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Adoption, implementation and prioritization of specialist outreach

policy in Australia: a national perspective
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Abstract The World Health Organization has endorsed the use of outreach to promote: efficient redeployment of the health-care workforce;
continuity of care at the local level; and professional support for local, rural, health-care workers. Australia is the only country that has had,
since 2000, a sustained national policy on outreach for subsidizing medical specialist outreach to rural areas. This paper describes the adoption,
implementation and prioritization of a national specialist outreach policy in Australia. Adoption of the national policy followed a long history
of successful outreach, largely driven by the professional interest and personal commitment of the workforce. Initially the policy supported
only new outreach services but concerns about the sustainability of existing services resulted in eligibility for funding being extended to
all specialist services. The costs of travel, travel time, accommodation, professional support, staff relief at specialists’ primary practices and
equipment hire were subsidized. Over time, a national political commitment to the equitable treatment of indigenous people resulted
in more targeted support for outreach in remote areas. Current priorities are: (i) establishing team-based outreach services; (i) improving
local staff’s skills; (iii) achieving local coordination; and (iv) conducting a nationally consistent needs assessment. The absence of subsidies
for specialists' clinical work can discourage private specialists from providing services in remote areas where clinical throughput is low. To
be successful, outreach policy must harmonize with the interests of the workforce and support professional autonomy. Internationally, the
development of outreach policy must take account of the local pay and practice conditions of health workers.

Abstracts in G 13, Francais, Pycckuii and Espaiiol at the end of each article.

Introduction

The World Health Organization (WHO) recognizes the need
for policies designed to overcome the chronic undersupply
of health workers in rural areas in both developed and devel-
oping countries.' In February 2009, following international
calls for action, WHO launched a programme that aimed to
increase access to health workers in rural and remote areas
by improving staff retention.” The programme involved an
evidence-based appraisal of policies that could influence
retention through education, regulation, financial incentives
or professional support.” Outreach was endorsed as an effec-
tive strategy because it enables: efficient redeployment of the
workforce; continuity of care at the local level; and profes-
sional support and education for local workers, which could
improve retention." WHO defines outreach as, “any type of
health service that mobilizes health workers to provide ser-
vices to the population or to other health workers away from
the location where they usually work and live”.’ In Australia,
outreach involves planned, regular visits to each community.*

Australia is the only country that has had, since 2000, a
sustained, national policy on outreach that subsidizes medical
specialist outreach to rural areas. The country has a low popu-
lation density, vast stretches of uninhabited land and several
urban centres distributed sparsely along the coastal fringe.’
Inequalities in the social determinants of health between met-
ropolitan and rural populations influence the need for health
care.*® Although it is a developed country, Australia continues
to have problems addressing the high rate of preventable dis-
ease, particularly in remote communities where the proportion
of indigenous people is high and where geographical distances
are extremely large.” For example, the rates of trachoma,” otitis

media® and rheumatic heart disease’ in these communities
remain high relative to global expectations.

In rural and remote communities, a lack of local services
and low utilization of hospitals results in higher mortality than
is found in large cities." The medical evacuation of patients
who require specialist care in a large hospital is important
for these communities but a substantial number need to be
retrieved and the cost is high.”'" Thus, more efficient and
effective community-based approaches are needed. Access
to comprehensive primary health care involving specialists
is considered ideal for the early and ongoing management
of illness in rural areas.'> However, only 15% of Australian
specialists have their main practice outside metropolitan
areas, whereas 30% of Australians reside in nonmetropolitan
areas."” Rural specialist outreach services could help overcome
complex barriers to service access,® which are mainly due
to language and cultural differences,”* and help avoid the
cost and effort of seeking care away from home."” Visiting
specialists can meet many of the health service needs of rural
areas'® and, since they are less exposed to some of the negative
effects of full-time rural specialist practice, it may be easier
to recruit them."”'® In addition, visiting specialists can also
provide periodic procedural support for rural generalists,
thereby increasing their confidence clinically and reducing
their professional isolation.'”*

All medical specialists in Australia must complete ad-
vanced medical training and become fellows of a specialist
college. Specialist care is normally accessed by referral from
a general practitioner and is partly or wholly subsidized by
a universal health insurance scheme - the Medicare Benefits
Schedule’’ — which is funded by the Commonwealth of Aus-
tralia (i.e. the national or federal government). Self-employed
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and hospital specialists with a right to
private practice, who together account
for 73% of all Australian specialists,*
have the discretion to set their fees at or
above the Medicare fundinglevel, which
has an effect on the level of co-payment,
if any, required from patients. Overall,
47% of specialists work in mixed public
and private practice, 33% work in public
practice only and 20% work in private
practice only.”” Furthermore, 49% of
those working only in public practice
have a right to a private practice.”

Globally there is a lack of informa-
tion on outreach strategies that can help
guide policy."! The aim of this paper,
therefore, was to describe the adoption,
implementation and prioritization of
a national specialist outreach policy
in Australia to provide a reference for
other countries.

Specialist outreach

The early history of specialist outreach
in Australia includes many examples of
individual “champions” who, despite
various barriers and logistical chal-
lenges, pioneered outreach services at
a local and national level.”*~* There are
numerous examples of specialists whose
practice was adapted to complement lo-
cal health services, which highlights the
importance of professional autonomy
and local design.”'*** The provision of
specialist outreach through a “bottom-
up” approach has continued to result in
accessible, safe and relatively sustained
(i.e. for more than 5 years) services in
different parts of the nation and across
a range of specialties.>**” Evaluations
have shown that specialist outreach in
remote settings improves early inter-
ventions and the coordination of care
and reduces the hospitalization rate.®
Moreover, integrated services have a
higher clinic throughput and lower
costs.” However, such services require
time and patience to develop and must
be based on local relationships and re-
spect for local culture.”* In Australia,
specialist outreach has been fostered by
the interest and investment of state and
territory governments.*”’

The funding arrangements for lo-
cally initiated outreach services tend to
be patchy: funding has often developed
relatively opportunistically and its
distribution may be inequitable. Some
specialists do not receive subsidies
for travel associated with outreach,”
whereas others are subsidized by mixed

funding - for example, by short-term
Commonwealth funding coupled to
longer-term state funding - or directly
through the health services. Neverthe-
less, inequitable funding does not nec-
essarily deter professionals from being
interested in or having a commitment to
outreach. However, with “self-funded”
services, in which specialists indepen-
dently fund their own transport and
accommodation, outreach is likely to
be restricted to easily reached locations
and the time dedicated to professional
support is likely to be limited.”’

Although the proportion of spe-
cialists providing outreach services to
rural areas in Australia is unknown, it
appears to be substantial and is increas-
ing. Surveys carried out in the late 1990s
indicated that 29% of otolaryngologists
and 41% of dermatologists based in
metropolitan areas provided outreach
to rural communities.”*” The factors
that motivated specialists to participate
in outreach were the variety of the work
professionally, the needs of the rural
community and loyalty to rural staff.”*’
Although specialists were willing to
provide outreach services for a smaller
financial reward than they would receive
in metropolitan areas,” adequate remu-
neration for clinical services (at least
at the level provided by Medicare) was
considered important for sustainabil-
ity.”” Bridging the gap in remuneration
between specialists’ main practices and
their outreach work is vital, particularly
for outreach to remote areas.’

A national outreach policy

In 1998, following the establishment of
national structures for providing policy
advice on medical workforce planning
three years earlier,” a discussion paper
on sustainable specialist services in Aus-
tralia was submitted to the Australian
Health Minister’s Advisory Council.*
It advocated outreach as the only means
through which many rural communities
could obtain access to regular specialist
care. The estimated size of the catch-
ment area population that was large
enough to ensure that outreach work
was viable varied from 14 000 to 30 000
people, smaller than that necessary for
residential practice (i.e. 20000 to over
80000). Moreover, the desirable popu-
lation size was similar for different spe-
cialties. The main barriers to outreach
identified were: (i) the specialist’s travel
and accommodation costs and the time
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needed; (ii) the local clinical infrastruc-
ture; and (iii) the availability of staff.**
In May 2000, the Medical Spe-
cialist Outreach Assistance Program
(MSOAP-Core), a national initiative of
the Commonwealth Government, com-
menced with an allocated annual budget
of approximately 20 million Australian
dollars (Aus$), which was equivalent to
12 million United States dollars (US$)
at the exchange rate on 3 July 2000. The
initial aim was to promote the supply
of new rural outreach services by sub-
sidizing costs.” Initially, services that
were operating before 2000 - includ-
ing those that were already receiving
funding from, for example, individual
specialists or state or territory govern-
ments — were not eligible for funding. In
practice, MSOAP-Core complemented
other Commonwealth Government pro-
grammes. For example, it helped ensure
that ophthalmologists were available for
the new Eye Health Program.” In addi-
tion, MSOAP-Core provided systematic
support for travel, the travel time needed
by non-salaried specialists, accommoda-
tion and the hire of equipment and fa-
cilities. It was well received by specialists
contemplating rural service.’® Proposals
for new outreach services usually origi-
nated at the local level and MSOAP-Core
ensured that service delivery was flex-
ible. Table 1 gives a broad outline of the
administrative steps involved in imple-
menting national specialist outreach
policy. Subsidies were also provided for
meals, cultural training for specialists,
back-filling for the specialist's primary
practice (i.e. short-term staff relief for
salaried specialists) and improvement
of skills (i.e. sharing knowledge with
or providing educational support for
local staff).”” However, clinical services
were not subsidized, which provided
an incentive for specialists to achieve a
reasonable clinical load. Specialists had
the discretion to set charges for services.
After the first four years of MSOAP-
Core, the Commonwealth Government
commissioned an evaluation of the
sustainability of outreach services that
were not eligible for MSOAP-Core
funding in 2000. Despite the lack of
Commonwealth Government funding,
outreach services had been operating for
more than five years in six of eight case
studies, principally because of personal
investment by specialists and the clear
willingness of the community to pay.”
To ensure that these services would
be sustainable, the Commonwealth
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Table 1. Administration of national specialist outreach policy, Australia, 2000—present*’*

Administrative step

Associated action

A specialist or a rural health organization
submits a proposal to the fund holder
(i.e. the operational agency in the state
or territory government responsible for
national specialist outreach policy).

The fund holder reviews the submission
in the context of a regional needs
assessment and the regional service plan.

The specialist or rural health organization:

- proposes a location and commencement date for the service;

- describes how the proposed service meets needs;

- estimates the size of the visiting team, including students;

- describes the proposed clinical services and the actions that will be taken to improve skills;
- describes how cultural awareness training will be carried out;

- confirms worker registration and indemnity insurance have been arranged; and

- proposes a billing method and reports funding from other sources.

The fund holder:

- verifies there is a substantial need in the community for the care provided by the specialist;

- ensures the proposal is consistent with national policy priorities;

- ensures the local workforce and facilities can support and integrate with the proposed service; and
- verifies that the proposed service provides value for money.

The State or Territory Advisory Forum,
which is an impartial representative of the
state or territory government, endorses
the proposal.

The Commonwealth Government
approves the proposal and contracts a
specialist provider via the fund holder.
The fund holder pays the specialist on
submission of a bimonthly service report.

The specialist reports:
- the number of specialist visits completed;

- the number of patients seen;
- the proportion of patients from indigenous communities; and
- the skills improved and the personnel involved.

The fund holder reports annually to the
Commonwealth Government.

The fund holder:
- submits an annual report; and

The State or Territory Advisory Forum holds regular meetings with the fund holder.

- A deed of agreement is signed by the Commonwealth Government and the specialist or rural
health organization.

- renews contracts for services that were performed well.

Government expanded eligibility for
MSOAP-Core funding to existing ser-
vices in May 2004 with the hope that
state and territory governments would
continue their current levels of invest-
ment in outreach services.”!

In 2008, after an incoming gov-
ernment renewed its commitment to
improve the health of indigenous people
as a political commitment to equity,
a National Partnership Agreement on
Closing the Gap in Indigenous Health
Outcomes was signed between the Com-
monwealth Government and State and
Territory Governments. As part of this
Agreement, the Commonwealth Gov-
ernment provided an additional stream
of funding for outreach in 2009 and
2010 through the MSOAP Indigenous
Chronic Disease (MSOAP-ICD) pro-
gramme. This programme had the same
annual budget as MSOAP-Core (i.e.
US$ 16 million at the Aus$ exchange
rate on 1 July 2009) and targeted remote
communities or communities with a
high proportion of Aboriginal people,
who have high rates of diabetes, car-
diovascular disease, chronic respiratory
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disease, chronic renal disease and can-
cer. It funded outreach services based on
multidisciplinary teams that included
specialists, general practitioners and
allied health workers;” placed a greater
emphasis on collaborative and sustained
care; supported the local workforce
and encouraged improvements in their
skills; and encouraged self-management
by patients. Subsequently, two further
streams of MSOAP funding were intro-
duced: one for ophthalmology in 2011
(MSOAP-Ophthalmology) and one for
maternity services in 2012 (MSOAP-
Maternity).

In 2011, an independent national
evaluation of all streams of MSOAP
funding was commissioned because it
was not possible to judge the value of
the programme using only self-reported
data submitted in bimonthly specialist
service reports (Table 1). The evaluation
showed that MSOAP was strongly sup-
ported by policy-makers, fund-holders,
service providers and local staff. In addi-
tion, the evaluation identified the need
for improvements in: (i) the national
framework for assessing the local need

for specialists; (ii) the systematic provi-
sion of local outreach coordinators; and
(iii) national monitoring of specialist
outreach.”’ Although improving local
staff’s skills was also considered im-
portant, it may not have occurred in
practice because of competing demands
on specialists’ time during short visits.”!

The relative effect of MSOAP on
improving access to specialist services
was assessed using Medicare data and
estimates of billing practices in remote
areas based on consultations with stake-
holders. It was estimated that MSOAP
contributed 0.7% to 3.0% of specialist
services in inner and outer regional
areas, 4.2% in remote areas and 28.7%
in very remote areas.’’ Geographical
areas were defined according to the
Australian Standard Geographical Clas-
sification Remoteness Structure as either
metropolitan, inner regional, outer
regional, remote or very remote.”’ Case
studies in seven local areas showed that,
whereas most visiting specialist services
in remote areas were provided through
MSOAP, a large number in regional
areas operated independently. This
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highlighted the need for strong local
coordination of outreach services sup-
ported by MSOAP and of those operat-
ing independently of national policy,
principally in regional centres.

The evaluation of MSOAP included
a provider survey of 233 specialists. It
showed that 59% intended to provide
outreach for an additional five years
or more. Moreover, 57% of specialists
involved in MSOAP normally worked
in the private sector: 42% had mixed
public and private practices and 15%
had private practices only. In addition,
41% were from public hospitals and
had a right to private practice in 67%
of the cases.”

The estimated annual cost of ad-
ministration in 2010 and 2011 for
state and territory governments was
US$ 1.8 million (at the Aus$ exchange
rate valid on 1 July 2010) for MSOAP-
Core and US$ 1.3 million (at the Aus$
exchange rate valid on 1 July 2010) for
MSOAP-ICD. The total annual cost to
the Commonwealth Government was
around US$ 0.84 million (at the Aus$
exchange rate valid on 1 July 2010).”
Most costs were staff costs.

In July 2012, as a result of the
MSOAP evaluation, a streamlined Rural
Health Outreach Fund was created to
consolidate the funding for outreach
provided by MSOAP-Core, MSOAP-
Ophthalmology and MSOAP-Maternity.
The fund had a value of US$ 28 million
per year (at the Aus$ exchange rate valid
on 2 January 2014) and funding was
separate from that for MSOAP-ICD.
However, as with MSOAP-ICD, the
priorities of the Rural Health Outreach
Fund were aligned with other health-
care priorities (e.g. on chronic disease,
maternal and paediatric health, mental
health and ophthalmology) and a team-
based approach to outreach, which
included a service coordinator, was
adopted.” The principles underlying
the administration of the Rural Health
Outreach Fund are similar to those listed
in Table 1 but place greater emphasis on
performing nationally consistent assess-
ments of needs via fund holders.

In 2012 and 2013, in response to the
growth of fly-in-fly-out work practices
in the mining industry in Australia,
a national parliamentary inquiry was
conducted into the fly-in-fly-out work-
force.* The findings confirmed that out-
reach services were important for rural
health care in Australia, particularly as
a complement to residential services in

primary health care. The inquiry con-
cluded that a comprehensive national
public health policy on outreach was
required to tackle the need for: (i) infra-
structure, such as staff accommodation
and clinical facilities; (ii) streamlined
and supported local coordination;
(iii) realistic funding that takes into ac-
count the true cost of service provision;
and (iv) explicit regional planning that
incorporates the outreach workforce.

Discussion

The two broad aims of national special-
ist outreach policy in Australia are to
support the provision of outreach and
to ensure its sustainability. The specific
policy aims are: (i) to counter strong
market forces that reinforce the central-
ization of specialists; (ii) to ensure that
remote areas are equitably served by out-
reach; (iii) to sustain outreach practice
by ensuring its financial viability; and
(iv) to influence practice by providing
incentives that support the integration
of specialist outreach services with lo-
cal health services and the provision of
professional assistance for local workers.
The policy affects specialists who would
otherwise fund outreach themselves
and who would encounter financial
disincentives to providing outreach in
remote areas and to improving the skills
oflocal workers. Back-filling support for
salaried specialists also fosters outreach
by hospital-based specialists.

The extent to which specialist
outreach services can be provided
independently of national policy - for
example, by specialists or rural health
organizations — has not been explored
systematically. Consequently, the influ-
ence of national policy on the distribu-
tion and practice of outreach has not
been evaluated in comparative studies. It
is likely that the professional autonomy
and personal investment of specialists
will remain important for initiating
and ensuring the continuity of outreach
services.

Current national policy, by default,
encourages the supply of outreach to
areas where there is a legitimate clinical
demand because it does not subsidise
payment for clinical services. However,
although fee-for-service billing arrange-
ments improve the efficiency of outreach
services, providing specialists with a
regular salary or a fixed payment for
clinical services in remote and sparsely
populated areas might help counterbal-
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ance any loss of income due to poor
attendance or low throughput at clinics
in these areas.” Funding for outreach
services is based on proposals from
specialists or health organizations and a
strong assessment framework is needed
to ensure that these proposals address
legitimate needs. The establishment of a
national outreach service register might
help identify where there is an oversup-
ply or undersupply of services. Local
outreach service coordinators can help
reduce costs and improve the efficiency
of services by organizing what can be a
complex array of interrelated outreach
services.” In addition, coordinators can
act as cultural intermediaries who en-
sure that outreach services are accessed
according to need."

Outreach has been described as
a low-cost, health-care option for
resource-constrained countries® but
has also been seen as essential for en-
suring universal access to health care.*
International attempts to replicate Aus-
tralia’s experience with adaptable and
regular outreach have highlighted the
need to take into account local patterns
of illness, the characteristics of the lo-
cal community and the capacity of the
local workforce.* In addition, national
policy must consider: political stabil-
ity; the structure and funding of the
health system; the size of the health-care
workforce; remuneration patterns; local
transportation and options for retriev-
ing patients; and the level of poverty
in the local community. The structure
and funding of the health services in
a country will influence the autonomy
of the workforce and hence the ability
of workforce members to participate
in outreach and their payment for par-
ticipating. Dual-practice health-care
systems, like Australia’s, are common
internationally.” However, the cost of
the outreach policy in Australia is small
relative to the national health budget
and outreach is made possible by the ex-
istence of Medicare.* In countries with
high levels of poverty and high health-
care needs that lack universal health
insurance, outreach policy may be based
on salaried or volunteer workers, a low
level of subsidy or mandatory partici-
pation. Moreover, the implementation
of outreach in resource-constrained
nations may require the support of
partner nations for technical knowledge
and help with equipment, training and
mentorship, monitoring and funding.*
International alliances can work well if
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they address programmes at a systemic
level, engage with local staff and are
responsive to local circumstances.” For
example, the Fred Hollows Foundation
in Australia, a not-for-profit agency,
has promoted outreach internationally
by offering leadership, providing strong
collaboration and focusing on capac-
ity building.” Globally, such alliances
often benefit outreach workers, many of

whom practice under extremely difficult
conditions.”

In Australia, national policy sup-
ports the supply of specialist outreach
services and helps ensure their sustain-
ability while making sure that they are
aligned with national health-care priori-
ties. The policy’s success is underpinned
by interested specialists who, given the
right support, may initiate and sustain

Belinda G O’'Sullivan et al.

outreach. It is essential that outreach
policy be coupled to the systematic as-
sessment of local health-care needs, take
into account local health-care organiza-
tion and funding, and be implemented
in accordance with the interests of the
workforce. W
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Résumé

Adoption, mise en ceuvre et priorisation de la politique de proximité spécialisée en Australie: un point de vue national

['Organisation mondiale de la Santé a approuvé I'utilisation de
services de proximité pour promouvoir: le redéploiement efficace du
personnel des soins de santé; la continuité des soins au niveau local; et
le support professionnel au personnel de santé local et rural. lAustralie
est le seul pays qui possede, depuis I'an 2000, une politique nationale
soutenue de services de proximité afin de subventionner la présence
de médecins spécialistes dans les zones rurales. Cet article décrit
I'adoption, la mise en ceuvre et la priorisation d’une politique nationale
de proximité spécialisée en Australie. l'adoption de cette politique
nationale a fait suite & une longue histoire de services de proximité
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dont la réussite est largement attribuable a l'intérét professionnel et a
l'engagement personnel des professionnels de santé. A lorigine, cette
politique soutenait seulement les nouveaux services de proximité,
mais les préoccupations concernant la durabilité des services existants
ont abouti a l'extension de I'admissibilité au financement a tous
les services spécialisés. Les colts des déplacements, des temps de
déplacement, d’hébergement, du soutien professionnel, de personnel
de remplacement dans les cabinets primaires des médecins spécialistes
et de la location d'équipement ont été subventionnés. Au fil du
temps, l'engagement politique national pour le traitement équitable
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des populations autochtones a entrainé un soutien plus ciblé pour
acheminer les services de médecine mobile dans les zones reculées.
Les priorités actuelles sont: (i) Iétablissement de services de proximité
en équipe; (ii) I'amélioration des compétences des professionnels
locaux; (iii) la réalisation de la coordination locale; et (iv) la conduite
d'une évaluation cohérente des besoins a léchelle nationale. 'absence
de subventions pour le travail clinique des médecins spécialistes peut
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décourager les médecins spécialistes privés de venir soigner dans
les zones éloignées ou le rendement clinique est faible. Pour qulelle
réussisse, la politique de proximité doit s'harmoniser avec les intéréts
des professionnels de santé et soutenir I'autonomie professionnelle. A
[échelle internationale, le développement de politiques de proximité
doit tenir compte du salaire local et des conditions d'exercice des
professionnels de la santé.

Pesiome

anIHﬂTI/Ie, ocyliecTBneHue n onpeaeneHne npnopuTeToB NOINTUKN Bbl€e3AHOIO chnymmsaHma
cneynanncrtamunm B ABCTpanMI/I! HaulOHaJibHaA NepcneKkTBa

BcemupHana opraHmsauma 3npaBooxpaHeHua ogobpuna
MCMOMb30BaHME Bble3HOMO OBCNYKMBaHNA ANA COCOOCTBOBAHNA
abdeKkTMBHOMY NepepacnpefeneHmnio MenLUMHCKMX Kaapos,
NpeemMCTBEHHOCTV OKa3aHWA MegULMHCKOW NMOMOLM Ha MECTHOM
YPOBHE, a Takxe ANA NPodecCcMoHanbHOM NOAAEPKKM MECTHbIX
M CenbCKMX MeAUUMHCKMX pabOTHMKOB. ABCTpanua — 370
eAMHCTBEHHaA CTpaHa, B KoTopon ¢ 2000 roga npoBoagmTCA
HaUMOHaNbHaA MOMUTUKA BbIE3AHOTO OOCNYKMBAHWA C LeNbio
CcybCcnMaNpPOBaHMA Bbie3LHOMO OOCNYXNBAHWA MEANLMUHCKAMY
CneuvanmcTamm CenbCcknx ParioHoB. B JaHHO CTaTbe onvcbhiBaeTcA
NpUHATME, OCYLIeCTBIEHWE U ONpeaeneHne npuopuTeTos B
HaUMOHabHOW NONUTIKE Bble3AHOr0 06CYKMBaHMA CeLancTamm
B ABCTpanuun. HaunoHanbHaa nonntka Geina npuHATa nocne
LNUTENbHOIO Neproaa OCYLLECTBAEHWA BbIE3AHOO OOCTYKMBaHVIA,
ycnex KOTOPOro B 3HauMTeNbHOWM cTeneHu Gbin 0bycnoBneH
NpOodeCcCcMOoHanbHbIM MHTEPECOM U IMYHOWN NMPUBEPKEHHOCTBIO
pPaboTHMKOB. VI3HauanbHO B pamkax MOAUTUKK MOAAEPKKa
OKa3blBanach TOMbKO HOBBIM BIaM Bble3AHOTO OOC/YKMBaHMS, HO
OnaceHVA OTHOCKUTENBHO Pa3BUTUA CyLLECTBYIOLLMX YCNYT NPKBENo
K pacnpocTpaHeHuio NpaBa Ha PUHAHCMPOBaHME BCEX BUAOB YCIyr
cneumanucToB. OCyLecTBNANOCH CyOCHAVPOBaHYIE 3aTpaT Ha NMpoe3f,

BpeMA B MyTW, MPOXKKMBaHKE, NPOdeccMoHanbHoe 00CyKKBaHNE,
BbICBOOOX/AEHVe nepcoHana B NepBUUHbIX yUpeKAeHNAX
NPaKTVKYIOLLMX BPaYel-CnelmanucToB v apeHay obopynoBaHus.
Co BpemMeHeM HalMoHanbHaa NoAUTMYECKaa NPUBEPKeHHOCTb
MPUHLMMNY PaBHOTO OTHOLLEHWA K KOPEHHbIM Hapodam nprisena
K 6bonee afpecHoW NoafaepxKe Bble3AHOro obCNyKMBaHMUA B
OThaNeHHbIX paroHax. B HacTosAllee BpemMa npuoputeTamu
ABnA0TCA: (i) BBeAeHue yCnyr Bble3AHOro o0CnyKMBaHuA
KONNEeKTUBOM Creunannctos; (i) noBbilieHne KBanndukaumm
MeCTHOro nepcoHana; (i) ocyuecTeneHne KoopanHaunm Ha
MeCTHOM ypoBHe 1 (iv) NpoBefeHve NoCNefoBaTeNbHOM OLEHKM
noTpebHOCTeN Ha HalmMoHanbHoM yposHe. OTCyTCTBMe cybcuanii
ONA NOAAEPKKNU KNVHMYECKON paboTbl CneLmnanucToB MoxXeT
NpenATCTBOBaTb NPeAOCTaBAEHNIO YCIYT YaCTHBIMM CrieLancTamm
B OTAANIEHHbIX PANOHAX C HU3KOM KNMHUYECKOW MPOMYCKHOWM
CNocobHOCTbIO. [Ansa obecneyeHrs yCnelwHOCTV MONUTUKY BbIE3[HOTO
00CNYXMBAHMA OHa AO/KHA COMNacoBbIBATLCA C MHTEpEecamu
PabOTHUKOB 1 MOANEPKMBATb NPOPECCUOHANBHYIO aBTOHOMMIO.
Ha MexayHapoaHOM YpOBHE Mpw Pa3BUTUN NOAUTUKM BbIE3AHOMO
00CNYKMBaHUA HEOOXOAMMO YUUTHIBATL YPOBEHb OMNaThl TPYAA Ha
MECTaXx 1 YCJIOBWA MPaKTNYECKON PaboTbl MEAMLIMHCKOrO NepcoHana.

Resumen

La adopcion, implementacion y prioridad de una politica de difusion de especialistas en Australia: una perspectiva nacional

La Organizacién Mundial de la Salud ha aprobado el uso de la difusion
con el objetivo de promover la reasignacién eficiente del personal
sanitario, la continuidad de la atencién a nivel local y el apoyo profesional
para el personal sanitario a nivel local y rural. Australia es el tnico pais
que hamantenido, desde el afio 2000, una politica nacional continuada
en materia de subvencién de la difusion de especialistas médicos en
las zonas rurales. Este articulo describe la adopcién, implementacion
y prioridad de la politica de difusion de especialistas en dicho pafs.
La adopcion de la politica nacional obedecié a un largo historial
de difusién con buenos resultados, impulsado en gran parte por el
interés profesional y el compromiso personal de los trabajadores. En
un principio, la politica apoyaba Unicamente los servicios de difusion
nuevos, pero la preocupacion acerca de la sostenibilidad de los servicios
existentes auspicié una ampliacion de la financiacién a la totalidad de
los servicios especializados. Se subvencionaron los costes y el tiempo de

viaje, el alojamiento, el apoyo profesional, la asistencia al personal en los
consultorios principales de los especialistas y el alquiler de equipos. Con
el tiempo, el compromiso politico nacional respecto al trato equitativo
de los pueblos indigenas se tradujo en un apoyo més especifico
para la difusion en las dreas mas alejadas. Las prioridades actuales
son: (i) establecer servicios periféricos por equipos, (ii) mejorar las
capacidades del personal local, (iii) lograr la coordinacion local y (iv) llevar
a cabo una evaluacion cohesiva de las necesidades a nivel nacional. La
ausencia de subsidios para el trabajo clinico de los especialistas puede
disuadiralos especialistas privados de prestar servicios en zonas remotas,
en las que el rendimiento clinico es bajo. Para resultar satisfactoria, la
politica de difusion debe armonizar los intereses del personal y apoyar la
autonomia profesional. A nivel internacional, el desarrollo de una politica
de divulgacion debe tener en cuenta los salarios y las condiciones locales
de los miembros del personal sanitario.

References

1. de Roodenbeke E, Lucas S, Rouzaut A, Bana F. Outreach services as
a strategy to increase access to health workers in remote and rural
areas (Technical Report No. 2). Geneva: World Health Organization and
International Hospital Federation; 2011. Available from: http://whglibdoc.
who.int/publications/2011/9789241501514_eng.pdf [cited 2013 Aug 30].
2. Increasing access to health workers in remote and rural areas through
improved retention: global policy recommendations. Geneva: World

Health Organization; 2010. Available from: http://whglibdoc.who.int/
publications/2010/9789241564014_eng.pdf [cited 2013 Aug 30].

3. Dolea C, Stormont L, Braichet J-M. Evaluated strategies to increase
attraction and retention of health workers in remote and rural areas. Bull
World Health Organ. 2010;88:379-85. doi: http://dx.doi.org/10.2471/
BLT.09.070607 PMID: 20461133

4. Gruen RL, Weeramanthri TS, Bailie RS. Outreach and improved access

Bull World Health Organ 2014;92:512-519| doi: http://dx.doi.org/10.2471/BLT.13.130385 517



Policy & practice
Specialist outreach policy in Australia

20.

22.

23.

24.

25.

518

to specialist services for indigenous people in remote Australia: the
requirements for sustainability. J Epidemiol Community Health.
2002;56:517-21. doi: http://dx.doi.org/10.1136/jech.56.7.517 PMID:
12080159

Carson PJ. Providing specialist services in Australia across barriers of distance
and culture. World J Surg. 2009;33:1562-7. doi: http://dx.doi.org/10.1007/
500268-009-0088-1 PMID: 19495863

Gruen RL, Bailie RS, Wang Z, Heard S, O'Rourke IC. Specialist outreach

to isolated and disadvantaged communities: a population-based

study. Lancet. 2006;368:130-8. doi: http://dx.doi.org/10.1016/50140-
6736(06)68812-0 PMID: 16829297

Taylor HR, Fox SS, Xie J, Dunn RA, Arnold AL, Keeffe JE. The prevalence of
trachoma in Australia: the National Indigenous Eye Health Survey. Med J
Aust. 2010;192:248-53. PMID: 20201757

Rothstein J, Heazlewood R, Fraser M; Paediatric Outreach Service. Health

of Aboriginal and Torres Strait Islander children in remote far north
Queensland: findings of the Paediatric Outreach Service. Med J Aust.
2007;186:519-21. PMID: 17516899

Tibby D, Corpus R, Walters DL. Establishment of an innovative specialist
cardiac indigenous outreach service in rural and remote Queensland. Heart
Lung Circ. 2010;19:361-6. doi: http://dx.doi.org/10.1016/j.h1c.2010.02.023
PMID: 20381420

Rural, regional and remote health: indicators of health system performance
(Rural Health Series No. 10) [Internet]. Canberra: Australian Institute

of Health and Welfare; 2008. Available from: http://www.aihw.gov.au/
WorkArea/DownloadAsset.aspx?id=6442459852 [cited 2013 Aug 30].

. Margolis SA, Ypinazar VA. Aeromedical retrieval for critical clinical

conditions: 12 years of experience with the Royal Flying Doctor Service,
Queensland, Australia. J Emerg Med. 2009;36:363-8. doi: http://dx.doi.
0rg/10.1016/jjemermed.2008.02.057 PMID: 18814993

Garne DL, Perkins DA, Boreland FT, Lyle DM. Frequent users of the Royal
Flying Doctor Service primary clinic and aeromedical services in remote
New South Wales: a quality study. Med J Aust. 2009;191:602-4. PMID:
20028276

Medical workforce 2011 (National Health Workforce Series No. 3) [Internet].
Canberra: Australian Institute of Health and Welfare; 2013. Available from:
http://www.aihw.gov.au/WorkArea/DownloadAsset.aspx?id=60129542629
[cited 2013 Sep 13].

Cord-Udy N. Remote area indigenous psychiatry: not your usual day at the
office. Australas Psychiatry. 2006;14:295-9. doi: http://dx.doi.org/10.1080/
}.1440-1665.2006.02288.x PMID: 16923042

Rankin SL, Hughes-Anderson W, House AK, Heath DI, Aitken RJ, House

J. Costs of accessing surgical specialists by rural and remote residents.
ANZ J Surg. 2001;71:544-7. doi: http://dx.doi.org/10.1046/j.1440-
1622.2001.02188.x PMID: 11527266

Harris MG. Specialist medical services for rural and remote Australians.
Wollongong: University of Wollongong; 1992.

Alexander C, Fraser J. Medical specialists servicing the New England Health
Area of New South Wales. Aust J Rural Health. 2001;9:34-7. doi: http://
dx.doi.org/10.1046/).1440-1584.2001.00317.x PMID: 11703265

Gorton SM, Buettner PG. Why paediatricians rural out going to the country
but support opportunities for change. J Paediatr Child Health. 2001;37:113-
7. doi: http://dx.doi.org/10.1046/}.1440-1754.2001.00655.x PMID: 11328463
Robinson M, Slaney GM, Jones Gl, Robinson JB. GP proceduralists: ‘the
hidden heart’ of rural and regional health in Australia. Rural Remote Health.
2010;10:1402. PMID: 20722462

Glazebrook RM, Harrison SL. Obstacles and solutions to maintenance of
advanced procedural skills for rural and remote medical practitioners in
Australia. Rural Remote Health. 2006;6:502. PMID: 17107272

. ChengTC, Scott A, Jeon S-H, Kalb G, Humphreys J, Joyce C. What factors

influence the earnings of general practitioners and medical specialists?
Evidence from the medicine in Australia: balancing employment and life
survey. Health Econ. 2012;21:1300-17. doi: http://dx.doi.org/10.1002/
hec.1791 PMID: 21919116

Cheng TC, Joyce CM, Scott A. An empirical analysis of public and private
medical practice in Australia. Health Policy. 2013;111:43-51. doi: http://
dx.doi.org/10.1016/j.healthpol.2013.03.011 PMID: 23602546

Croser JL. Trauma care systems in Australia. Injury. 2003;34:649-51. doi:
http://dx.doi.org/10.1016/50020-1383(03)00157-8 PMID: 12951287
Taylor BL, Biggs WW. Anaesthesia and the flying surgeon service 25 years
on. Br Med J (Clin Res Ed). 1987;294:233-5. doi: http://dx.doi.org/10.1136/
bm;j.294.6566.233 PMID: 3101824

Taylor HR. Trachoma in Australia. Med J Aust. 2001;175:371-2. PMID:
11700815

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

Belinda G O'Sullivan et al.

Broadbent A, McKenzie J. Wagga Wagga specialist outreach palliative
medicine service: a report on the first 12 months of service. Aust J

Rural Health. 2006;14:219-24. doi: http://dx.doi.org/10.1111/j.1440-
1584.2006.00813.x PMID: 17032299

Gadiel D, Ridoutt L, Bune A, Cheang C, Cook K, Thiele D. Evaluation of
outreach models of medical specialist service delivery. Sydney: Human
Capital Alliance International; 2004. Available from: http://www.
humancapitalalliance.com.au/downloads/DH28%20Specialist%20
outreach%20model%20evaluation.PDF [cited 2013 Jul 23].

Turner AW, Mulholland WJ, Taylor HR. Coordination of outreach eye services
in remote Australia. Clin Experiment Ophthalmol. 2011,39:344-9. doi: http://
dx.doi.org/10.1111/j.1442-9071.2010.02474.x PMID: 21105975

The ear, nose and throat surgery workforce in Australia: supply and
requirements 1997-2007 (AMWAC Report 1997.6). Sydney: Australian
Medical Workforce Advisory Committee; 1997. Available from: http://www.
ahwo.gov.au/documents/Publications/1997/The%20ear%20nose%20
and%_20throat%20surgery%20workforce%20in%20Australia.pdf [cited 2013
Sep 131.

The specialist dermatology workforce in Australia: supply, requirements
and projections 1997-2007 (AMWAC Report 1998.1). Sydney: Australian
Medical Workforce Advisory Committee; 1998. Available from: http://
www.ahwo.gov.au/documents/Publications/1998/The%20specialist%20
dermatology%?20workforce%20in%20Australia.pdf [cited 2013 Sep 13].
Evaluation of the Medical Specialist Outreach Assistance Program and

the Visiting Optometrists Scheme — final report. Volume 1 [Internet].
Canberra: Department of Health and Ageing; 2011. Available from: http://
wwuw.ruralhealthaustralia.gov.au/internet/rha/publishing.nsf/Content/
Evaluation_of_the_Medical_Specialist_Outreach_Assistance_Program_
and_the_Visiting_Optometrists_Scheme_Final_Report [cited 2013 Aug 30].
Turner AW, Mulholland W, Taylor HR. Funding models for outreach
ophthalmology services. Clin Experiment Ophthalmol. 2011;39:350-7. doi:
http://dx.doi.org/10.1111/j.1442-9071.2010.02475x PMID: 21105976
Australian Medical Workforce Advisory Committee. Medical workforce
planning in Australia. Aust Health Rev. 2000;23:8-26. PMID: 11256274
Sustainable specialist services: a compendium of requirements (AMWAC
Report 1998.7). North Sydney: Australian Medical Workforce Advisory
Committee; 1998. Available from: http://www.ahwo.gov.au/documents/
Publications/1998/Sustainable%20specialist%20services%20-%20A%20
compendium%200f%20requirements.pdf [cited 2013 Aug 15].

Jones J, Henderson G, Poroch N, Anderson |, Taylor H. A critical history of
indigenous eye health policy-making: towards effective system reform.
Melbourne: Indigenous Eye Health Unit, Melbourne School of Population
Health, University of Melbourne; 2011. Available from: http://iehu.unimelb.
edu.au/?a=459851 [cited 2013 Aug 30].

Cord-Udy N.The Medical Specialist Outreach Assistance Programme in
South Australia. Australas Psychiatry. 2003;11:189-94. doi: http://dx.doi.
0rg/10.1046/}.1039-8562.2003.00532.x PMID: 15715762

Medical Specialist Outreach Assistance Program. Guidelines. Canberra:
Department of Health and Ageing; 2007. Available from: http://www.
dhhs.tas.gov.au/__data/assets/pdf_file/0020/8606/MSOAP_Guidelines_
February_2007.pdf [cited 2013 Aug 19].

Rural Health Outreach Fund. Service delivery standards: rural and

regional health Australia. Canberra: Department of Health and Ageing;
2012. Available from: http://www.checkup.org.au/icms_docs/162955_
STANDARDS_RHOF_Service_Delivery_Standards.pdf [cited 2013 Sep 14].
Medical Specialist Outreach Assistance Program. Indigenous chronic
disease 2009-2013: guidelines. Canberra: Department of Health and
Ageing; 2010. Available from: http://www.health.gov.au/internet/ctg/
publishing.nsf/AttachmentsByTitle/MSOAP-ICD-guidelines.pdf/SFILE/
MSOAP-ICD-guidelines.pdf [cited 2013 Aug 14].

The Australian Statistical Geography Standard (ASGS) Remoteness
Structure [Internet]. Canberra: Australian Bureau of Statistics; 2011.
Available from: http://www.abs.gov.au/websitedbs/d3310114.nsf/home/
remoteness+structure [cited 2013 Aug 29].

Health Policy Analysis. Evaluation of the Medical Specialist Outreach
Assistance Program and the Visiting Optometrists Scheme. Final report,
volume 2 (Community Case Studies V0.2). Canberra: Department of Health
and Ageing; 2011. Available from: http://www.ruralhealthaustralia.gov.
au/internet/rha/publishing.nsf/Content/CA2578FF004C26B7CA257AA1
001ED300/SFile/DoHA-Evaluation_of_MSOAP_and_VOS_final_report_
Volume%202.pdf [cited 2013 Aug 30].

Bull World Health Organ 2014;92:512-519| doi: http://dx.doi.org/10.2471/BLT.13.130385



Belinda G O'Sullivan et al.

42.

43.

44,

45,

Health Policy Analysis. Evaluation of the Medical Specialist Outreach
Assistance Program and the Visiting Optometrists Scheme. Final report,
volume 3. Canberra: Department of Health and Ageing; 2011. Available
from: http://www.ruralhealthaustralia.gov.au/internet/rha/publishing.nsf/
Content/CA2578FF004C26B7CA257AA1001ED300/$File/DoHA-Evaluation_
of _MSOAP_and_VOS_final_report_Volume%202.pdf [cited 2013 Aug 30].
Cancer of the bush or salvation for our cities? Fly-in, fly-out and drive-in,
drive-out workforce practices in regional Australia [Internet]. Canberra:
Parliament of Australia; 2013. Available from: http://www.aph.gov.
au/parliamentary_business/committees/house_of_representatives_
committees?url=ra/fifodido/report.htm [cited 2013 Aug 15].

Finger RP, Kupitz DG, Holz FG, Chandrasekhar S, Balasubramaniam B,
Ramani RV, et al. Regular provision of outreach increases acceptance of
cataract surgery in South India. Trop Med Int Health. 2011;16:1268-75. doi:
http://dx.doi.org/10.1111/j.1365-3156.2011.02835.x PMID: 21718395
Needle RH, Burrows D, Friedman SR, Dorabjee J, Touzé G, Badrieva L, et al.
Effectiveness of community-based outreach in preventing HIV/AIDS among
injecting drug users. Int J Drug Policy. 2005;16:45-57. doi: http://dx.doi.
0rg/10.1016/j.drugpo.2005.02.009

46.

47.

48.

49.

50.

Bull World Health Organ 2014;92:512-519| doi: http://dx.doi.org/10.2471/BLT.13.130385

Policy & practice I
Specialist outreach policy in Australia

Katz IJ, Hoy WE, Kondalsamy-Chennakesavan S, Gerntholtz T, Scheppingen
J,Sharma S, et al. Chronic kidney disease management — what can we learn
from South African and Australian efforts? Blood Purif. 2006;24:115-22. doi:
http://dx.doi.org/10.1159/000089447 PMID: 16361851

Garcia-Prado A, Gonzélez P. Policy and regulatory responses to dual practice
in the health sector. Health Policy. 2007;84:142-52. doi: http://dx.doi.
0rg/10.1016/j.healthpol.2007.03.006 PMID: 17449134

The Commonwealth of Australia. Budget: portfolio budget statements
2013-14 (Budget Related Paper No. 1.10). Human services portfolio.
Canberra: Australian Government; 2013. Available from: http://www.
humanservices.gov.au/spw/corporate/publications-and-resources/
budget/1314/resources/2013-14-dhs-pbs.pdf [cited 2013 Dec 8].

Aveling E-L, Martin G. Realising the transformative potential of healthcare
partnerships: insights from divergent literatures and contrasting cases in
high- and low-income country contexts. Soc Sci Med. 2013;92:74-82. doi:
http://dx.doi.org/10.1016/j.socscimed.2013.05.026 PMID: 23849281

Moran D. 20 years of the Fred Hollows Foundation. Med J Aust.
2012;197:244-5 doi: http://dx.doi.org/10.1016/j.socscimed.2013.05.026
PMID: 23849281

519



	Table 1

