
There has, however, been a considerable increase in the level of investigator-driven
research as a result of this element. Given the rigorous assessment processes that the
research has gone through, one would expect it to result in highly effective research.
This component of the PHCRED funding should make a considerable difference to
the amount of high quality Australian primary health care research over time. The
research outputs should be monitored specifically so that direct measures of
effectiveness are available in future. There will also be intangible benefits, such as
improving the viability of the sector as a whole.
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Efficiency
The overall process of allocating these funds is highly efficient in that it takes work
that is already done by the NHMRC, and so is at very marginal cost.
The supplementary project grant funding also enhances efficiency of the process of
bidding for PHC research funding and improves utilisation of, and enhances,
Australia’s research capacity in this area. The recent Investment Review of Health
and Medical Research14 cites a submission from the Howard Florey Institute that
highlights the importance of additional funding for NHMRC investigator-driven
grants in general. Florey’s submission points out that while the NHMRC review
process can separate those projects that are truly outstanding and those that are truly
non-competitive, in the middle the instrument is too blunt to discriminate, and failure
to fund worthwhile projects wastes research capacity and misses opportunities to do
world class research. These points apply with even greater force to the fledging
research effort in PHC.
Thus PHCRED funding reduces the risk of wasting our valuable research capacity and
maximises the results from all the work that has gone into the project grant
applications. It therefore greatly enhances the efficiency of the application process
and supports the sector significantly.

6.1.5 Inability of PHC researchers to achieve NHMRC Program Grant
status – a gap in PHCRED
One issue raised in the context of the project grant arrangements was the lack of any
centre doing PHC research that had the standing and capacity to be awarded an
NHMRC Program Grant. Program Grants are given to teams of researchers to pursue
collaborative research activity. Successful teams require a very high record of
achievement in research and a strong case to make regarding the team record.
Applicants must demonstrate to the peer review panel that they are capable of
conducting research at an internationally competitive level.
Discussion as to how PHC research might move towards something close to this level
led to the idea of an interim arrangement, such as funding of one or two research
professorships for a period of five years. The post(s) could be in clinical or health
services researchxxiii, or both, and could be allocated through an NHMRC process or
on the basis of open or invited expressions of interest.
They may be funded for five years, after which the research momentum should have
built to such an extent that they could fund themselves. The funding would provide a
platform that allowed the research professors and their parent departments to
potentially reach program grant status within five years. Even if this did not occur,
one would expect a substantial amount of high level PHC research to have been
undertaken and this would most probably continue at the end of the five years.

xxiii

In PHC, services that determine the health of the community are often delivered by organisations or
individuals who are not part of the mainstream health care system. This must be borne in mind when
health services research is defined, scoped or commissioned, as in this case.
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The Public Health Education and Research Program (PHERP) provides funding to
certain centres for highly valued public health infrastructure, eg for the National
Centre for Epidemiology and Population Health, or the Anton Breinl Centre for Public
Health and Tropical Medicine at James Cook University. This may be a model that
could be copied. A new stand alone centre should not be funded, however. It needs
to augment one or more of the existing strong centres rather than try and develop
something from a low level of expertise.
Another alternative might be to encourage APHCRI to fund a spoke in such a way
that helped the spoke to reach program grant status in health services research.
Recommendation:
13. Consideration be given to ways to strengthen primary health care research
centres to reach a level from which they could attract NHMRC Program
Grants or their future equivalent. As a means of achieving this,
consideration should be given to funding one or two primary health care
research professorships.

6.2 Priority-driven research in clinical general practice
6.2.1 Introduction
This program aims to expand the amount of clinical practice research in specified
priority areas. A one-off allocation of $4 million is being made and applications were
still under consideration at the time of this evaluation.
A process was undertaken by the Department to identify broad priorities for this
program. The NHMRC recommended, given the limited research funding available,
that specific areas of research be identified in order to focus the research effort
towards areas of greatest need. The Department then undertook a national
consultation process, targeting a broad range of stakeholders, to identify specific
priority questions to be commissioned under the program. The priority-setting
process is outlined in Box 3.
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Box 3 The priority setting-process for the Priority-Driven Research in Clinical
General Practice
The priority-setting Framework had the following major elements:
y

identification of the most significant areas of disease burden nationally;

y

assessment of the opportunity in clinical general practice to target these areas; and

y

identification of the most significant opportunities for clinical research in general practice to
reduce the burden in the identified areas, taking account of:
h why the burden is persisting in these areas (ie knowledge gaps in prevention, diagnosis
and management in the priority areas in general practice that support a continuing disease
burden); and
h current relevant national activity.

The Framework drew on the top ten identified areas of disease burden nationally and reviewed
these against the most recent data from the Bettering the Evaluation And Care of Health
(BEACH) Study , to assess the opportunity for these major areas of disease burden to be targeted
in general practice.
Under the Framework, Ischaemic Heart Disease, Depression, Diabetes, Asthma and Osteoarthritis
were established as clear research priorities under the Program, along with health promotion and
disease prevention (including Stroke prevention). The case was not as strong for Chronic
Obstructive Pulmonary Disease, Dementia and management post-Stroke, but these were not
excluded under the Program given additional evidence of need, under-diagnosis or increasing
prevalence.

Additional priorities
On consultation, stakeholders wished to take in some additional issues such as health inequalities
and co-morbidities. Stakeholders were also keen to add the following additional priorities
targeting common clinical conditions: Upper Respiratory Tract Infection, Back Complaint, Acute
Lower Respiratory Tract Infections, Upper Gastrointestinal Conditions and Abdominal Pain, and
Skin Disease.
The most recent BEACH data confirmed these conditions as the most commonly managed along
with the primary priorities identified under the Framework. In addition, it was noted that the
diagnosis and management of these problems makes up more than 20% of a GP’s total work load.
It was also argued that the management of these illnesses is of major policy significance,
especially in terms of the cost of prescriptions, diagnostic tests and lost days of work and
productivity.

National consultation to identify key research questions
A consultation process was undertaken in early 2004, targeting major stakeholders nationally, in
order to identify key research projects under each broad priority area. This process resulted in the
submission of 49 research questions. The questions were then reviewed and ranked by an Expert
Panel, and 16 questions were subsequently forwarded to the NHMRC to form the basis of the
program.
Source: Department of Health and Ageing.
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6.2.2 Feedback from consultations
There was stakeholder support for this element of the PHCRED Strategy, particularly
because it addressed clinical needs, and the priority-setting process was well accepted
on the whole. At the detailed level there were criticisms of the priorities as identified,
relating to gaps that have eventuated, possibly as a result of fewer submissions of
research questions from the national consultation. If no-one submitted a question in
an area, the area was at risk of being left out. Others felt the scope of the questions
varied significantly with some quite narrow ones and some quite broad ones. There
were one or two people who felt that submitting questions was giving up intellectual
property, although clearly they had the option not to submit a question. It is not clear
to what extent this may have caused people to hold back in making submissions.
There was some criticism of the process as being drawn out, with rushes of activity
followed by long periods of silence. This appears to be in part due to the time that the
priority setting took. Undertaking such an exercise for the first time is bound to have
difficulties.
It is noted that the process undertaken was based on the best available data on
Australian burden of disease and the impact this has on general practice, as measured
by the BEACH study. This was a sound approach, which was then supplemented by
consultations and final assessment by an expert panel with an international chair.
While the criticisms that were made during consultations are valid, and one might do
some things differently the second time, on the whole it was a robust process that led
to the identification of suitable questions. Any priority-setting process risks missing
some things, but advocates for the missing items will no doubt be that much more
vocal in any future round. Even if an important question makes it to the final short
list, there is no guarantee that the proposals addressing that question will be funded,
so there is the risk of missing a priority at every level, and funding constraints will
always mean that difficult choices have to be made. In fact, the odds of selection are
relatively high compared to the usual NHMRC processes, with around 10 projects
from 24 likely to be funded.
In future funding offers, the research questions need to be reconsidered, even if the
underlying priorities on which they are based remain the same. One reason to not
pose the same question again might be that there is already someone addressing it
under a previous round of funding. Furthermore, if there is a particular question that
needs to be answered, research might be commissioned to answer just that one
question rather than leave it up to a process where that question takes its chance with
others and the best research proposal wins, even if the most important question may
not.
One funding round of $4 million is not going to make a sufficient difference, given
the number of important questions, so it is important for this element of PHCRED to
continue.

6.2.3 Appropriateness, effectiveness and efficiency
Appropriateness
If there is a lack of evidence about what works or what is best practice, finding
answers to relevant clinical questions in general practice is central to providing a
health service that is evidence-based. This element of PHCRED is therefore highly
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appropriate, and indeed there would be a major gap if it was not there. Relying on
investigator-driven research is likely to see these questions identified and addressed
eventually but it may take a lot longer. In the meantime there is the risk of continuing
poor treatment or inefficiency in general practice, which is why the priority-driven
research has been commissioned.
Efficiency and effectiveness
It is too early to measure the effectiveness of this program against its goal of
expanding the knowledge base in clinical general practice. Steps have been taken
towards the achievement of the goal, however, with a process underway to award a
minimum of eight grants.
It is also too early to measure the effectiveness of the program against its objectives,
but steps have been taken through the program to support the production of new
knowledge in clinical general practice that is:
y high quality (projects will be funded through the NHMRC, Australia’s leader in
health and medical research),
y policy and practice relevant (research questions commissioned through the
program have been assessed by an Expert Panel and by the Department as policy
and practice relevant)
y targets agreed priority areas (the research questions commissioned under the
program are the agreed priority areas, and only proposals targeting one or more of
these questions will be considered for funding).
Steps have also been taken to support the achievement of the objective of building
research capacity in clinical general practice through this program. A limit of
$500,000 will be allocated to each project, enabling a minimum of eight projects to be
funded, rather than a smaller number of larger projects. The aim in this approach is to
maximise the potential of the program to build research capacity, while ensuring that
substantial research projects are supported. In addition, each proposal considered
under the program is assessed for its quality for capacity-building for general practice
research. Under this criterion, each proposal is assessed for involvement of GP
researchers, GP clinicians and junior researchers, the provision of training in General
Practice research and linkages to the PHCRED Strategy.
Clearly one element of the program that can be assessed for effectiveness at this stage
is the priority-setting process, and that has already been discussed.
The efficiency of anything that is done once is less than if it is done repeatedly,
because the work is all one-off and there are learnings the first time that could be
applied if it was ever done again. On the whole, however, it is not possible to say the
arrangements were inefficient, other than that they were slow, which means the
research results are later than they would otherwise be. There may be opportunity
costs from this. Slowness is, to some extent, a function of getting it right. It would be
less efficient to go faster and through, for example, a lack of consultation, set the
wrong priorities.
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Recommendation:
14. Priority-driven clinical research should remain a key component of the
PHCRED Strategy, with at least one and preferably two offers of funding in
the next program cycle.

6.3 Training awards – Fellowships and Scholarships
6.3.1 Introduction
Applications for PHCRED-funded Primary Health Care Scholarships and General
Practice Fellowships are administered by the NHMRC under the Training Awards
program.
The Training Awards aim to contribute to the development and strengthening of the
general practice and primary health care research and evaluation workforce. The
Fellowships aim to achieve this by providing support for post-doctoral research by
GPs, whilst the scholarships aim to encourage primary health care graduates to obtain
formal training in primary health care related research. Selection criteria for each are:
Scholarships:

Fellowships:

y Australian citizen or resident

y Australian citizen or resident

y Health related degree

y Vocational registration as a GP
y Recent PhD
y Identified an agreed suitable
attachment.

A total of eight Primary Health Care Scholarships and two General Practice
Fellowships have been awarded to date. The number of Scholars in each year is given
in the Table below. One Fellowship was awarded in 2002 with a second awarded for
take-up in 2005.
Table 10 Number of NHMRC Scholarships funded by PHCRED in each year
2001
2

2002
4

2003
1

2004
1

2005
0

The process of allocating awards was outlined in a Departmental briefing to the
consultants and is provided in Box 4.
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Box 4 The process of allocating Training Awards under the Program
Each year, the NHMRC advertises, assesses and administers the Primary Health Care
Scholarships and General Practice Fellowships through their existing Training
Awards Scheme.
After liaison with the Primary Care Division, advertisements are posted by the
NHMRC in December each year.
In July and August of the following year, applications are assessed by the NHMRC
Training Awards Committee (TAC), an NHMRC standing committee appointed
triennially to oversee the NHMRC’s program of training awards. A coopted primary
health care researcher sits on this committee, providing expertise and assistance in
making funding recommendations in relation to the Primary Health Care Scholarships
and General Practice Fellowships.
Following the initial assessment process, the NHMRC provides the Primary Care
Division (PCD) with a ranked list of applications assessed as fundable and who had
checked the box “Primary Health Care”. This list is then considered by the Joint
Assessment Panel (JAP), a non-NHMRC committee established by the Department.
The JAP determines the suitability of the short-listed applicants under the PHCRED
Strategy, and makes recommendations to the PCD delegate regarding which of these
applicants to fund. As with the Grants Evaluation Panel (GEP), the only question that
the Joint Assessment Panel (JAP)xxiv asks is “Is the research question about primary
health care”?
The PCD then advises the NHMRC of the Delegate’s decision to fund specific
applications. In keeping with NHMRC processes, recommendations of awards
remain confidential until approved by the Minister and announced by NHMRC in
November.
The number of Scholars and Fellows is clearly too low to make a significant impact.
In the case of Fellowships it was suggested at consultation that the requirements are
too restrictive (in particular the requirement for GPs with PhDs) and the money too
low for them to be attractive to, or even open to, all but a highly committed few. The
reasons in the case of Scholarships are less clear, given that they are open to all
primary health care practitioners, not just GPs, but it has been suggested that the level
of funding is a deterrent, especially to GPs.
There is a significant number of primary health care researchers who have NHMRC
Scholarships that are funded by NHMRC, not by the supplementary PHCRED
funding. Scholars were interviewed in the course of the consultations who were not
PHCRED-funded (according to data provided by the Department), which suggests
that the actual number of NHMRC-funded Scholars working in the PHC field is
higher than the number funded by PHCRED. It is possible that people are applying
for Scholarships because of PHCRED but before they get to the JAP process, they
have been funded by the NHMRC through other avenues such as the Public Health
Postgraduate Scholarships or Rural Health Scholarships.
xxiv

The GEP and the JAP are convened by the Department to assess the project grant, scholarship and
fellowship applications.
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The persons spoken to were generally not clear who the underlying funder was, other
than that the money came from the NHMRC. In a presentation to the RCBI National
Meeting in November 2004, Harris provided data on the number of scholarships to
students in PHCRED Departments by year of commencement funded by NHMRC or
by PHCRED. This is presented in Table 11 below.
Table 11 Scholarships awarded to students in RCBI-funded
Departments 2001-2004
2001
2002
2003
2004

NHMRC
0
1
3
1

PHCRED
2
4
1
1

Source: Harris M. Presentation to RCBI National Meeting, November 2004.

6.3.2 Feedback from discussions
The most often-suggested change to improve the NHMRC Scholarship program,
especially for GPs, was to allow them to be taken on a half-time basis. It was pointed
out, however, that this would render the stipend taxable. Given that a half-time GP,
and many other half time primary health care practitioners, would be on high marginal
tax rates, the benefit of a half-time Scholarship may be lost. It is to be noted that a
full time Scholar can work one day per week in any case. Furthermore, the risk of
non-completion is said to be higher with half-time arrangements.
If one aim is to attract GPs into applying for Scholarships, it appears clear that the
absolute amount of money needs to be higher, and this may also true for many other
primary health care practitioners, especially when trying to attract the best of them. In
the case of the Scholarships, this would create some problems in that it may take them
out of the mainstream NHMRC Scholarship funding process. One alternative may be
to leave the PHCRED Scholarship funding as it isxxv, but for the Department to offer
some additional GP scholarships that have a higher level of funding, to attract GPs in
particular. In addition, it was suggested that the amount offered for GP Fellows
should also be significantly increased, in the hope of attracting a greater number of
applicants. It is not clear that this would be the case, given the small numbers of GPs
who are eligible for this program. However, even if more GPs apply, the numbers
would be expected to be so small that the budgetary impact would be minimal.
In considering this issue, the support received by other medical practitioners who are
undergoing specialist training needs to be borne in mind. Most other medical
vocational training is undertaken in institutions that provide a range of resources to
their trainees. These are not available to a GP researcher working out of a general
practice. GPs have access to some valuable resources, such as the RACGP Library,
but there are a wide range of other resources and support, taken for granted in an
institutional setting, that GPs do not have.
xxv

As a number of PHC scholarship holders are funded by NHMRC before they get to the JAP process,
the number of PHC researchers in the Table, which are only those funded under PHCRED, does not
represent the overall total. Taking Scholarships out of the routine NHMRC Scholarship process would
therefore be counter-productive.
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6.3.3 Appropriateness, effectiveness and efficiency
Efficiency and effectiveness
The overall goal of this component is to increase research capacity, knowledge and
dissemination in primary health care. The specific purpose of the Scholarships
program was to encourage graduates to obtain formal training in primary health care
research, and the specific purpose of the GP Fellowships program was to provide a
vehicle for full-time training in General Practice research within the broader primary
health care sector by providing support for post-doctoral research by GPs.
Again it is too early to say how much these awards have contributed to meeting the
stated goal, although again it is worth noting that no dissemination strategy
accompanies this component.
In terms of achieving their purpose, both award programs have gone some way to
doing so, although the output from the Fellowships program is very limited with so
few awarded. Given the limited number of GPs with post-doctoral qualifications,
only a limited output could have been expected under the Fellowships program. It is
unclear whether this program would be more attractive, particularly to GPs, if the
stipend offered was increased, but this course of action is recommended.
The arrangements for this program are efficient, given that they are administered by
the NHMRC using existing processes.
Appropriateness
Clearly with so few Scholars and Fellows having been appointed, the appropriateness
of this element of the PHCRED Strategy needs to be considered – is there a real need?
There is generally a view that the greatest funding gap in PHCRED is support for
mid-level researchers, which Scholarships should, in part, address. One continuing
difficulty may be that Scholarships are at the high end of the mid-level and further
support and opportunities may be required to get researchers to the level where their
Scholarship application is competitive.
Stakeholders felt the program was useful although clearly limited in impact by the low
numbers of successful applicants. However, in time there may be more applicants as
the capacity building under RCBI starts to produce greater numbers of researchers
who are trained enough to attract, and committed enough to want, an NHMRC
Scholarship. Furthermore, the numbers that are funded by PHCRED do not tell the
whole story – there are others undertaking PHC research who have NHMRC-funded
Scholarships.
The Fellowship scheme has fulfilled its purpose only to a very limited extent. Some
felt it should be widened to accept more than GPs. That would make it more
attractive to some, but as the original purpose was to develop high level GP
researchers, this may frustrate that aim. Others felt that non-GPs with PhDs should
also be eligible.
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There is a belief among some informed stakeholders that the number of GPs being
trained in research is still too low to meet future workforce requirements for GP
academics. The lack of a study of workforce requirements makes this hard to assess
with certainty. Some feel that research by GPs on GPs is important enough to warrant
retaining the present arrangement.
There are two non-exclusive options – to open the Fellowships to non-GPs and/or to
increase the stipend. Increasing the stipend may work, but may not. Increasing
eligibility is likely to work as there would be a larger number of eligible persons.
Opening the Fellowships to non GPs, but with “being a GP” the first non-essential
selection criterion, might be a way to ensure that the Fellowships are more sought
after, while also ensuring that any GPs who are suitable are very likely to get selected.
Recommendations
15. The program of research support that is currently administered by the
NHMRC continues to be administered in this way.
16. The PHCRED Strategy include a small number of General Practice
Scholarships with a stipend that will be more attractive to general
practitioners who are interested in primary health care research but who do
not meet the entry criteria for a Fellowship.
17. The current General Practice Fellowships be renamed and opened to nongeneral practitioners.
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7 The need for PHCRED and measuring its success
7.1 Introduction
The present goals and objectives of the PHCRED Strategy and its component parts are
set out in Appendix 3. The goals and objectives of major Strategy initiatives have
been assessed in preceding sections.
The aim of the overall Strategy is to embed a research culture in Australian general
practice specifically and Australian primary health care more generally.
The underlying assumption of the Strategy is that the generation of new knowledge to
contribute to the development of evidence-based primary health care policy and
practice would, ultimately, result in improved health status for Australians. In
particular, it was hoped that the Strategy would result in improved health for rural
Australians.
These two aims, one explicit, the other implicit, are ambitious, especially for a single
Strategy focused on only one small (though important) part of the PHC system. There
are many influences on PHC providers, and some are readily accessible through
research-oriented approaches and some are less so. A strategy that is going to change
the culture of general practice and PHC more broadly will need a wider range of
approaches than just PHCRED, although PHCRED is an important component.
The aim of the Strategy has been partially achieved. The overall achievement of the
aim is hampered by the fact that it is ‘long-term’ and cannot be achieved within a
five-year timeframe. Achievement is also hampered by the limited reach and scope of
the Strategy. Two issues are indicative of the difficulty of the task that PHCRED is to
address. First - the numbers of providers who are involved. The ABS found there
were 18,800 GPs15 in 2002, and there is a much larger number of other PHC
practitioners. Only a fraction of these will have had contact with PHCRED in the life
of the Strategy to date. Second, the assumption that knowledge leads to practice
change and then health improvement is reasonable, but knowledge alone will not
suffice. Behaviour change is required, as well as knowledge. As already stated, the
drivers for this do not lie solely within PHCRED, important though it isxxvi.
A vision for the Strategy that encompasses these aims, such as “The health of all
Australians being maintained and improved through access to a primary health care
system that is evidence-based and that routinely engages in research to inform policy,
improve practice and generate new evidence”, is desirable. However, it is important
to recognise that making the changes required will take decades and in hard-to-reach
situations such as remote and Indigenous PHC, it may never be fully achieved.

7.2 The need for continuing special arrangements for PHC
research
There is a lack of evidence about optimal PHC practice, a lack of research to generate
the evidence, and historically a lack of funding for that research in general
xxvi

Programs funded to support behaviour change include practice incentives, guideline development
and the Australian Primary Care Collaboratives Program.
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practice/primary health care. This is true in Australia16,17,18 and internationally19,20.
Under such circumstances, it is certain that practice will be sub-optimal, with the
economic and social cost that that entails. These gaps need to be addressed as a
priority. This should continue to form part of the goal of PHCRED.
As hospital-based specialties accelerated their research effortsxxvii, the status of
primary health care practitioners fell21 and the profile of PHC as a fruitful area of
research all but disappeared, so potential researchers may not even see PHC research
as an option. The visibility that PHCRED has provided recently has been welcomed.
PHCRED (and GPEP before it) has made a good start on the funding gap, but it is still
early days and it will be a very long time before both the PHC knowledge gap is
narrowed and PHC research competes successfully with other medical research for
funding on a basis that ensures it receives its fair share.
Compounding the difficulty of conducting high-level PHC research are workforce
shortages. Consultations suggested that there is a significant shortage of high level
PHC researchers now. Furthermore, there are a number of new medical schools being
established in Australia that must have primary health care as part of their curriculum.
This will further increase the demand for academics who can lead the teaching and
research. It is possible (even likely) that the teaching component will be at the
expense of research so long as the number of suitable people is small.
In summary there are several short term, pragmatic reasons to increase the PHC
research effort and the development of a PHC research workforce, especially
researchers with medical qualifications. The latter may even be an urgent priority, but
the data are too scant to confirm this at this time.

7.3 The need for continuing special arrangements for PHC
researchers
PHCRED aims to build research capacity, promote actual research, to disseminate
research findings and promote their uptake into practice. Without an adequate supply
of research leaders and high quality PHC researchers, none of these can be achieved.
One can think of a PHC research trainee as going thorough a researcher development
cycle. As presently structured, PHCRED facilitates some of the steps in Figure 2.
Not every step is mandatory but it provides a view of possible steps that might be
taken.

xxvii

Being based in an institution such as a major teaching hospital undoubtedly makes undertaking
research a great deal easier, with facilities and peer support both more readily accessible than for PHC
research in most situations.
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Figure 2 A representation of the researcher development cycle utilising
PHCRED
Undergraduate
training ±
early research
experience

Training in
short course
or workshop

Utilises
opportunity for
protected time
to undertake
project

Undertakes
further full time
or part time
study (Masters
or PhD)

Takes up full
or part time
research,
academic or
post doctoral
position

Undertaking
and publishing
research in
collaboration
with others

Becomes
Chief
Investigator
for own
research –
gains grants

Becomes
head of
a PHC
Research
Centre

If one considers that the difficulty in moving from one step to the next increases
exponentially as one moves to the right, but that the value in terms of outputs and
outcomes is also likely to be much higher, one can see the need for considerable
support to assist people in getting across to the right. On the other hand, the great
preponderance of PHC practitioners are at the left hand end, and it is a question of
whether the value of involving this large number in research is of greater or lesser
importance to PHCRED than the higher level outputs? While PHCRED aims to turn
every PHC practitioner into a user of research, at the practical level there is no simple
way to answer this question.
Both are important and resources are finite, so difficult choices must be made.
However, the fact choices are made explicitly rather than implicitly is important.
At present, PHCRED support is not uniform across the steps of the life cycle. There
is support at the lower end through RCBI and RDP, and there is support at the top end
through NHMRC and APHCRI, but the mid-level support is quite thin. It is clear that
the NHMRC Scholarships and Fellowships have not been attractive, and there is little
support available for the post-RDP researcher who wants to continue but who is not of
independent means. The opportunity cost for a GP is particularly high if doing
research means giving up the income from clinical practice.
PHCRED strategies should support the whole spectrum of researcher development,
but consideration needs to be given to the balance between support for a few at the
right-hand end versus support for many at the left-hand end, as well as greater
emphasis on mid-level support.
The mid-level support is a significant gap at present. Consultations proposed further
development of RDP, or a range of grants at around $25,000, or mix of products to
address the gap in the mid-level research area. It should be noted that much of the
funding provided at present is for research training, not for research itself, or is for
research at a high level, through NHMRC or through APHCRI. The opportunity to
develop a track record in research is missing under the present arrangements.
Recommendation
18. The Department of Health and Ageing develops strategies that provide
greater support for mid-level researcher development in primary health care.
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7.4 Dissemination and use of research findings
Of all the data gaps associated with measuring PHCRED’s performance to date, the
gaps in measuring dissemination and uptake of research are the most acute.
Elsewhere in this report we note the numerous conferences that have arisen out of
PHCRED. In future such activities might be tracked, to assess their dissemination
impact, but at present dissemination can only be measured by publications, and even
they are not systematically monitored.
Usage of research findings in practice will be difficult to measure, and in practice
PHCRED will only be able to commission studies of uptake in this way. Routine
monitoring would not be possible.
It should be noted that while PHCRED is in a position through funding to build
capacity and generate research directly, in the instance of dissemination and uptake of
results, it is reliant on a partnership with others. For example, PHCRIS is key to
dissemination in Australia, and professional associations and their leaders are often
critical in disseminating information to health professionals in a way that has the
potential to have a significant impact. Changing actual practice may require multiple
strategies (changing some or all of structures, knowledge, attitudes and beliefs). It is
necessary to work across the whole PHC sector to change behaviour and practice, and
this is a bigger task than can be addressed solely by PHCRED.

7.5 Clarity of purpose of PHCRED
Consultations indicated that researchers felt there was insufficient clarity about what
PHCRED is trying to do (especially the RCBI component) and thus how one knows
one is going in achieving the desired program outcomes. At the individual University
Department level there are choices to be made about the extent to which scarce
resources are applied to higher-level research outputs at one end, or developing
capacity at the local primary care practitioner level at the other. Clarity is required to
ensure that the emphasis placed on program development is appropriate for the future.
There are several levels that the PHC research effort could address, and the balance
will remain a matter for ongoing debate. These include, for example:
y Developing one or two centres in Australia as world leading PHC research
centres, like the National Primary Care Research and Development Centre in the
UK or the Netherlands School of Primary Care Research.
y Promoting a larger number of centres across Australia to undertake PHC research
to an international standard, eg by increasing top-up funding for investigatordriven research to the NHMRC, as well as providing other funding to enhance
research capacity;
y Increasing the focus on developing mid-level researchers, through greater funding
support; and
y Focusing on a wide ranging program of opportunities for novices to have a
research experience that addresses a research question, but which is fundamentally
focused on developing research awareness and a scientific approach in a broad
range of PHC practitioners. RCBI has been applied in this way in most University
Departments, but it could be applied differently, for example to focus on mid-level
researchers, if that is where the greatest gains are to be made.
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All of these questions need to be determined on the basis of a clear set of strategic
directions for PHC, and of course there will be a mix of foci. Ideally the outcomes
would be determined by demonstrated need, and a clear understanding of marginal
value of each funding possibility – which will give the greatest return for the money
spent? In the absence of such quantitative data, the views of the PHC researchers and
other stakeholders, including informed consumers, and of course the Department’s
own priorities, need to be taken into account.
In addition to options like these, there is the question of the relative split between the
need for/funding of the full range of research including clinical research or health
services research. And there is the question of whether to keep expanding RCBI
funding to the new universities as well as those that currently receive funding.
Given the need to develop a strategic approach to PHCRED before the next funding
cycle, ie within a fairly short time frame, the obvious format to ascertain the input
from academics, practitioners and other stakeholders on what ought to happen, is a
workshop of these key stakeholders. It would be inappropriate for this evaluation
report to outline the future goals, objectives, strategies and KPIs, but some ideas for
consideration are provided below.
The international literature provides little, if any, guidance as to which elements of
PHCRED will provide the greatest return as the arrangements are so varied. What is
clear is that funding is critical for success of the more sophisticated arrangements,
such as advanced PHC research networks. For example, the annual budget for one of
the better known UK research networks (WeLReN) is £250,000 and for the UK
National Primary Care Research and Development Centre it is around £2,000,000.

7.6 Draft goals and objectives for PHCRED
A draft vision for PHCRED
As stated above, we see PHCRED as having a vision along the lines of:
The health of all Australians being maintained and improved through access to
a primary health care system that is evidence-based and that routinely engages
in research to inform policy, improve practice and generate new evidence.
A Draft Strategy Goal
A draft goal for the Strategy that addresses the tensions discussed above and embraces
all necessary aspects of PHC research and evidence-based care, could be along the
lines of:
To increase the primary health care research evidence base for clinical, health
services and health policy research in Australia by enhancing: research
opportunities, research training, dissemination of research results, and by
increasing the number of practitioners and policy-makers who seek to use
contemporary evidence as a core aspect of their day-to-day practice in primary
health care.
Objectives related to the goal
Objectives for the PHCRED as a whole need to be directed at the elements of this
goal. In particular they should address:
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Enhanced research opportunities: A draft objective might be:
y To ensure Australian PHC research is of international standard with appropriate
funding of investigator-driven and priority driven research in clinical, health
services and health policy research.
Enhanced research training: A draft objective might be
y To ensure Australian PHC researchers with the right mix of skills and training are
available in adequate numbers through appropriate funding of research training
opportunities at all stages of the researcher development life cycle.
Enhanced dissemination: A draft objective might be
y In collaboration with others, ensure results of PHC research are disseminated
appropriately through proactive strategies to make the information accessible to
primary health care practitioners and policy makers.
Increased research uptake: A draft objective might be:
y In collaboration with others, promote the incorporation of research findings into
routine primary health care policy and practice.
For each of these there would then be strategies, eg special arrangements to involve
GPs and GP registrars in research training to a greater extent; or to involve GPs and
other PHC practitioners in evidence-based healthcare training.
Note that the preamble “In collaboration with others…” in the last two objectives
suggests the need for strategies to involve organisations and individuals outside
PHCRED to make any meaningful progress on such a broad ranging task. There
needs to be a broader dissemination and uptake strategy than can be mounted from
within PHCRED and within its budget. In the case of the dissemination and use of
research, PHCRED is but one piece of the jigsaw of approaches required to change
PHC practitioner behaviour.
One other possible objective, related to means rather than ends, is the need to
collaborate with others – those funded by the PHCRED Strategy as well as other
groups and centres, nationally and internationally.
The evaluators felt from consultations and other observations that the degree to which
University Departments collaborated seemed to be correlated with their overall
‘success’xxviii. Given the value that collaboration provides, it is worth considering it as
a draft objective in its own right. In the end it may be best managed as a strategy
under other objectives, but it must not be lost sight of, and so is included in the draft
suite of objectives. A suitable objective could be along the lines of:
y To ensure appropriate collaborations are entered into within and external to
PHCRED so that outputs, outcomes, efficiency and effectiveness are maximised.
Each objective (if endorsed) needs to have developed for it one or more five-year
target outcomes, but it is not possible to develop these at this point.

xxviii

This was marked for example, for the centres with strong state coordination arrangements versus
those that had none. As stated earlier, state coordination added value far beyond its cost.
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Strategies for each of these objectives
Not surprisingly, there are PHCRED strategies in place that, for the most part,
correlate with these objectives.
Table 12 indicates some of the linkages that present initiatives/strategies have with the
draft objectives as proposed.
To address these objectives comprehensively, strategies may need amendment or new
sub-strategies may be required to address significant gaps in the present arrangements,
eg to strengthen mid-level researcher development, particularly for the medically
qualified mid-level researcher. The present program elements of PHCRED are
appropriate, but the emphasis within each may need change, through amended
implementation strategies and reporting on outputs to reflect the desired “product
mix”.
Table 12 Matching of the draft objectives with the existing strategies
Draft Objective

Related Strategy (current)

y To ensure Australian PHC research is
of international standard by
appropriate funding of investigatordriven and priority-driven research in
both clinical and health services.

Through NHMRC: investigator-driven
research, priority-driven clinical research;
Through APHCRI: Health services
research program

y To ensure Australian PHC researchers RCBI;
are available in adequate numbers by
RDP;
appropriate funding of research
training opportunities at all stages of
NHMRC Scholarships and Fellowships.
the researcher development life cycle.
y To ensure results of PHC research are
disseminated appropriately through
proactive strategies to make the
information accessible to PHC
practitioners.

A condition of most programs, but not as
great an emphasis as it would have if it
was an objective in its own right. Usually
not monitored. PHCRIS has an important
role, although currently outside
PHCRED.

y To facilitate the incorporation of
research findings into routine primary
health care practice.

Addressed in aims of APHCRI but not as
explicitly addressed in other program
areas. It is one reason behind much
RCBI research training.

y To ensure appropriate collaborations
are entered into within and external to
PHCRED so that outputs, outcomes,
efficiency and effectiveness are
maximised.

Inherent in RCBI (where there are state
coordinators); and in APHCRI and
NHMRC processes, but usually not
monitored.
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7.6.1 Key performance indicators for the RCBI
Key performance indicators (KPIs) obviously need to relate to objectives and
strategies. “Working Group 7” (WG-7) is currently examining the reporting
framework for RCBI, and was said to be making some (though slow) progress.
Discussions with some WG-7 members and others, suggest that before the reporting
framework is addressed, the goals, objectives and KPIs of the program, particularly
the RCBI component, need to be resolved. Only then can the reporting framework be
addressed. WG-7 may provide a nucleus to carry this more fundamental reform
forward, but in the first instance it probably requires the workshop foreshadowed
above, to thrash out the key directions (goals) for the next cycle, building on the
experience to date, and then deciding if WG-7 is the appropriate vehicle to carry the
issue forward or not.
Until objectives and strategies are finalised, KPIs cannot be. But there is some
obvious information that needs to be collected to measure program success. The
actual measurement may be complex. Even within a small centre such as a UDRH, it
is difficult to draw the line between activity due to PHCRED and that due to other
UDRH initiatives. The complexity is further increased by the collaborations that
PHCRED sets out to promote. Under collaborative arrangements, attribution and
double counting become key monitoring and assessment issues.
We feel that in future, national KPIs relating to goals, objectives and strategies for
both the PHCRED Strategy as a whole, and for individual components, should focus
on outputs and outcomes as far as possible, and only utilise intermediate processes
where there is no alternative. The number of people who go through a training course
is easily measured but the output that is desired is a piece of new research that is
disseminated effectively. Thus while in the short term it may remain necessary to
measure the number of, for example, short course attendees (particularly at the
individual University Department level), in the longer term we believe these process
measures should be discarded. At least at the high level, KPIs should focus on
measuring, as directly as possible, the production of new research and researchers,
and the generation and dissemination of new knowledge. It can be assumed that the
relevant training, mentoring and other support processes have been applied effectively
to achieve these ends.
There are some important process measures that need to be retained at the national
level – in particular the measurement of collaborations and networks. The outputs
and outcomes from these are likely to be very difficult to assess routinely. In
reviewing the baseline survey it became apparent that an instrument to measure
outputs appropriately across the various collaborations and networks will be hard to
design. There may not be a one-size-fits-all answer, but it may be possible to have,
for example, two or three categories of network, with slightly different reporting
formats that will cover them all. Similarly, the nature of the collaborations and how
you count participants and their activities requires further consideration, but they are
important enough processes to warrant continued monitoring.
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In summary, we believe that at the national level measuring the performance of
PHCRED in general, and the RCBI component in particular, should aim to move to
measures of outputs and outcomes, with only key processes continuing to be
monitored. They should focus on:
y The development of new PHC researchers – ie people who become actively
engaged in research, not just course attendees;
y The generation of new knowledge – eg research projects completed, grants
obtainedxxix;
y The dissemination and use of new knowledge – publications, presentations,
measures of impact where possible, eg practice change; and
y Process measures where processes are critical, eg management of key networks;
key collaborations; possibly the number of research trainees where the
commitment is more than just attendance at workshops (but we recognise that to
discard some of the ‘lower order’ process measures may be premature at this
stage).
A significant effort should be put into developing clear definitions for each indicator.
This will need to be undertaken with the involvement of participants in the program
who have an understanding of the complexities of measuring that item.
One current gap in the measurement of performance under RCBI is self-evaluation.
Training activities were routinely evaluated (always positively). Other activities had
hardly been evaluated at all, although some evaluations were planned. One KPI could
be the level of self-evaluation that is occurring, not for its own sake but in an effort to
establish a CQI process as part of the program. There is an opportunity cost in
undertaking a lot of evaluation, but the University Departments have the skill to
evaluate themselves efficiently, although it has not been routine to do so.

7.6.2 The risks from over-monitoring
It is clear that RCBI has delivered outputs out of proportion to the amount of money
provided. This is in part because there has been relative freedom to do what each
University Department does best, which is in contrast to other parts of the Strategy
that have been quite highly specified. However, this freedom has created difficulties
in the reporting arrangements: there is no succinct summary over time of performance
of individual University Departments, and no means of comparison between
University Departments or for the program as a whole.
There is a risk in that some University Departments will not perform well, and at
present it is hard to benchmark them and identify poor performance. This is,
however, a small price to pay for the commitment and flexibility that the RCBI
funding has provided. It is important that this flexibility not be lost.

xxix

In analysing the baseline survey, we found that simply listing grants was not indicative of the true
position when multiple centres were party to a grant and it ran over several years. The grant funding
reported could be adjusted to the revenue for that year in that centre, which would then yield more
meaningful data. Similarly multiple authors can lead to publications being counted more than once,
although this may reflect the effort where more than one University Department is involved.
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The few who may not have performed well should not be addressed through an
overall tightening of the specification of RCBI – they should be addressed by
improving the processes overall.
Ways of identifying and managing poor performance need to be considered, but they
should not lead to over-specification of what can and cannot be done, which would be
counterproductive. Provided the RCBI component has a reasonably long term future,
an option such as a peer review/CQI process would be useful. This is almost provided
through the stronger States’ coordination processes now, and it should be a small step
to develop this into a national and potentially more useful process. It has the potential
to be threatening, but if managed as a CQI process, it should have reasonable
acceptance. The main output would be the opportunity to improve: it is not and
should not be seen as just a performance monitoring tool.
Implementing a peer-review based CQI process may not be worthwhile if there is only
one funding cycle left in the Strategy. If there is a reasonable chance of funding for
longer, however, it certainly would be worthwhile. It would enhance the
opportunities to learn from one another while providing the best possible assurance of
uniformly high achievement.
In the event that the CQI approach is not commenced, review of the Strategic Plan
and annual review of the individual business plans, supplemented by the collection of
a small set of critical KPIs from everyone, still provides a sound approach to
performance measurement of the RCBI-funded University Departments.
Recommendations
19. A revised set of national goals, objectives and performance indicators be
developed, particularly for the RCBI program. Performance indicators for
the Strategy should focus as far as possible on higher level outputs such as
completed research projects and their dissemination, with appropriate
process measures such as training considered at the individual component
level.
20. Consideration be given to the development of a peer review/Continuous
Quality Improvement process for use by RBCI-funded University
Departments.
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7.6.3 Performance indicators for parts of the Strategy other than RCBI
APHCRI
APHCRI has a funding agreement with the Department and milestones are included in
the Business Plan each year. As this is a one-off process, management in this way
seems most appropriate. Management issues in relation to APHCRI are discussed in
Section 5.
NHMRC
Collating the number of Scholars and Fellows is a sufficient measure of the PHCRED
process, albeit one that has yielded disappointing numbers. NHMRC has routine
processes for ensuring reports are lodged, and this provides reasonable assurance that
the Scholars’ and Fellows’ obligations are fulfilled appropriately.
It would be worth conducting a survey of Scholars once there is a sufficient number of
them. No doubt valuable lessons would be learned about who applies and why, what
they learned from it and what it led to later in their career. However, this should be a
one-off exercise rather than a routine monitoring activity. It would also be worth
assessing the number of Scholars who are engaged in PHC research and who are
funded by NHMRC directly (ie before being considered for PHCRED funding), at
least as a once-off exercise. This may be a larger number than the number funded
under PHCRED and would inform the need for continuing the Scholarship
arrangements beyond the next cycle of funding.
In relation to the PHCRED-funded NHMRC grants, there are well established
processes for the management of NHMRC grants and these should be used to manage
performance, as for any other NHMRC grant. Again, this provides reasonable
assurance that the funding agreement obligations are fulfilled appropriately. It is hard
to see any reason to add to or override that process.
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8 Other Issues and gaps
8.1 Focus on General Practice or Primary Health Care
It is clear that the focus on the PHC workforce broadly, versus the focus on general
practice and GPs specifically, is a difficult balance for PHCRED. The fact that the
PHC workforce in non-metropolitan areas is largely non-GPs needs to be considered,
and a solely GP focus in that setting is sure to fail. Much of the work with Divisions
is with Division staff, not GPs themselves.
It is clear that to exclusively focus on GPs would be wrong, but perhaps there is too
little involvement of GPs now. There are reasons why GPs might receive special
consideration. They include:
y The Australian Government is the principal funder for general practice, including
what GPs prescribe (tests and drugs). Therefore it is in the Government’s interest
to have GPs practicing evidence-based, cost-effective health care, and the whole
Strategy is based on the premise that exposure to research will encourage that.
y GPs are often the lead providers, initiating activities on which the other providers
depend. They prescribe tests, diets, medicines and other treatments. They also
diagnose and manage the conditions that make up most of the burden of disease.
y The origins of the Strategy, which related specifically to a GP focus.
y Many of the other primary health care practitioners involved work for state health
services, which could be said to have a responsibility for training and development
of their staff, whereas the GP typically has no such support. Therefore, to redress
the balance, GPs should receive special consideration. (On the other hand, in
recent years there have been the Rural Health Services Strategy, and MAHS, that
have addressed the lack of allied health practitioners in non-metro areas, so the
Government has shown a willingness to address non-GP gaps in PHC provision.)
y Broadening PHCRED beyond general practice means, in the metropolitan setting,
there is potentially overwhelming demand.
Clearly the focus should relate to the local situation and address local need. There is a
question about whether GPs should be the ‘first among equals’ (for example, in
practice this might mean providing GPs with higher subsidies etc than others). Some
feel this would be highly retrograde, and others not.
It has already been pointed out that there is an expanding number of medical schools
that will require heads of primary health care, and the next generation of heads for
many of the University Departments funded under this Strategy will need to be filled
by academic medical practitioners.
Studies of the workforce needs are not available. At this stage, however, it is not clear
that PHCRED has been sufficiently successful in reaching GPs to meet the future
workforce needs for GP researchers.
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Recommendation
21. Consideration be given to commissioning a study of the PHC research
workforce needs (particularly in relation to GP researchers) to assess
whether sufficient number of medically qualified researchers are being
produced by the PHCRED Strategy.

8.2 Involvement of undergraduate medical students
The location of RCBI in University Departments that are teaching undergraduate
medical students means that the possibilities of research in PHC are at least visible to
medical students, which they may not have been in the past. RCBI has begun to
impact directly on undergraduate training in one or two places, for example through
the offering of summer scholarships to undergraduates. This can only be to the good
in producing sustainable change and might be considered by others. However, no
system-wide efforts are proposed in regard to undergraduate medical students or other
students that may enter PHC. It should be left to the individual University
Departments to assess what is best in their situation.

8.3 Involvement of GP registrars
Like undergraduates, there is no systematic approach to GP registrar training as part
of PHCRED although many centres are linked to them via other roles. Unlike
undergraduates however, it is clear that these trainees will focus on PHC. They are
the backbone of general practice in future. They are, therefore, a key group to
involve. This happens opportunistically in many of the University Departments,
particularly those with a GP research registrar training position. PHCRED has built
the capacity for some units to supervise a GP research registrar, whereas previously
they may not have been able to support a research registrar in this way. There are a
number of research registrar posts funded under GPET, but links to occupants of these
positions and particularly to other GP registrars are ad hoc rather than systematic.
Research is not an essential component of GP training, although it is for some other
medical practitioners’ vocational training.
As an example of what might be done, PHCRED could target and encourage the
supervisors of the GP registrars to become engaged in research projects, so as to
improve their supervision of the registrars in this context, and increase the profile of
research in the registrars’ professional lives. There would be many other things that
could be done in the training setting to enhance the registrars’ research opportunities
and support.
The greater involvement of GP registrars in the research-related training modules
would clearly be to the long term benefit of the Strategy, particularly as there appears
to be a gap in the number of medical practitioners who are involved in it.
The RACGP is responsible for setting training standards, and would need to be
consulted in any future proposals, but it is clear that GP registrars in general, and
those who take up research registrar positions in particular, should be supported by,
and involved in, opportunities generated by PHCRED. To ensure this occurs
routinely requires a more systematic approach than exists at present. GPET is another
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key stakeholder that needs to be linked in with PHCRED and involved in future
discussions.
It should be noted that linking PHCRED to GP registrar training may require new
funding. It may not be possible to do this within the existing RCBI or other existing
components of PHCRED.
Recommendation
22. The Department of Health and Ageing discuss with the Royal Australian
College of General Practitioners, GPET, and the RCBI-funded University
Departments, the possibility of PHCRED targeting GP registrars,
particularly those who undertake research training, with a view to developing
a systematic approach to enhancing the opportunity for their engagement in
research.

8.4 Indigenous PHC research
The involvement of Indigenous people and the focus on Indigenous priorities tends to
be through those University Departments with a specialised interest, not across the
board.
With relatively limited RCBI funds, and high expectations about what they would be
used for, the approach taken where University Departments with local Indigenous
issues focused on them, and others focused on other issues, seemed reasonable.
University Departments in places such as Alice Springs and Spencer Gulf were
undertaking a great deal of work with Indigenous communities (ie building to their
strengths and local need) while in other University Departments, Indigenous issues
were more incidentally addressed. Given the level of skill that needs to be developed
and maintained to undertake good research in this area, it is hard to see what other
approach could be taken.
One other issue in relation to Indigenous research is the need for known future
funding if relationships are to be honoured. Progress in Indigenous health is
dependent on linkages based on trust. If a program is suddenly de-funded and the
program ends, nowhere is this more destructive to relationships established, and to
later progress, than in Indigenous health. There is a particular need for such programs
to have secure future funding – that is not to say indefinite but at least predictable.

8.5 Rural issues
PHCRED has made rural health an area of special priority and the RCBI funding has
been weighted towards rural PHC, by virtue of smaller University Departments
receiving the same funding as their metropolitan counterparts. This has enabled these
University Departments to step up a level in their PHC research, evaluation and
development performance. Most notable was the feedback on the value of access to
local training. There was also comment that there is a very good fit between the aims
of the UDRH program funding and the RCBI funding.
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No rural issues were identified that required major program change, other than the
need for funding to be known well in advance, so that recruitment and retention issues
could be managed more effectively. We believe the RCBI funding should remain
weighted towards rural University Departments, given the health research needs and
higher cost of conducting research and research training.
Performance indicators for rural University Departments who are tackling major
Indigenous issues in PHC will need special consideration. Moving beyond process
measures may take some time, given the difficulties in this area.

8.6 Involvement of consumers
Consumers have had only modest involvement in PHCRED to date. They are
represented on the RCBI advisory committees and should continue to be in future.
Consumers have also more recently become involved as recruits under the RDP and
have been proposed as researchers and advisors under the commissioned clinical
research program through the NHMRC. Guidelines for the NHMRC program require
meaningful consumer involvement in each individual project. This involvement can
be at all levels from participation in project advisory groups through to associate or
Chief Investigator
One successful model for consumer involvement in health care research is in the field
of cancer research, particularly in breast cancer (see for example www.bcia.org.au)
but there are also models in prostate cancer and in other fields.
It is important to consider what the other roles of consumers might be. The NHMRC
has published a Statement on Consumer and Community Participation in Health and
Medical Research22. That Statement includes the following:
As the users of health and medical services, consumers can provide valuable
input to health and medical research. If such research is to continue to
provide high quality outcomes, it is important that consumer involvement in
research and its ongoing development is facilitated. This includes
participation by consumers as equal partners in the development of research
goals, questions, strategies, methodologies and information
The Statement highlights the need to involve consumers in: research priority
selection, collaboration and partnerships, dissemination of information to consumers
(especially research participants) and the need to facilitate consumer participation,
including provision of resources for that purpose.
The facilitation of the consumer-researcher is also sought by the health consumer
movement and resources may need to be provided for this. Consumers may be
uniquely placed in some areas, eg evaluating the degree to which PHC that is
provided to them is based on up-to-date research evidence. At very least, resources
for consumers to be able to participate and collaborate meaningfully, in line with the
NHMRC Statement, is required.
The best way to ensure appropriate consumer involvement would be to include the
principal elements of the NHMRC Statement as a requirement for organisations
funded by PHCRED. The requirements may need a little interpretation in the context
of PHCRED but they are very reasonable, and provide a useful guide. In practice,
very little would change but the changes at the margin are important nevertheless.
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8.7 The need for a National Advisory Committee
During consultations, occasions were outlined where delays have occurred while the
University Departments and the Department have negotiated arrangements. We feel
this would be minimised or avoided, and the efficiency of the whole program
improved, if the model of statewide coordination was extended and there was a
national advisory committee. This would facilitate communication and deliberation
of the issues under the Strategy, while supporting decision-making on a range of
program issues. The Department would be provided with direct advice and input on
the broader implementation of the Strategy drawn from the state/regional coordination
groups. Other key stakeholders (the Divisions, RACGP, consumers) should also be
represented. The terms of reference would include advising on implementing the
recommendations of this report that are accepted, and provide advice on the Strategy
in future to the Department, particularly in relation to the RCBI and RDP components.
Recommendations
23. The Department of Health and Ageing consider including compliance with
the NHMRC Statement on Consumer and Community Participation in
Health and Medical Research as a contractual requirement under PHCRED.
24. The Department of Health and Ageing consider establishing a PHCRED
National Advisory Committee, drawn from the state/regional coordination
groups and including other key stakeholders, to guide the implementation of
the second cycle of PHCRED.
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9 Conclusion
The evaluation objectives require the evaluation to comment on the future of
PHCRED in terms of:
y components and sub-components of the Strategy that should and should not be
continued, based on an assessment of their efficiency, effectiveness and
appropriateness;
y how components and sub-components of the Strategy might be improved to
increase their efficiency, effectiveness and appropriateness;
y additional components that might be added to increase the efficiency,
effectiveness and appropriateness of the Strategy as a whole;
y the core components and sub-components of a national program of research
capacity-building;
y key performance indicators for the Strategy and individual components; and
y if the review recommends that the Strategy should continue, recommendations
should be made regarding the timing and main issues to be addressed by the next
evaluation, including an assessment of action taken to implement any
recommendations from the present review.
The evaluation found that the PHCRED Strategy has made a great difference to the
status and amount of primary health care research, evaluation and development that is
occurring in Australia. The specific details have been outlined in preceding chapters,
and it is clear that PHCRED is a highly appropriate Strategy that is addressing the
aims that were set for it through generally effective and efficient mechanisms. The
Strategy has successfully addressed a major gap in the primary health care framework
in Australia.
In terms of the components of the Strategy we believe all of the elements of PHCRED
should continue to be supported as they are valuable components of a generally
balanced Strategy. Furthermore, none have reached maturity and it would be
premature to make substantial changes at this stage.
While there are no parts of the Strategy that should end at this stage, we feel it would
be more efficient to roll RDP into the RCBI program, and RCBI funding should
continue at around the current funding level.
In terms of what we have identified as gaps in the Strategy, we suggest a General
Practice Scholarship under the NHMRC arrangements, which should be more
attractive to GPs. Furthermore, we believe it is important that small amounts of
funding be made available to support mid-level research and researchers more
broadly.
At the higher level, we have suggested consideration be given to funding one or two
PHC research professorships for a five-year period in lieu of any capacity in the sector
to gain an NHMRC Program Grant.
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We have proposed areas in which key performance indicators should be developed.
The next step is to work with the sector in developing these more specifically. It
cannot be done independently of those who have to measure them.
We have not revised the objectives for every element of the Strategy. These should
cascade from the revised higher level goals and objectives. To do so before the
revised goals and objectives are worked through with the sector would be out of
logical order. We believe that once the higher level issues are worked through, the
sub-objectives for each element will be easily developed using the framework
proposed.
We feel a workshop is required to develop future KPIs in the light of revised goals
and objectives, which are more specific than those in use at present (see section 7.6).
The national KPIs we have foreshadowed are focussed on the output and outcome end
of the spectrum of possible measures. We believe these will create a greater focus on
those activities most likely to lead to research achievements.
We propose a National Advisory Committee for the Strategy. Its first task would be
implementing the changes proposed by this evaluation (insofar as they are agreed to)
and to provide ongoing advice to, and liaison with, the Department on the Strategy.
The timing and main issues for the next evaluation depend upon the degree to which
the findings of this evaluation are taken up. We believe it will be important to have
some workforce planning information in assessing whether the Strategy elements are
in balance and the degree to which they need to be re-balanced. It will also be
valuable to have some surveys of Scholars (NHMRC and RDP) and tracking of their
post-training experiences in assessing whether or not the expected outcomes are being
achieved. It is too early for this now, but it will not be next time. Finally in terms of
resources, there needs to be a collated set of well defined, valid performance
indicators that have been collected consistently over time. This will be all the more
critical if a CQI approach is not implemented.
Assuming the Strategy is continued for five years, the evaluation should be complete
by the middle of year four. If the Strategy goes into a rolling funding model, the
evaluation should occur in the fourth year. We assume that APHCRI will undergo a
separate evaluation towards the end of its funding cycle.
We conclude that PHCRED has made a vast difference to the capacity of the PHC
sector to undertake research, evaluation and development. The Strategy should
continue with new or modified strategies to address the gaps identified.
Recommendation
25. The Primary Health Care Research, Evaluation and Development Strategy,
including all of its major components, should continue.
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Appendix 1 List of key consultations in relation to the evaluation of PHCRED
CONSULTATIONS CONDUCTED BY BRIAN WALL
Date
10/11

Name
Dennis Pashen

23/11

24/11

Craig Veitch
Lisa Crossland
Julie Parison
Stephanie De La Rue
Marie Louise Dick1
Lily Cheung2
Denise Schulz

24/11
24/11

Caroline Harvey
Leanne Dowse

25/11

Gaynor Heading
Susan Goode
Helen Tolhurst1
Gillian Lloyd2
Andrea Dobson3
Vanessa Traynor

23/11
23/11
24/11

25/11

26/11
26/11
26/11
29/11
29/11

29/11
30/11
30/11

1/12
1/12

1/12

2/12
2/12

Jacque Schroeder
Sarah Larkins«
Michael Kidd
Deborah Saltman
Meredith Makeham1
Grace Loy2
Carol Kefford3«
Katherine Williamson4
Dimity Pond«
David Lyle
Frances Borland
Hugh Burke1
Penny Small2
Janet Dalby3
Liz Martin4
Clare Doocey5
Nigel Stocks and staff
Rob Pegram1
Jane Dodding2
Oliver Frank3 «
Peter Mansfield4 «
Judy Walker1
Joanne Dollard2
Ian Gentle3
Pauline Zannet4
Ellen McIntyre1
Libby Kalucy2
Liz Farmer1
Karin Ried2

Role ± Affiliation
Mt Isa Centre for Remote and Rural Health (MICRRH),
James Cook University
Rural Health and Workforce Research Unit,
James Cook University, Townsville
Former PHCRED Statewide Coordinator, Qld.
PHCRED Coordinator, MICRRH James Cook University
Centre for General Practice,
University of Queensland (1&2); RDP scholar (2)
QLD PHCRED Statewide Coordinator, University of
Queensland
PHCRED Novice Fellow, University of Queensland
Development Manager, Qld Divisions of General Practice
(and former bursary holder at UQ)
PHCRED Coordinator,
University of Newcastle
1 NHMRC Fellow; 2 Clinical nurse consultant (and
network member); 3 PHCRED Bursary holder
PHCRED Coordinator, University of NSW (UNSW)
(former NSW PHCRED Statewide Coordinator)
NSW PHCRED Statewide Coordinator, UNSW
NHMRC Scholar, University of Newcastle
Department of General Practice,
University of Sydney
1 NHMRC Scholar; 2 General Practice Registrar;
3 RDP scholar and USyd Regional PHCRED Facilitator
4 RDP scholar, all University of Sydney
Discipline of General Practice, University of Newcastle
Broken Hill Department of Rural Health,
University of Sydney
1 Public Health Physician; Maari Ma Health Aboriginal
Corporation; 2 PhD student; 3 EO of Barrier Division
General Practice and former training participant; 4 Area
mental health co-ordinator and former training participant;
5 paediatrician with FWAHS & current training
participant
Department of General Practice, University of Adelaide
1 Medical Director ACE Division of General Practice; 2
PHCRED Research Fellow; 3 RED Bursary recipient; 4
Research Fellow; University of Adelaide
Spencer Gulf Rural Health School, University of South
Australia (1 & 2 in Adelaide, 3 & 4 in Port Augusta by
videoconference)
4 RDP scholar
1 Senior Research Fellow, PHCRIS, Flinders University;
2 Manager PHCRIS & author Priorities Document.
PHCRED Program, Flinders University (1 & 2)
SA PHCRED Statewide Coordinator, Flinders University
(2)
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CONSULTATIONS CONDUCTED BY BRIAN WALL (continued)
6/12

9/12

Jon Emery
Alison Ward
Doug Pritchard
Grant Russell
Caroline Bulsara
Wanda Pryor
Mary Hervey «
Ann Larson
David Whyatt
Jessica Scott
Marissa Gillies
Peter Shaw
Belynda Wheatland
Jan Hall1 «
Alana Dias2
Peter Orpin
Clarissa Cook
Shandell Elmer
Tania Wizenberg
Rosemary Boote «

9/12

Victoria Rigney «

9/12

Beth Mulligan

9/12
9/12
9/12

Emily Hansen
Sue Moir «
Jan Gartlan
Petya Fitzpatrick
Andrew Robinson
Julia Walters
John Wakerman «

6/12
7/12

7/12
9/12

9/12
9/12
9/12
10/12
10/12
16/12

20/12

Peter Mudge
Haydn Walters «
Michael Kidd
Doris Young «
Christopher Pearce «
Mark Harris
Nick Zwar «
Hudson Birden «

20/12

Claire McGuiness «

20/12
20/12
21/12

Ray Dooley «
Rachel Yates «
Nicholas Glasgow
Beverley Sibthorpe
Robert Wells
David Clarkson
Alison Clegg
Valerie Williams «
John Marley «
Peter Jones«

16/12
17/12

21/12
22/12
23/12
06/01

Department of General Practice,
University of Western Australia

Perth and Hills Division of General Practice
Combined Universities Centre for Rural Health, Geraldton
(incorporating University of Western Australia, Edith
Cowan University and Curtin University)

1 Manager; 2 Health Promotion Officer; Mid-west and
Murchison Health Region, WA
Department of Rural Health,
University of Tasmania (UTAS)

Mental Health Services, Department of Health & Human
Services, Tasmania
Rural Health Policy Unit, Department Health & Human
Services, Tasmania
GP Liaison Officer LGH & Northern Division General
Practice, Tasmania
Discipline of General Practice, UTAS
Southern Division of General Practice
RDP scholars, Department of General Practice, UTAS
Head, School of Nursing, UTAS
PhD student, Discipline of General Practice, UTAS
Director, Centre for Remote Health, Alice Springs,
Flinders & Charles Darwin Universities
Director PHCRED, Discipline of General Practice, UTAS
School of Medicine, UTAS
Royal Australian College of General Practitioners
Australian Divisions of General Practice
Department of Public Health & Community Medicine,
UNSW
Northern Rivers Department of Rural Health (Lismore),
University of Sydney
Academic Unit of General Practice & Community Health,
Australian National University (ANU)
Alliance of NSW Divisions
Australian Divisions of General Practice
Australian Primary Health Care Research Institute,
ANU
National Health and Medical Research Council
Executive Director, SA Divisions of General Practice
Chair, Research Advisory Board, APHCRI
Northern NSW (Tamworth) Department of Rural Health,
University of Newcastle
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CONSULTATIONS CONDUCT BY ANNE EGAN
Ann Ng
Tere Dawson
Bill Newton
Helen Threlfall
Doris Young1
Jane Gunn2
Dr Jane Sims3
Nabil Sulaiman4
Hayley Shaw5
Maria Potiriadis6
Susan Nicholson
Ralph Audehm
Helen Malcolm
Leon Piterman1
Neil Spike2
Jeff Richards3
Sandra Davidson4
Stella Koritsas5
Ms Shaymaa Elkadi6
Neglum Salgado7
Belinda Caldwell
Helen Plousi
Teng Liaw1
Barry McGrath2
Lisa Bourke3
Bev Guest-Smith4
Chris Chapman5
Michael Tynan
Neil Scott
Merrin Prictor
James Dunbar «
Prusana Reddy «

VIC PHCRED Statewide Coordinator, Victoria
Health Issues Centre, Victoria; Consumer representative,
PHCRED State Advisory Committee, Victoria
General Practice Divisions, Victoria (GPDV)
1 Head of Department; 2 Deputy Head of Department
and Director of Research; 3 Senior Lecturer in Primary
Care; 4 Senior Lecturer; 5 Research Administrative
Officer; 6 Senior Research Assistant
All Department of General Practice,
University of Melbourne
RDP scholar, University of Melbourne (2004)
PHCRED Fellows
University of Melbourne (2002/2003)
1 Head, School of Primary Health Care; 2 Head,
Department of General Practice; 3 Director of Primary
Care Research; 4 Research Fellow, Primary Care
Research; 5 Research Officer, Primary Care Research;
6 Research Fellow, Primary Care Research;
7 Administrative Assistant, Primary Care Research;
All Department of General Practice, Monash University
GPDV, RDP scholar, Monash University (2004)
RDP scholar, Monash University (2004)
1 Head, Department; 2 Professor; 3 Coordinator,
PHCRED Strategy; 4 PHC RED Fellow; 5 School
Manager; All Department of Rural Health (Shepparton)
University of Melbourne
Indigenous Health, Department of Rural Health
University of Melbourne
PHCRED Advisory Committee
Greater Green Triangle University Department of Rural
Health, Flinders & Deakin Universities
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Appendix 2 Characteristics of successful research networks from Dunbar, N,
2000. Building research capacity through practice-based research networks.
University of New South Wales PHC Capacity Building Program.
In an analysis of the literature on PHC networks for the NSW PHCRED Program,
Dunbar identified a number of key components for a successful primary care network.
They included:
y the composition of the network: a network which combines a university
department with appropriate research expertise, with practising GPs with on-theground experience and issues, appears to be more successful;
y communication processes: frequent and open communication through a number of
different channels is important, particularly face-to-face communication when
decisions are being made or when problems occur;
y decision making processes: all participants need to be involved in the decision
making processes of the network;
y network manager/coordinator: a network coordinator or manager who has
credibility is important;
y research topic, design and data collection: research topics need to be of sufficient
interest to sustain the efforts of GPs, be realistically narrow in scope and have a
high probability of success. Research protocols also need to be suitable for a busy
general practice where research is not the main priority;
y funding: funding for practices’ participation needs to be included in the research
as it is unrealistic to expect practices to invest money and staff time without
compensation;
y organisational coherence: a network is a virtual organisation and requires a clear
approach to organisational structure and how it is going to achieve its aims. This
includes having clearly defined responsibilities for members and staff;
y motivation and effort: members need to be motivated to participate in research,
and support needs to be provided to maintain this motivation;
y working with other organisations: networks can benefit from working with local
primary care, education, service development and quality assurance organisations
and practitioners.
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Appendix 3 Goals and Objectives of the PHCRED Strategy and its components
THE OVERALL PHCRED STRATEGY
The Aim of the Strategy was to embed a research culture in Australian General
Practice specifically and Australian primary health care more generally.
The Strategy has focused principally on improving the knowledge-base in primary
health care by increasing the number of active researchers in this setting.
The underlying assumption of the Strategy was that the generation of new knowledge
to contribute to the development of evidence-based primary health care policy and
practice would, ultimately, result in improved health status for Australians. In
particular, it was hoped that the Strategy would result in improved health for rural
Australians.
THE RESEARCH CAPACITY-BUILDING INITIATIVE
Overarching Goals
To assist universities to:
y gain an enhanced capacity to assist local primary health care providers in
developing high quality research, evaluation and quality assurance knowledge and
skills in a way that benefits the community in which the Funds Recipient operates,
and the wider Australian community; and
y improve national capacity through cooperative work, sharing specialist expertise
and supporting national policy initiatives.
Goals/Objectives
y The establishment and implementation of collaborative working relationships
between all relevant stakeholders, such as University Departments and the
Divisions of General Practice, in order to foster primary health care research
design, implementation and evaluation;
y Improvement in the knowledge and skills of the research community and health
care providers in the area of primary health care research design, implementation
and evaluation;
y Increased involvement of representatives from the full range of relevant
disciplines in the design and conduct of primary health care research; and
y Increased uptake of research findings through effective dissemination mechanisms
involving stakeholders and health care providers.
Program overview
y provide advice to the Department on primary care research, evaluation and
development priorities;
y generate new primary health care knowledge to contribute to the development of
the evidence base for primary health care and related health services research;
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y build on the existing research, collaborations and capacity in general practice at
the academic, regional and practice levels to improve the health of all Australians,
with special focus on rural and remote communities;
y ensure research findings are disseminated effectively and facilitate the uptake of
research findings in practice;
y be a conduit for the effective implementation of other components of the
PHCRED Strategy;
y target the Funding to obtain maximum value for capacity building across Australia
in performing their obligations under this Agreement including the objectives and
requirements of these Recitals; and
y Develop a range of communication strategies to support the implementation of the
Program.
RESEARCHER DEVELOPMENT PROGRAM (being rolled out under RCBI)
Goal
An increase in the number of people who undertake research in primary health care
and who apply research in primary health care.
Objectives
y To develop a cadre of researchers:
–

with knowledge, skills and ability in applied research and evaluation;

–

with ability to address primary health care policy and practice; and

–

who can work collaboratively with practitioners, consumers, and researchers
from other disciplines.

y To increase the number of primary health care workers, graduates of other
relevant disciplines working in primary health care, and consumers, who have
research knowledge and skills which they can apply in everyday practice/life.
AUSTRALIAN PRIMARY HEALTH CARE RESEARCH INSTITUTE (APHCRI)
Mission
To provide national leadership in improving the quality and effectiveness of primary
health care through the conduct of high quality priority-driven research and the
support and promotion of best practice.
Aims
y to strengthen the knowledge base of primary health care by conducting and
supporting research;
y to facilitate the uptake of research evidence in primary health care policy and
practice; and
y to enhance research capacity in primary health care through strategic partnerships
with other relevant national and international groups.
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PRIORITY-DRIVEN CLINICAL RESEARCH PROGRAM (through the NHMRC)
Goal
To expand the knowledge base in clinical General Practice.
Objectives
y To produce new knowledge, in clinical general practice, that:
–

is high quality;

–

is policy and practice relevant; and

–

targets agreed priority areas.

y To build research capacity in clinical general practice

NHMRC AWARDS AND INVESTIGATOR-DRIVEN GRANTS
Goal
To increase research capacity, knowledge and dissemination in primary health care.
y PHC Scholarships
Purpose: to encourage graduates to obtain formal training in primary health care
research.
y GP Fellowships
Purpose: to provide a vehicle for full-time training in general practice research within
the broader primary health care sector by providing support for post-doctoral research
by GPs.
y NHMRC PHC Project Grants
Purpose: to offer support for primary health care based research within universities,
medical schools, hospitals and other research institutions.
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