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Abstract

Objective: To explore how four small towns in rural New South Wales known as
the 4Ts are addressing challenges accessing quality care and sustainable health
services through a collaborative approach to workforce planning using the col-
laborative care framework.

Design: Descriptive case study approach.

Setting: The collaborative care project was developed as a result of ongoing part-
nerships between 2 rural Local Health Districts, 2 Primary Health Networks and
a non-governmental health workforce organisation. The collaboration works
with 5 subregions each comprising 2 or more rural communities. This paper fo-
cuses on the 4Ts subregion.

Participants: Stakeholders of the collaborative design including organisations
and the community.

Intervention: A place-based approach to co-designing health services with
community in one sub-region of Western New South Wales.

Main outcome measures: A synthesis of field observations and experiences
of community and jurisdictional partners in implementation of the 4Ts subre-
gional model. Mapping of implementation processes against the collaborative
care framework.

Results: The collaborative care framework is a useful planning and commu-
nity engagement tool to build health workforce literacy and to impact on system
change at the local level. We identify key elements of effectiveness in establish-
ing the 4Ts model, including the need for coordinated health system planning,
better integrating existing resources to deliver services, community engagement,
building health workforce literacy and town-based planning.

Conclusion: This study adds to the body of knowledge about how to successfully
develop a collaborative primary health care workforce model in practice. The

findings demonstrate that the implementation of a collaborative primary health

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in any

medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2021 Commonwealth of Australia. Australian Journal of Rural Health published by John Wiley & Sons Australia, Ltd on behalf of National Rural Health Alliance Ltd.

768 wileyonlinelibrary.com/journal/ajr

Aust J Rural Health. 2021;29:768-778.


www.wileyonlinelibrary.com/journal/ajr
mailto:﻿
https://orcid.org/0000-0002-0418-9280
http://creativecommons.org/licenses/by-nc-nd/4.0/
mailto:rramsden@nswrdn.com.au

RAMSDEN ET AL.

AJRH -ﬁ% %Egaiéealth WI LEYM

care workforce model using the collaborative care framework can improve ser-
vice access and quality, which in turn might facilitate workforce sustainability.

KEYWORDS

1 | INTRODUCTION

Lack of access to quality health care providers is one
of the primary root causes of health inequity globally
and is disproportionately experienced by people living
in remote and rural communities.' Policy-makers face
significant problems in ensuring equitable access to
sustainable primary health care (PHC) services in rural
and remote areas, including the lack of locally available
services, insufficient workforce, inadequate infrastruc-
ture, high costs and long distances.” The problem of
how to provide accessible, sustainable, and appropriate
PHC services is most acute in small rural and remote
communities, where the increased costs and difficul-
ties of workforce recruitment and retention are com-
pounded by the lack of economies of scale associated
with servicing small populations dispersed over vast
distances.’

1.1 | Need for new health
workforce models

A simple but universal truth is that there can be no
health without a workforce.* The health workforce can
be defined as ‘all people engaged in actions whose pri-
mary intent is to enhance health.””?* While it is acknowl-
edged in the evidence that there are multiple innovative
primary care solutions to rural health workforce chal-
lenges,6 definitions of a health workforce model are
scarce and little evidence exists to detail how these have
been successfully implemented in practice to meet the
health requirements of small rural communities.’ In this
paper, we define a health workforce model as a proactive
and creative solution to attract, develop and retain the
skills, capabilities and talent needed to deliver services.’
Workforce models include many elements, which are
tailored to the needs of each community with a strong
focus on diversity and inclusion.” A workforce model
might involve service redesign,® optimising employment
models and models of technology-enhanced practice,
promoting cross-government and cross-sector collabora-
tion,’ training aligned to need to enable the right skills at
the right time,” extending scope of practice® and flexible
resourcing.®

collaborative models of care, community-based development, rural, rural health workforce
framework, rural primary health care

What is already known on this subject:

Rural health workforce models should be de-
signed to:

a. Enable provision of health care and continu-
ity of patient care

b. Be sustainable

c. Attract and retain health professionals

Not all rural communities have the same health
service delivery profile

Alternative models of health workforce service
provision are required in some rural areas to
suit local contexts

Health workforce development is inextricably
linked to workforce recruitment and retention

The workforce must have a critical mass to en-
sure sustainability and retention

What this study adds:

It is important that rural communities are part-
ners in health service model design

The collaborative care approach to improving
primary health care workforce demonstrates
that a community-based development ap-
proach must be married with service expertise
to achieve quality sustainable health care ser-
vices in rural and remote New South Wales

Strengthening health workforce literacy builds
community and sector capability to participate
in a community-based development approach
to modifying or designing a new workforce
model for that community

A community-based development framework in-
tegrates a health workforce planning framework
developed by a range of western New South Wales
stakeholders with a view to using it more broadly

While workforce is one part of the solution,
workforce alone will not make a model that
meets the community's needs
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Health workforce is a critical component of well-
functioning models of care; therefore, workforce plan-
ning must be underpinned by an understanding of the
context and systems in which that workforce operate.® As
Davidson et al® suggest models of care are often histori-
cally based and subsequently not responsive to the chang-
ing needs of contemporary health systems. There is little
evidence about how to develop successful collaborative
PHC workforce models,'® and much of the existing liter-
ature on workforce redesign is based on a single setting,
profession or type of role.'! The challenges associated
with recruitment and retention of rural health profession-
als are enduring, and it has become increasingly clear that
no one model of engaging health professionals will be suc-
cessful in all contexts. Instead, there needs to be a variety
of models that can be tailored to suit the community and
the health professionals.

1.2 | Theories of health
workforce change

There is a dearth of theory relating specifically to health
workforce change initiatives."! Nancarrow et al** describe
learnings from pilot sites of large-scale workforce changes
implemented in Australia, some of which implemented
allied health workforce models. The drivers of the suc-
cessful outcomes of workforce pilots included full engage-
ment at all levels of the change process, local engagement
and ownership, workforce models appropriate for the
context, bottom-up drivers with top-down support, clearly
defined roles and legislative scaffolding. Humphreys et al®
state that successful models are characterised by macro-
scale environmental enablers (supportive health policy,
federal-state relations and community readiness) and 5
essential service requirements (workforce organisation
and supply; funding; governance, management and lead-
ership; linkages; and infrastructure). Segal et al,'? and
Segal and Leach" focus on a needs-based approach that
reflects the complexity of the community, and clinical
population is the only evidence-based approach to health
workforce planning.”'* The authors highlighted a number
of key drivers in health workforce change including the
importance of a practice environment that is responsive
to change, a service system consistent with the delivery of
best practice care, adequate health funding, understand-
ing of a community's health needs and strong clinical
leadership and governance.”'*

Veitch and Battye'>P''* suggest that as well as move-
ment away from ‘the shrunken urban model’ towards
more sustainable rural workforce models that match the
needs of rural communities, community involvement
in service planning has also increased. In this paper, we

propose that in addition to understanding the health
needs of each subregion, a rural health service model
benefits from direct participation by the local people. This
provides a way of facilitating attainment of the change
and ensures a greater understanding of the reason for
the model, which increases the potential to sustain it.
Therefore, there is a strong role for community-based de-
velopment (CBD) in emerging workforce models. While
there are some theoretical examples of rural health work-
force models or frameworks involving community,”'*"?
there are few peer-reviewed articles exploring practical
examples of how to develop workforce models to address
rural workforce shortage or maldistribution using a CBD
approach.’®!” This paper addresses this gap by delineating
a CBD approach to improving health workforce provision
in a hard-to-resource rural setting.

1.3 | Community-based development
(CBD) approach

Community-based development is an approach to imple-
menting local development projects that advocates for
community participation in decision-making and man-
agement and using local knowledge and resources to run
more effective projects.14 Community participation is
widely believed to be beneficial to the development, im-
plementation and evaluation of health services.'® The final
goal of CBD is empowering communities and improving
the quality of their lives. But it is impossible to achieve this
goal without participation and involvement of the com-
munity in particular projects.'’ CBD takes place when
people are empowered with knowledge and the means to
decide their own priorities, improve their capacities and
address their own problems.***

A consideration for CBD initiatives is that in order for
communities to act, they must have the capacity to do
s0.” Baldwin et al'* note that CBD contributes to a com-
munities’ capacity to act and their well-being by increas-
ing resources directed to programs that are important to
the community and might improve efficiency of expendi-
tures. This consists of the human, physical, financial and
social resources available to a given community that can
be mobilised to meet local needs.? Specifically, in a CBD
approach these resources can foster leadership skills and
community engagement at the local level, increase social
networks and trust and expose citizens to the political
process.”? The authors of this paper believe that a fourth
pathway to building community capacity to address health
workforce needs is through fostering health workforce lit-
eracy. Rural Doctors Network (RDN) proposes improving
literacy about health workforce in the community will
support the development and acceptance of innovative
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solutions to health workforce crises such as new models of
care.” This is different to health literacy, which is typically
presented as: ‘the personal characteristics and social re-
sources needed for individuals and communities to access,
understand, appraise and use information and services to
make decisions about health.** The information and ac-
tions in health workforce literacy are not about a particu-
lar health condition but instead aim to improve knowledge
about the health needs of the rural community, options for
addressing these needs, and how to work proactively with
government, key health workforce agencies and other nec-
essary, interacting groups to recruit a new health profes-
sional into a role that is appropriate and sustainable. This
gives community members the tools to be involved in the
health workforce and health system support decisions that
affect them, including understanding the type of health
workforce that is needed to best suit their needs.

1.4 | Bringing the collaborative care
framework together (Appendix 1)

The collaborative care project was developed as a result
of ongoing partnerships between western New South
Wales (NSW), Far Western NSW and Murrumbidgee
Local Health Districts (LHDs), Western NSW and
Murrumbidgee Primary Health Networks (PHNs) and
NSW RDN. While the challenges to partnership working
are substantial, the benefits of collaboration can also be
considerable.*® The collaborative care project draws on
the experiences of small rural communities such as those
described in the 4Ts project and from RDN's 30 plus years
of experience working with rural and remote communi-
ties to undertake town-based health workforce planning
and health access service design. The collaborative care
framework (Appendix 1) is an emerging framework to be
applied and tested as part of this project. It grew out of a
need to bring together and document some of the work-
force planning processes already developed and used by
the collaboration. It has input from all of the partner or-
ganisations based on their experience in the field.

1.5 | Town-based planning for health—
method

Town-based planning is an approach grounded in CBD
principles and used by RDN for many years. This is an
extension of the Easy Entry, Gracious Exit model RDN
created in the 1990s, which has proven to be effective in
attracting and retaining doctors.?” The approach concen-
trated on the continuity of the service rather than the con-
tinuity of the doctor.

Town-based planning recognises that workforce prob-
lems, and the resources available to deal with them, vary
from time to time and community to community. This
means that solutions need to be crafted to respond to the
realities of each town at a particular time. It involves fa-
cilitating town- or region-level PHC workforce consulta-
tions, aggregating local data to provide a solid evidence
base for conversations and problem-solving, and em-
ploying a strong approach to collaboration that engages
stakeholders.

1.6 | The western NSW primary health
workforce planning framework

An additional element to the collaborative care framework
draws on work undertaken with a wide range of stakehold-
ers in western NSW to consider broadly the factors that
contribute to attracting and retaining primary health work-
force in rural areas.” The western NSW primary health
workforce planning framework identifies 6 priority action
areas that highlight that sustainable workforce solutions
require broader consideration than a focus on recruitment
alone. It also relies on attention to factors that influence re-
tention and the partnerships and coordination which when
well-functioning will positively influence sustainable im-
provements. Enablers and quality improvement measures
were also identified as core elements of the framework. It is
useful as a tool to engage stakeholders in discussion about
effective strategies in the rural context and to ensure that
actions are sustainable and linked to an overall direction.

1.7 | Introduction to the 4Ts

The 5 subregions included in the collaborative care project
face challenges in PHC service access and sustainability
and are testing models to support health workforce and
health service delivery. The 4Ts is one of 5 subregions
being supported as part of the project comprising four
small rural and remote communities Tottenham, Trundle,
Tullamore and Trangie in western NSW. The area covered
by the western NSW LHD is one of the largest in NSW cov-
ering 246 676 km?, serving approximately 276 000 people
and containing some of the most vulnerable population in
NSW and Australia.

The 4Ts subregion was selected due to a market failure
leaving a gap in PHC services with flow-on effects to acute
care provision. Communities sought easy access to quality
PHC services including general practitioners (GPs), allied
health, emergency care and pharmaceuticals and felt a full-
time GP in their own town was central to addressing their
health needs. With none of the four towns able to sustain a
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full-time GP, this single vision of how PHC services could
be delivered was a barrier. Other barriers included the fact
that 2 of the towns were too small to sustain a pharmacy
and there was initial community scepticism of the LHD.
Each of these four towns has a multipurpose service
(MPS) with GP clinic space, an emergency department,
limited acute care beds and residential aged care. The
medical services for these LHD facilities have traditionally
been provided by local GPs in private practice who have
visiting medical officer (VMO)' rights to the MPS.
Informed by health needs data, the western NSW LHD has
led the project since mid-2017, using a place-based ap-
proach to co-design services with community with coordi-
nation across providers, disciplines and sectors. The
resulting model was a combination of community consul-
tation and collaboration. Ideas were tested with the com-
munity, butaswell community representatives collaborated
by giving iterative feedback and suggestions as different
activities were implemented that supported the model.

1.8 | The purpose of the paper

The aim of this paper was to report on the findings from
recent work in the 4Ts subregion in relation to imple-
menting the collaborative care framework to inform fu-
ture implementation and scaling.

2 | METHODS

This paper uses a case study approach. Case study re-
search is appropriate when exploring questions that re-
quire a detailed understanding of social or organisational
process,” or studies that seek to answer a ‘how’ or ‘why’
question.” It is an illustrative case study bounded by ac-
tivity over time, within a specific context.** The research
aimed to illuminate and examine the implementation of
processes was not evaluative and did not seek to identify
the impact or outcomes of a CBD approach to building a
health workforce model. It is designed to understand the
implementation processes.

The epistemological orientation adopted was a prag-
matic constructivist approach. Like Yin, Merriam®
asserts that when information is plentiful and concepts
are abstract, it is important to use processes that help
interpret, sort and manage information and that adapt
findings to convey clarity and applicability to the results.
In this way, the authors brought a pragmatic approach
to constructivist inquiry. The researchers explored and

! A visiting medical officer is a medical practitioner in private practice
who also provides medical services in a public hospital.

understood participants' perceptions and interpretations,
and as a result, a subjective and interpretive orientation
flowed throughout the inquiry.*’ This reality was con-
structed through meanings, understandings and interpre-
tations developed socially and experientially.”” The aim
was to provide a rich holistic description to derive knowl-
edge,3°about the implementation of a health workforce
model.

The paper synthesises field observations, which oc-
curred as part of more than 30 visits and meetings in the
four communities to engage and capture feedback from staff
and community partners supporting the implementation
of the 4Ts model between June 2018 and June 2020. This
engagement occurred via a series of open-invitation public
meetings, community group meetings (including one Local
Doctor Support Group), Local Health Advisory Committees
and also workforce interviews. Over 29 written commu-
nication assets were provided to wider community mem-
bers, local government officials and Local Health Advisory
Councils for feedback in the form of community newslet-
ters and flyers, email progress updates and project reports.
The health needs assessment was also conducted within
this time frame using data on community health outcomes,
service activity and patient experience across primary and
acute care in these communities: a mixture of quantitative
desk-based data and community feedback. This desk-based
analysis was then presented back to communities in four
open-invitation community meetings in December 2019
for feedback, review, validation and identification of gaps.
Implementation processes are mapped against the collabo-
rative care framework, which brings together the key steps
in CBD, the western NSW primary health workforce plan-
ning framework and town-based planning processes.

2.1 | Ethics approval
The paper does not report original data, and therefore,
ethics approval was not required.

3 | FINDINGS

The lack of access to GPs in the 4Ts towns and its implica-
tions for the LHD in staffing VMO positions precipitated
the design and testing of a single-employer model whereby
the LHD became involved in the provision of PHC work-
force and services. Early recognition of the need to engage
the community in the process of workforce model devel-
opment and testing meant that project planning and im-
plementation aligned with a CBD approach. At the same
time, it was acknowledged that the complexities of navi-
gating the health system and funding related to health
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care service provision meant that expertise was needed to
enable informed decision-making by the community in
model development, as well as iterative implementation.
An operational working group and a group of subject-
matter experts were bought together at the commence-
ment of the project, which included staff from the western
NSW LHD, the western NSW PHN and RDN and commu-
nity and workforce representatives. Executive support
was also achieved through establishment of a collabora-
tive governance committee, which enabled resources to
be committed for implementation and key issues to be
resolved. RDN's experience in town-based planning for
GP workforce, an approach based on community devel-
opment principles, assisted in informing project imple-
mentation. As a result of this collaboration, an emerging
collaborative care framework was developed, which can
be further tested and applied in other rural communities.
The 4Ts case study is described below through the lens
of this framework highlighting critical characteristics, key
activities and important factors for success at each step.

3.1 | Assessment/Needs

The first area under the collaborative care framework is
identifying issues with health workforce or health ser-
vice delivery that are impacting a community. The west-
ern NSW LHD was aware of workforce issues in the 4Ts
subregion, and RDN had been working in this region for
many years. However, when private general practice ser-
vices closed or left town in all four communities, gaps in
primary care were identified in private practice GP ser-
vices, allied health and pharmacy services. The communi-
ties identified challenges in readily accessing quality PHC
and felt a full-time GP in each separate community would
be central to addressing health needs. LHDs are usually
not involved in general practice service provision, and no
model existed as a basis for the western NSW LHD to de-
sign, implement and fund a single-employer LHD-based
GP model. Leadership and commitment from the LHD to
support the investment of resources into a new and un-
tested way of working were found to be crucial. Further,
it became clear that a new workforce model would not be
successful without building relationships and exchanging
information with the community to reach a common un-
derstanding about the shortfalls of the existing model and
agreement about the potential solutions.

3.2 | Engagement/Goals

The second area of the framework involves work to en-
gage stakeholders, test the initial information collected
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on issues and develop a common understanding of needs,
context and objectives. Early relationships were fostered in
this subregion by members of the western NSW LHD in an
effort to understand the issues and build trust and visibil-
ity. Central to success was that community members were
engaged in regular communication. Engagement with
communities occurred to build health workforce literacy
including an understanding of service delivery implica-
tions and constraints. This enabled the communities to
assess options and make an informed decision to support
a joint approach to address their common challenge of pri-
mary care market failure. Involvement in decision-making
was measured by participation of community members in
regular forums and meetings and translation of decisions
into implementation by the project team. Employment of
a dedicated project manager and strong partnerships with
RDN and the PHN were central to facilitating engagement
with a wide range of local stakeholders. As a result of this
engagement, the western NSW LHD accepted the request
from participating community groups and Local Health
Advisory Councils to provide primary care services and
test a single-employer model with opportunities to part-
ner for additional services. Agreement on project objec-
tives and time frames was achieved, commencing with a
2-year pilot and 3 part-time GP roles to be shared across
the communities. Involvement in decision-making was
measured by participation of community members in
regular forums and meetings and translation of decisions
into implementation by the project team. None of this
could have been achieved without the investment of time
and resources in consultation and communication from
the project team and members of the community. Trust in
the collaboration led to the establishment of a joint health
council committee across the four towns in the second
year of the project.

3.3 | Connect and empower/Planning

The third area of the framework involves detailed plan-
ning fostering collaboration to investigate options and
potential contributions from the different stakeholders.
Collaborative regional governance was established at this
stage through the project governance committee, project
working group and subject-matter expert working par-
ties to strengthen coordination of traditionally private
and public systems. Feedback and user testing was sought
from community stakeholders including Local Health
Advisory Councils and local government officials. In-kind
co-contributions were also secured from project partners
(through expertise and workforce), local government
(through an infrastructure grant) and community groups
(through rental accommodation provision for medical
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staff). It was important to maintain services during this
stage to ensure continuity in community access to services
using locum medical staff until a more regular workforce
could be recruited and retained. An agile project man-
agement approach was decided upon as the model was
new and untested and progression would be iterative.
Good leadership and governance were found to be critical
throughout this stage to facilitate collaboration and to aid
service planning and design.

3.4 | Deliver/Implementation

The fourth area of the framework involves implement-
ing plans, allocating roles and responsibilities for activi-
ties and working together to adapt as ideas are tested and
feedback received. Through the collaborative and iterative
approach, different initiatives were successful in support-
ing the model across the four towns. This included em-
ployment of a practice manager and practice staff and
developing non-standard integrated primary care nurse
roles with an aim to have staff who could work across gen-
eral practice and MPS, facilitating workforce agility and
reduction in duplication of effort. The versatility of staff
in these roles has been essential to the functioning of the
model. There was also change to the subregional manage-
ment structure of the MPS so that a single health service
manager oversees 3 of them.

To find sustainable workforce solutions in the 4Ts,
concepts and ideas were tested including telehealth sup-
port for occasions when doctors could not be on site.
Further, 19 (2) exemptions2 were obtained to allow sites
to claim against the Medicare Benefits Scheme. Experts
in primary care provided advice on key areas of activity
that had been identified such as systems to standardise
practice management, and incremental improvements in
practice operations were implemented to prepare for the
Royal Australian College of General Practice
Accreditation. Other operational milestones included im-
plementation of models of service integration and con-
tracts for GPs and general practice support staff. The agile
and responsive approach has provided the opportunity to
demonstrate small ‘wins,” which has helped to build con-
fidence and trust among the working group and the wider
community. However, change of this nature takes time.
Strategic milestones include a whole-of-government ap-
proach to scope out potential new models of funding and
explore non-standard employment approaches. A new
recruitment package for doctors and a marketing strategy

%Section 19(2) Health Insurance Act 1973 (the Act) prohibits the
payment of Medicare benefits where other government funding is
provided for that service.

tailored to the locations are currently in development.
Strong leadership and good governance structures are
central to these innovations. As with findings in the plan-
ning stage, strong leadership and governance were also
central to delivering these innovations in the implemen-
tation stage.

3.5 | Reflect and learn/Maintenance
During the final stage of the framework, progress is evalu-
ated, positive change is promoted, and longer-term sus-
tainability is planned for. Work in the 4Ts is currently
ongoing in this stage. There are still a wide range of fac-
tors and many areas of activity to consider if solutions are
to be long-lasting. The establishment and strengthening
of PHC services across the 4 towns has laid the foundation
for continued collaboration to improve financial and oper-
ational sustainability with support from the collaborative
care program. A key finding at this point in the 4Ts project
is that investment in key operational resources to support
stakeholder engagement and change management, imple-
mentation and the integration of public and private PHC
models is critical to building viability. There is opportu-
nity to review available funding models in small rural
communities, to broaden the scope and recognition of the
work primary care practice nurses do to support improve-
ment in health outcomes and access to care, and to further
evaluate the project impact over time. Sustainability of the
4Ts model is yet to be realised.

4 | DISCUSSION

The case study describes experiences of PHC provision
in the 4Ts project through the lens of the collaborative
care framework. This framework blends the principles
of CBD with RDN's town planning approach and the
western NSW primary health workforce planning frame-
work. The town-based planning approach provides a
method for implementing the CBD principles to the sub-
regional needs and circumstances, and the western NSW
primary health workforce planning framework identi-
fies key areas of action. This presents a new and effec-
tive way of approaching health workforce planning. The
performance of the framework was assessed in terms of
capacity for implementation. However, there are certain
learnings from operationalising the model that can be ap-
plied more broadly.

Firstly, when working on the issue of primary health
workforce and service provision for a community, there
are a wide range of factors to consider and potential areas
of activity if solutions are to be long-lasting and provide
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more than a short-term response to an immediate need.
Implementing and securing acceptance of new solutions
is difficult unless community is involved in making de-
cisions.'® Central to this approach is an emphasis on
building relationships to effectively engage community
members and service providers to reach a common un-
derstanding of priority issues and to work collaboratively
on solutions. As Davidson et al® point out, models of
care have often developed to bridge service delivery gaps
rather than as a planned strategic response to an iden-
tified local need.** Without engaging the community
in workforce planning to address need, we found that
workforce and service sustainability could not begin to
be realised.

Secondly, the evidence for good leadership and gover-
nance to support a community-based approach is strong.
Effective change leaders can enable broad communica-
tion of the work to mitigate barriers and secure buy-in.*
In fact, heterogeneous organisational behaviour under-
mines the effectiveness of collaboration.*® In the 4Ts
case study, strong leadership provided by the western
NSW LHD ensured that community stakeholders re-
mained engaged over time and continued to build capa-
bility to manage and mitigate challenges. Collaborative
governance arrangements were introduced at the oper-
ational, tactical and strategic levels to ensure all voices,
including government, other partnership agencies and
community had an opportunity to contribute. The gov-
ernance structure is underpinned at each level by in-
formation sharing, collaboration and agreement on the
goals of the model, service planning and design using
local data and service monitoring and evaluation. This
aligns with evidence that successful collaborative gover-
nance structures should be focused on providing oppor-
tunities to debate solutions to local problems, articulate
and resolve tensions between sectors and develop trust
between members through honesty, respect and reflec-
tion on power imbalances.*®

Thirdly, having community as co-drivers of the
locally identified and owned new workforce model
of care in a rural community was a critical factor.
Braithwaite'” notes that acceptance of decisions comes
when people are involved in the decisions and activ-
ities that affect them, but they resist when change is
imposed by others. Further, Reeve et al'® suggest the
critical factor enabling health service change is the
alignment of a strong local community and health
service vision with the goals underpinning state and
Commonwealth government health policies. In the
4Ts, little could be achieved without the joint commit-
ment from government, relevant health service and
workforce organisations and community. This supports
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Reeve et al,” who suggest the critical factor enabling
health service change is the alignment of a strong local
community and health service vision with the goals
underpinning state and Commonwealth government
health policies. This required considerable early work
with community to develop health workforce literacy
to ensure understanding of system constraints and op-
portunities at state and federal levels. This is important
because health systems function to either support or
disincentivise the recruitment and retention of health
professionals. Health workforce literacy is a process
through which individuals and communities become
aware of issues and inequities, participate in critical
dialogue and become involved in decision-making and
action for health.* It created a level-playing field for
engagement, debate and ownership of the new model
of care. We argue that health workforce literacy shows
an affinity with the goals and processes of community
development. Health workforce literacy requires a cog-
nitive skillset that exists at the community level and
that is oriented towards social and political action on
workforce factors and understanding affecting health
in a community. This has important implications for
effective ways of working towards change in rural com-
munities and supports the use of a CBD approach that
fosters collaboration and engagement.

Finally, the 4Ts case study gives us insights into the
potential for replicability, scalability and sustainabil-
ity of this approach. Those involved in supporting the
4Ts implementation feel that it is scalable if resourced
and well supported. The collaborative care framework
enables the model to be replicated in other commu-
nities or subregions by providing principles and pro-
cesses for guiding action. Modifications can be made
to suit the specific community needs. There is flexibil-
ity to work within the guiding steps. This is important
as Braithwaite'® points out that ‘one-size-fits-all’ tem-
plates of change, represented by standardisation and
generic strategies, too often fail when applied elsewhere
due to the fact that meaningful improvement is centred
on local and natural networks. The 4Ts model is in its
second year; however, sustainability is not yet guaran-
teed. It is considered to be dependent on the funding
model and ability to optimise revenue streams within
current constraints including limitations of 19.2 items.
However, some aspects of the approach are linked to
sustainability such as being community driven with top-
down support to underpin change, engagement, build-
ing trust derived from genuine collaboration, reduced
duplication of effort across communities, the reconcili-
ation of divergent goals and a search for mutual value.*’
While there is a recognised gap in the peer-reviewed

1,16
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literature about how to co-design and collaborate well,!’
this approach has helped to achieve sustainable social
impact.*®

4.1 | Limitations/further research

The use of an illustrative case study has offered the
opportunity to examine in detail the processes used
in developing each of the characteristics of the CBD
approach. While Ebneyamini et al* suggest the case
study is one of the most powerful methods used by re-
searchers to realise both practical and theoretical aims,
other researchers suggest that a case study approach
has limitations. It can be difficult to replicate,”® and
hence is not generalisable,41 and the volume of data
can impact on the depth of analysis.***° Using multiple
sources of data in a case study,* including observation
and interview or using multiple case studies enables
the research to explore differences within and between
cases.*?

A major limitation is that this project is still in prog-
ress and the outcomes of the model and community sat-
isfaction with services in the longer term are not known.
Over time, we might demonstrate the effectiveness of the
collaborative care framework in guiding health workforce
change. While the framework was very useful in guiding
the necessary steps and processes with the 4Ts commu-
nity, it is still to be tested with other communities or sub-
regions. The tools for monitoring and evaluating impact
beyond process measures are still in development, which
will inform our understanding of what has been effective
and guide further developments.

5 | CONCLUSION

The implementation of a new model of care is a complex
process, and broad principles of change management
apply. The 4Ts case study used a CBD framework to en-
gage community in building appropriate and accessible
PHC in communities seeking to address health service
gaps in line with local needs. Understanding how this in-
novative PHC workforce model suited to the local context
evolved, and the factors instrumental in bringing it about,
provided important insights into the requirements for ef-
fective health service change and sustainability for other
small, rural communities. The findings demonstrate that
a collaborative PHC workforce model might improve
service access and quality, which in turn might facilitate
workforce sustainability and enable broader application
in the future.
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