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EXECUTIVE SUMMARY
In June 2013 Bond University’s Faculty of Health Sciences and Medicine was contracted by
the National Rural Health Alliance to undertake an evaluation of the Rural Health Continuing
Education Stream 2 (RHCE2) program over six months.

The purpose of the evaluation was to provide NRHA and the (then) Department of Health
and Ageing with information regarding the effectiveness, efficiency and value for money of
the program. As well as its relevance, value, and impact on the recruitment and retention of
the rural and remote health workforce in improving access to CPD and addressing issues
impacting on qualified, practising health professionals in rural and remote areas of Australia.

The methodology included a desktop review, an audit of program recipients and
government reports, the development of 10 case studies, an electronic survey of program
recipients and of NRHA member bodies, interviews with key stakeholders, a collation and
analysis of the materials and a written report. Over 91 stakeholders have had input into this
evaluation.

The findings from this evaluation are extremely pleasing. The RHCE2 Program is extremely
well managed by the NRHA staff who are viewed as flexible, extremely efficient and
available to provide guidance and advice. The Program Manager in particular was identified
as outstanding in her role and should be congratulated for her work and commitment. The
assessment of applications process is very structured, equitable and transparent. The
program was seen by respondents as strongly meeting its aims and objectives, greatly
assisting in the education of health professionals in rural and remote areas, and contributing
to their professional development needs, particularly of those in RA 3-5 areas. The program
was seen as effective, efficient and great value for money for the amount the funds spent.
However there is significant demand for the program funds with 627 applications for 73
funded projects, which leave many meritorious applications unfunded, and many credible
professional development opportunities missed.

While it partly meets a gap, a widening

gap exists as do opportunities for collaboration and innovation.

The RHCE2 Program was perceived by respondents as improving the recruitment and
retention of the rural and remote workforce, and many credible projects have national
applicability. However it was unclear how these projects would be picked up by other rural
6

and remote organisations apart from limited information on the RHCE2 website as there was
no specific funding to promote these outcomes, nor anyone specifically coordinating this
work. Also the way in which the funding is structured does not allow for innovative projects
that might have collaborative opportunities and run across several years (for the
development, piloting, implementation and evaluation) are being missed. The 10 case
studies enabled a deeper look at the projects being conducted and it was clear that there
were some great projects doing well in filling the gap on very limited budgets.

The greatest weaknesses of the program were the amount of funds allocated, the one year
timeframe on the funding granted, the marketing of the program and the reporting process
timelines. Member organisations strongly disagreed that the funding was sufficient or
sustainable; hence it does not meet the current professional development needs of the rural
and remote health workforce. More evidence of the current gaps and workforce needs of
rural and remote professionals are also required. It was clear that double the funding could
easily be used on very credible professional development programs that are currently
missing out. This is in line with the recent findings of the Mason Review1, which
recommended expanding the program and linking it to other training initiatives.
Additionally, the structure of the program offering only one year funding excludes those
very credible, larger, collaborative projects that can offer longer term sustainability and a
wider reach. The marketing of the program was another weakness identified throughout,
though there is no specific funding allocated to the marketing. Additionally, there appears
little point in increasing the marketing of the program when the demand grossly outstrips
supply.

It is apparent that the RHCE2 Program punches well above its weight for the funding
allocated and that the NRHA is doing an excellent job in managing the processes. However
there is significant need and demand for expansion of the RHCE2 program, with some
improvements. Therefore the following recommendations are made to do so. We wish the
NRHA every success in continuing the excellent work it is doing in contributing to the
professional development of the rural and remote workforce.

1

Mason J, 2013, Review of Australian Government Health Workforce Programs, Australian

Government Department of Health and Ageing, Canberra.
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Recommendations
1. Continuation – The work undertaken by the RHCE2 program should be continued to
help meet the gap in the continuing professional development needs of the rural
and remote health workforce.
a. This could be achieved through further rounds of RHCE2 - or through other
options if preferred, as long as the targeting (i.e. to more remote areas, for
inter-professional CPD, focusing on selected primary care professionals) is
retained.
2. Funding – As soon as possible the RHCE2 program should be expanded to better
meet the CPD needs and demands of rural and remote health professionals. An
expanded program should:
a. focus on allied health professionals, new emerging professions and
Aboriginal Health Workers in particular;
b. focus on health professionals working in more remote areas (ASGC-RA 3-5);
c. consider offering grant writing workshops specifically for those who have
difficulty in writing submissions;
d. give some priority to organisations which work in a genuine multidisciplinary
fashion;
e. prioritise projects that are innovative, multidisciplinary, and/or have
national reach;
f. prioritise projects that build workforce capacity in aged care, palliative care,
disability care and mental health; and
g. offer two rounds of funding per annum.
3. Evidence from Rounds 1-5 suggests that there would be no drop-off in the quality of
programs funded if the quantum of grant funds available under RHCE2 was double
what is currently available. This would reflect the seriousness of current deficits in
access to CPD for the target groups.
4. Consideration should be given to reviewing the structure of future funding to enable
meritorious projects to be undertaken over a period of 3-5 years at a number of
sites. This extended period should be available to:
a. a limited number of projects that have national applicability;
b. projects that can demonstrate collaboration with multiple organisations;
c. projects in excess of the current $60,000 limit; and
8

d. projects with the capacity to result in sustainable improvements in a
region's health workforce.
5. Reporting – An ‘achievements reporting’ process should be considered by the entity
managing RHCE2 for future reports to government, through the Grants Services
Division. This should include narratives about significant project outcomes.
6. The current three-monthly government reporting process should be replaced with a
six-monthly reporting cycle in the next round.
7. Marketing – The processes for informing potential applicants about the program
should be reviewed to ensure that as many as possible of those interested and
eligible have information regarding funding rounds.
8. UDRH Collaboration – The program administrator (currently the NRHA) should
investigate opportunities for grant holders to work collaboratively with University
Departments of Rural Health. This should include as to whether the UDRH(s) can
assist with a project's ongoing sustainability.
9. National applicability – The program administrator should be resourced to identify
projects funded through RHCE2 that have applicability across disciplines, or
transferability to other jurisdictions, and seek to link these projects in a structured
way.
10. Linking – The NRHA should make efforts to link RHCE2 projects with other relevant
programs in the field of rural health training, including Health Workforce Australia's
project exploring Rural Generalism for Allied Health Professionals. RHCE2 must
continue to provide for the training (including CPD) needs of health practitioners
working in rural multi-disciplinary teams.
11. Research – Whether or not it continues to manage RHCE2, the NRHA should work
with Health Workforce Australia to identify and quantify more of the continuing
professional development needs of the rural and remote health workforce.
12. Administration issues – A template for program recipient reporting should be
developed for RHCE2 to enable more consistent reporting processes. This should
include what follow-up occurred; the predicted and actual number of participants
who undertook the CPD; and the topic areas covered.
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1.

Introduction

In May 2013 Bond University’s Faculty of Health Sciences and Medicine was contracted by
the National Rural Health Alliance to undertake an evaluation of the Rural Health Continuing
Education Stream 2 (RHCE2) program. The evaluation commenced in June 2013 and was
completed in December 2013.

The purpose of the evaluation was to provide NRHA and the Department of Health and
Ageing with information regarding the effectiveness, efficiency and value for money of the
program. As well as its relevance, value, and impact on the recruitment and retention of the
rural and remote health workforce in improving access to CPD and addressing issues
impacting on qualified, practising health professionals in rural and remote areas of Australia.

1.1

About the RHCE2 program

The RHCE2 program is one of the Australian Governments measures to support health
professionals in rural and remote Australia in accessing and participating in continuing
education and training support. It is funded by the Commonwealth Government through
the (now) Department of Health. In the 2009-10 budget the 2010-2013 Rural Health
Continuing Education Sub-program (RHCE) was announced, which provides access to
professional training and support in rural and remote areas. RHCE Steam One funding is for
medical specialists. RHCE Stream Two funding is for allied health professionals, nurses,
midwives, general practitioners, overseas trained doctors and Aboriginal and Torres Strait
Islander Health Workers. The NRHA only administers Stream 2 funding.
The aim of RHCE2 is to:


support cost-effective continuing professional development in rural and remote
areas, with an emphasis on inter-professional and multidisciplinary learning;



encourage increased collaboration between stakeholders;



improve the capacity of individuals to work in inter-professional health care teams;



support health professionals retention in rural and remote areas; and



build networks among colleges, trainers and health professionals.

Priority is given to proposed activities in more remote, or more difficult to access areas, in
particular those:


focusing on inter-professional learning and multi-disciplinary teams;
10



undertaken collaboratively by professional organisations or groups of individuals;



to be delivered in the participants' local areas and/or working environments; and



incorporating follow-up elements to improve the ongoing viability and sustainability
of project activities and outcomes.

The program comprises of two main elements:
1. Project grants to support grant applicants to develop or deliver Continuing
Professional Development (CPD), Continuing Professional Education (CPE),
Interprofessional Learning (IPL) and orientation programs and activities and help
build stakeholder capacity to deliver suitable programs; and
2. Grants to eligible groups of health professionals or their organisations to access CPD,
CPE, IPL and orientation programs.

The total grant funds available during 2009 - 2013 were $3,173,637.50 (GST exclusive),
which were allocated over four rounds (** see Table 3.3). The Department of Health and
Ageing approved an additional year of funding following recommendations from the Mason
Review. The tender process for this evaluation was in progress prior to the announcement of
the extension of the program to December 2014 being announced. (Note: this evaluation
only covers Rounds 1-4).
There were three grant categories:
1. up to $60,000 for organisations developing and delivering CPD for which there is a
demonstrated need in rural and remote areas;
2. up to $40,000 for organisations developing CPD; and
3. up to $6,000 for individuals or multidisciplinary groups accessing CPD.

Applications are advertised through the 33 NRHA member bodies, to the 73 key
stakeholders and peak bodies and newsletters, using a structured electronic application
process via the RHCE2 website. Applicants had 6 weeks to submit their applications.

There have been four rounds of funding during 2010-2013, each with different priorities.
The most recent round priorities were:


training and support for health professional in more remote areas (RA 3-5);



funding gaps in existing arrangements and supporting initiatives that are
demonstrated by evidence- based research as needing urgent intervention;
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providing IPL or multidisciplinary team activities;



those activities based in the participant’s local organisations;



those where follow-up elements to improve ongoing support for participants and
sustainability of outcomes when RHCE2 funding is finished;



as well as consideration of projects that were pilots/trials in previous RHCE2 funding
rounds, which need additional financial support to extend their activities and scope,
or develop additional resources (not previously funded) to ensure their ongoing
viability, transferability and sustainability.
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2.

Methodology

The methodology used to undertake this program evaluation consisted of seven steps:
Step 1 – A desktop review of relevant materials
Step 2 – An audit of recipient’s reports
Step 3 – Development of 10 case studies
Step 4 – Survey of program grant recipients
Survey of membership organisations under NRHA
Step 5 – Interviews with key stakeholders
Step 6 – Collation and analysis of data materials
Step 7 – Write up of draft and final reports.

Step 1. Desktop review
On commencement of the consultancy the RHCE2 Program Manager provided the consulting
team with a comprehensive set of documentation. This included:


Funding application processes, forms and information for applicants;



Submission assessment processes;



Individual Project Overviews and reports for all 73 projects;



An overview spread sheet across all projects showing funding, project summary, and
report status;



The progress and final reports to RHCE2 from all individual projects. (Several Round
4 final reports were not available as they were due for submission during the 3
month period October – December 2013);



RHCE2 progress and final reports to DoHA from December 2010 to June 2013;



RHCE2 stakeholder feedback survey data;



Other relevant information;



Relevant websites and other materials were also identified and sourced.

Step 2. Audit
The consultancy team met in early July 2013 and discussed what data would be required for
the audit. In order to triangulate audit data with the interviews and surveys, audit
information in the following categories was identified:
Descriptive: rounds, funding amounts, project type, organisation type,
Target Groups: health professional target groups, numbers, locations,
Activities: activity type, delivery mode, topic areas covered.
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These data were then collected via a review of the individual project reports, website
information and overview spread sheets. Commencing with round 1, each project was
individually reviewed under the headings cited above. Tallies across all projects were then
collated and simple frequency tables were produced. These have been documented in the
audit report – Refer Chapter 3.1 Audit Results.

Step 3. Case Studies
Ten case studies were undertaken. Cases were identified in consultation with the RHCE2
Program Manager as those being of a representative sample across funding rounds, funding
allocations, locations and organisations. Telephone interviews (n=10) were conducted with
the project manager of each project and a descriptive one page summary was then written
using report material and interview data – refer cases studies – APPENDIX 1. 10 Great RHCE2
Stories.

Step 4. Survey of program grant recipients and NRHA membership organisations
Two surveys were developed during July 2013 – a survey of program recipients and a survey
of NRHA member organisations.
a.

The survey of program grant recipients – was developed asking the 72 program
recipients 34 questions on a five point Likert scale. The questions asked were about
the application process, the eligibility and selection criteria, marketing, follow-up,
management of the program, as well as their estimates of the contribution of the
program to the education and retention of the rural and remote workforce. Refer
Appendix 2: Recipient Survey questions.
The survey was loaded onto the electronic platform Survey Monkey and was
released on 9th August 2013. The RHCE2 Program Manager sent out the notification
and link to recipients and a reminder was sent at the end of August and was closed
off on 8th October 2013. There were 59 respondents – an 82% response rate, which
was pleasing. A free text comments section was included and these comments were
common themed and reported in the results section of this report. Refer Chapter
3.3.

b. The survey of member organisations – was developed asking the 33 member
organisation representatives 14 questions about the overall program, on a five point
Likert scale. This was done in order to engage general awareness of the member
bodies. The questions asked were to gauge their perceptions about the RHCE2
14

programs administration, marketing, sustainability, value for money, its contribution
to the rural and remote workforce and areas for improvement. The request was
sent out to all member body representatives via email from the RHCE2 Program
Manager on 10th August 2013 with a reminder being sent on 19th September, it was
closed off on 8th October. There were only 10 respondents – a 30.3% response rate,
which was lower than expected.
Both surveys were collated and analysed and separate reports were written which were
then combined to form the results and discussion sections of this report.

Step 5. Interviews with stakeholders
During July and September semi structured interviews (n=13) took place either face to face
or via telephone with key stakeholders – funders, program assessors, RHCE2 staff and
management, program recipients and those who were unsuccessful.

The information

gained from the interviews was collated and common themes developed around similar
issues identified in the surveys. A daily record of key findings was kept to guide the
reporting process. Saturation was reached early in the interviewing process and it was
decided with such a good response rate from the recipient survey that more interviews
would not be required.

Step 6. Collation and analysis of materials
The data from the five sources were collated separately into individual reports. The three
consultants met to discuss the findings, and to measure the success of the program against
its objectives; as well as to discuss the reporting process and the recommendations to come
from the report. The reports from the two electronic surveys and the interviews were
triangulated and synthesized and common features, e.g. strengths, were aligned in the
results section of this report. Qualitative data was common themed and reported in
relevant segments. The findings from the audit were synthesized into the findings but are
reported separately in the results section. The case studies are reported separately as they
may be useful for the RHCE2 marketing purposes.

Step 7. Report writing
A draft report was then developed and submitted to the NRHA reference group for
comment in mid-November 2013. Their feedback was then incorporated into this final
report.

15

Limitations
The audit could only report on the data provided by project reports. Round 4 projects were
still submitting final reports, so some were incomplete. Individual progress and final project
reports to RHCE2 did not follow a consistent format. Projects are required to report against
deliverables addressing whether the project’s aims and objectives were achieved, their
timeframes and what activities were conducted as well as address the financial reporting
requirements. Reports submitted ranged from 1-2 page table formats to comprehensive
reports with detailed internal analysis. Participation numbers data, particularly actual versus
predicted and the breakdown of health professional groupings was not consistently
reported and was therefore difficult to tabulate.

16

3. Results
This chapter reports on the findings of the evaluation. It includes:
3.1 The audit
3.2 The program recipients survey results
3.3 The NRHA member bodies survey results
3.4 The interview results

The purpose of this evaluation was to determine the effectiveness, efficiency and value for
money of the program in improving access to CPD, as well as its relevance and value to the
rural and remote health workforce.

3.1

Audit results

3.1.1 Number of Funded Projects
Table 3.1 describes the number of funded projects from 2010-13.
Table 3.1: Funded Project Numbers
Founding Round

Funding Round Dates

Number of projects

Round 1

June-August 2010

18

Round 2

June-August 2011

26

Round 3

January-March 2012

16

Round 4

June-August 2012

13

Total number of projects

73

3.1.2 Funding Categories
Table 3.2 indicates the number of projects by funding allocation amounts.
Table 3.2: Funding categories
$ (ex GST) Funding

Number of projects

over $60,000

7

$40 - 60,000

24

$6 - 40,000

20

up to $6,000

22

The RHCE2’s website classifies the allocated funding under the following 3 categories:
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accessing continuing professional development programs;



developing continuing professional development programs



developing and providing continuing professional development programs

Table 3.3 shows the funding allocation amounts across those 3 categories and by round.

Table 3.3: Actual Funding Allocation by Rounds and Activity Category
$ (excluding GST) per Funding Round per Category
Round No

ACCESSING

Round 1

32,827

Round 2

39,555

Round 3

69,198

Round 4

20,237

Totals

161,817

DEVELOPING

DEVELOPING and PROVIDING

Totals

658,449

691,276

592,927

731,914

458,294

527,492

109,078

218,364

347,679

208,464

1,928,034

2,298,361

99,386

Actual Total Funding Allocated = $2,298,361 (GST excl)**
(due to withdrawal or cancellation of projects, unexpended funds rolled over to Round 5)
Some observations:


The majority (83%) of the $2.3million funding is allocated to organisations that were
both developing and providing continuing professional development programs.



The number of projects were fairly evenly spread across the under $6,000, the $640,000 and the $40,000-60,000 groups with fewer over $60,000 projects funded.



Many in the $40,000-60,000 group were exactly $60,000 and similarly for the under
$6,000 group, many projects were exactly $6,000 (ex GST).



Several organisations received more than one funding allocation from RHCE2. These
include:


RHEF - Round 1 $80,000 and Round 2 $58,000



Centre for Remote Health, Flinders University – Round 1 $74,000;
Round 2 $48,000; Round 3 $11,000 and $30,000; Round 4 $60,000



James Cook University – Round 4 $50,000; Round 2 $46,000; Round 3 $40,000



Australian Lung Foundation – Round 2 $47,000; Round 4 $54,000



Tasmanian Department of Health & Human Services – Round 1 $8,000; Round 2
$29,000; Round 4 $4,000.
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3.1.3 Organisation Type
RHCE2 project funding was granted to:


3 individuals (to access continuing professional development program/conference);



56 single organisations (Table 3.4);



14 collaborations of organisations (Table 3.5).

Table 3.4: Types of Single Organisations Receiving Funding
Single Organisation Types

Number of projects (n=55)

university

9

specialty college

3

health service

24

professional association

11

other education provider e.g. RHEF, RWAV,
Medicare Local, TAFE

8

Table 3.5: Types of Collaboration Receiving Funding
Collaboration Types

Number of projects
(n=14)

university & health service

5

university & health service & professional association &
elders

2

university & health service & local government & private
provider

1

university & health service & research institute

1

health service & research institute

1

other

4

3.1.4 ASGC-RA Classification
As specified in RHCE2 June 2103 Progress Report to the Department of Health and Ageing
(DoHA), the ASGC-RA locations are spread across RA2,3,4,5 with the majority of projects
occurring in RA3 locations (Table 6). One of the stated priorities for RHCE2 applications was
for projects providing training and support for health professionals in more remote areas
(that is RA3-5). The focus on RA3 locations is encouraging; however it would be desirable to
see a shift away from projects in RA2 locations and a greater emphasis on RA4-5 projects.
19

This however may be due to very few organisations located in RA4-5 areas applying for
grants in any rounds as well as the quality of their applications.

Table 3.6: Distribution of Projects across ASGC-RA Locations
ASGC-RA

Number of projects

RA2

7

RA3

15

RA4

7

RA5

4

RA1-5

1

RA2-5

15

RA3-5

3

RA2-3

10

RA2-4

1

RA3-4

5

RA4-5

5

The projects were fairly evenly distributed across the states/territories with a justifiable
greater emphasis across the Northern Territory and Queensland; as well as those from
higher population states – New South Wales and Victoria (Table 3.7). A higher number of
projects with national application should be encouraged.

Table 3.7: Distribution of Projects by State/Territory
State/Territory

Number of projects
(n=73)

National

7

QLD

15

VIC

12

NSW

11

NT

11

SA

8

WA

6

TAS

3

ACT

0
20

3.1.5 Health Professional Target Groups
Half of the projects (n=36) were targeting single professional groups, with more than half
going to allied health professionals (Table 3.8). The remaining 37 projects targeted more
than one discipline, with the majority of cross discipline projects targeting nurses and
Aboriginal Health Workers (Table 3.9).

Table 3.8: Project Allocation to Individual Health Professional Groups
Health professional group

Number of projects (n=36 of 73)

Allied Health Professionals (AHP)
(classified as a single professional group)

18

Aboriginal Health Workers (AHW)

9

Nurses/Midwives

7

Dental health practitioners

2

Table 3.9: Project Allocation to Several Health Professional Groups
Health professional groups

Number of projects (n=36)

GPs & OTDs

2

GPs & Nurses

3

GPs & Nurses & AHPs

3

Nurses & AHPs

2

AHWs & Nurses

1

AHWs & AHPs

3

AHWs & Nurses & AHPs

3

AHWs & Nurses & GPs

3

All – AHWs, AHPs, Nurses, GPs, OTDs
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3.1.6 Health Professional Numbers Participating in Activities
3.1.6.1

Predicted Numbers Participating

In their submission, applicants were required to predict the number of participants their
project would reach. This information is provided on the RHCE2 website. Table 3.10
indicates that information by funding round. The ‘very high’ predicted target numbers of
some projects are noted.
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Table 3.10: Predicted Participant Numbers

3.1.6.2

Round
Number

Predicted Number of Participants

Targets include:

Round 1

14,469

RHEF - 9,600
ACRRM - 2,700

Round 2

5,747

College of Nursing – 2,950
RHEF – 1,450

Round 3

10,380

Bendigo Health – 7,739

Round 4

1,193

Actual Numbers Participating

These data were difficult to assess, as many project reports did not use the provided
proforma for reporting (which is not mandatory), and therefore did not specify actual
numbers participating nor did they state the breakdown or numbers by health professional
group. Many Round 4 projects were also not completed and final reports were not
submitted at the time of the audit. Predicted numbers for many of the online/web based
projects were high and actual data has been difficult to collect. The RHEF (ID410) has
provided impact evaluation which does attempt to quantify program response from viewing
data and website activity and provides numbers using a sampling formula2.

Of the 49 projects that provided actual numbers, half (n=25) were below the predicted
target, several of which were only just under target.

Table 3.11: Actual Versus Predicted Numbers
Actual Vs Predicted numbers

Number of Projects (n=49)

On target

14

Above target

10

Below target

25

3.1.7 Professional Development Activity Type
Project applicants were required to specify the professional development activity type.
These are listed on the project summaries on the RHCE2 website and totals are provided in
2

Refer to RHEF Project ID 410 Final Report to RHCE2 (July 2011).
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Table 3.12. Many projects were CPD/CPE projects whilst also focussing on IPL and/or
multidisciplinary team training hence recorded in both sections of Table 3.12.

Table 3.12: Project Activity Type
Activity Types

Number of Projects (n=116)

CPD / CPE

54

IPL

36

Multidisciplinary team training

23

Orientation

3

3.1.8 Inclusion of Follow-up Elements
Whilst RHCE2 required follow-up provisions to be stated in the application process, few
projects reported these in their final project reports. Of those projects who did:


24 specified developing a network and/or support group;



at least 13 had online materials;



at least 12 provided follow up workbooks, manuals or handbooks;



5 provided ongoing courses; and



5 provided ‘other’ methods such as a post course interview, workplace assessment.

3.1.9 Delivery Mode
Project reports and summary data were reviewed to find the delivery mode for project
activities (Table 3.13). Face to face workshops over several days were the most often used
delivery mode (n=29), followed closely by single session or single day workshops (n=24) and
online (n=19), some used multiple delivery modes.
Table 3.13: Project Delivery Modes
Delivery Mode

Number of projects (n=79)

Workshop/course - several days

29

Workshop/course - single session/day

24

Online

19

Tertiary course (university, TAFE)

2

Other e.g. satellite network, SDL package

5

23

3.1.10

Location of Activities

An assessment was made of project data regarding the location of the continuing
professional development activities. Half of the projects were delivered in the participant’s
local area which was RHCE2’s priority, hence only a small number of projects required
significant participant travel and these were mostly to national conferences. Some used
several locations, see Table 3.14.

Table 3.14: Project Locations
Delivery Mode

Number of projects (n=76)

Online

20

Participants workplace

9

Within Local Area (LHHN)

38

Major city within state/territory

6

Outside state/territory

3

3.1.11

Training Base for the Activities

In the application process RHCE2 requested information relating to the basis of the training
activities. This has not always been reported against in final reports or project summary
data. If specified, the basis for each project’s training activity was collated. However this is
not an accurate assessment as many new resources/courses may be accredited CPD
programs.
Table 3.15: Training Base of Project Activities
Project Training Base

3.1.12

Number of projects (n=65)

National competency standards

2

National training programs/packages

21

Accredited CPD/CPE programs

11

Recognised by peak bodies for CPD/CPE points

17

Other - including tertiary courses, conferences,
development of new resource

14

Topic Areas Covered

It was difficult to assess these data to obtain a definitive CPD/CPE topic area covered by
each project. Several projects covered aspects of chronic disease; many were Indigenous
health projects whilst also focussing on a specific health area as well as providing clinical
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training; for example: screening and managing diabetes foot health in Indigenous
communities. Hence they fit into two categories below in Table 3.16, which provides some
indication of topic trends using the topic headings listed by RHCE2 in the Round 4
Application Guidelines.

Table 3.16: Project Topics
Topic Areas

Number of areas (n=102)

Indigenous health

24

Mental health

6

Chronic disease

5

Aged care

3

Injury prevention

3

Preventive health

3

Emergency medicine

2

Maternity/obstetrics

2

Others (not listed)
Oral health
Sexual health
Alcohol and other drugs
Eye health
Farm health & safety
Palliative care

5
4
2
1
1
1

Cultural awareness and safety

3

Orientation to rural and remote practice

2

Practical / clinical training many involving
Indigenous and chronic disease
e.g. ALS, supervision & delegation, managing
delirium, eye health, wound management

35

If topic data is a priority it would be useful for this information to be stated on the RHCE2
Application Form and reported in the project summary data, which is placed on the RHCE2
website.

3.1.13

Participant Evaluation

Post evaluation occurred with 44 projects, using participant evaluation forms post workshop
and one project conducted its own external evaluation.
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Table 3.17 RHCE2 Recipient Survey: Demographic data (n=59)
VARIABLE

%

Responses

Response Rate

82%

n=59

Recipient Type
Individual recipient
Organisational recipient
Disciplines – (some covered more than one)
Medicine
Nursing and Midwifery
Allied Health
Physiotherapy
Speech Pathology
Occupational Therapy
Social Services
Pharmacy
Dental
Aboriginal and Torres Strait Islander Health Worker
Other (eye care and optometry, aged care, a not-for-profit
charity, a private social worker, radiographers, guidance
officers and early childhood workers)

n=49
14.29%
85.71%

7
42

20%
48%
52%
26%
20%
22%
12%
8%
12%
34%
16%

n=50
10
24
26
13
10
11
6
4
6
17
8

Funding Amount Received

n=50

Over $60,000

4%

2

$40,000 to $60,000

30%

15

$6,000 to $40,000

40%

20

Under $6,000

26%

13
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3.2

Program Recipient Survey – Results

An online survey was undertaken with those 73 organisations who had received funding via
the RHCE Stream 2 program. The response rate was 82% (n=59 of 73), which is pleasing.
However not all questions were answered by all respondents, as indicated in some response
rates.

3.2.1 Demographic information
Eighty-six percent of respondents were organisational representatives (n=42) and 14% (n=7)
were individuals; however 10 did not answer this question.
The respondents were asked to identify the discipline(s) that their projects covered; some
identified more than one discipline. Over half of projects targeted Allied Health (n=26),
closely followed by Nursing and Midwifery (n=24), Aboriginal and Torres Strait Islander
Health Workers (n=17), and medicine (n=10). A diverse range of other health disciplines
(n=8) were also targeted, including eye care and optometry, aged care, a private social
worker, radiographers, guidance officers and early childhood workers.

Health professionals employed in more remote areas by government health departments
represented the single largest organisational recipient type (n=11, 22.45%), followed by
universities (n=9, 18.37%) and non-government health service (n=8, 16.33%).
Figure 3.1 indicates the breakdown of organisational type. Other organisational types (n=5,
10%) included aged care, eye care, rural health, social worker and NGO.

Figure 3.1 Recipient by organisational type (n=49)
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The majority (n=11, 21.57%) of funded projects were in the largest states – Victoria; New
South Wales (n=7, 13.7%) and Queensland (n=7, 13.7%); 9.80% (n=5) were national projects
and 11.6% (n=6) were conducted in multiple states and territories.

Six (6) funded projects were conducted in multiple states and territories (Figure 3.2
demonstrates the breakdown of the location distribution).

Figure 3.2 Location of funded projects( n=50)

Recipients were asked about the purpose of their funding, there were 69 responses, as some
ticked several options.

The majority of funded projects were used for continuing

professional development (n=39), interprofessional learning (n=16), multidisciplinary team
training (n=12), orientation programs (n=1), which is consistent with the primary objective of
the RHCE2 Program. Six (13.33%) respondents stated they had been unsuccessful in previous
funding rounds.

The majority of respondents received between $6,000 - $40,000 (n=20), or between
$40,000-$60,000 (n=15). Table 3.17 outlines the characteristics of the funded projects as
determined by the survey.
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3.2.2 RHCE2 Grant Application Process:
To assess the perceived ease of the grant application process recipients were asked to rate
five questions about the grant application process on a 5 point Likert scale. They found the
grant application process was easy to complete (M-4.11); the submission time was
reasonable (M=4) and the eligibility criteria was clearly stated (M=4.17), though 5 stated
they found it difficult to follow. Respondents found the reporting time (M=3.6) and the
budget criteria were acceptable (M= 3.6), but would have liked more time during the
application process.

Respondents (n=19) described the grant application process as being ‘straight forward’ and
‘streamlined’ and most importantly, ‘not onerous’.
It [grant application process] was administratively very straightforward and not time
intensive (R51)
Easy to apply and excellent program support (R-42)
Streamlined reporting. This was not onerous and allowed us to focus on the project
instead of reporting (R24)
Broad enough eligibility criteria, so that innovative or new training programs can be
funded and implemented. (R43)

Figure 3.3 Satisfaction with the grant application process
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3.2.3 RHCE2 Administration Process and Support
The overall RHCE2 administrative process and support processes were rated very highly by
the respondents (n=46). Respondents were asked to rate six questions about the RHCE2
administration process and support, using a 5 point Likert scale. They perceived they had
very good access to the RHCE2 contact person who was available to answer questions
(M=4.64), enquiries about grant application progress were efficiently managed (M=4.44),
overall respondents felt the administration process was very efficient (M=4.22), that the
funds were released in a timely and efficient manner (M=4.22) and that the notification of
success of their grant application was timely (M=3.81).

The written comments (n= 21) were common themed and also indicated a very high level of
satisfaction for the RHCE2 administrative team. In some instances, RHCE2 team members
were specifically thanked by name. Words such as ‘flexible; responsive; and always available’
were used to describe the RHCE2 Program Manager, further validating the high level of
support and satisfaction provided by the RHCE2 administrative team.
There was someone at the end of the phone to provide guidance about the
submission preparation and reporting requirements of the project (R 33).
There were some budget errors in my submission and the staff helped me work it out
and this did not preclude me from receiving a grant (R36).
The administrative team is responsive and flexible (R10).
Funds were quickly received and (name of program manager) was a fantastic cocoordinator (R12).
I appreciate the way the funding was administered and the assistance provided
when I had to relocate to another town and apply the funding in a different way
(R22).

It was clear that the RHCE2 administration team had provided a very efficient, supportive
service to applicants throughout the entire grant application, ongoing funding process and
final reporting processes. Figure 3.4 demonstrates the high level of satisfaction with the
RHCE2 administrative process and support.
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Figure 3.4 RHCE2 Administration process and support

3.2.4 RHCE2 Marketing and Advertising Process
Program recipients were asked how they had become aware of the RHCE2 program. The
majority were via The National Rural Health Alliance Networks (n=18, 36.73%), or a
‘Colleague’ (n=16, 32.65%); followed by online advertising by RHCE2 (n=11. 22.45%), via
their professional organisation (n=3, 6.12%) or by other means (n=4, 8.16%) such as by a
previous grant holder. Few advertised in newsletters (n=3).

Figure 3.5 Marketing and advertising process
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Respondents (n=46) were asked two questions about the RHCE2 advertising and marketing
using a 5-point Likert scale. The majority (n=31, 67.39%) indicated that the RHCE2 program
advertising did encourage them to apply (M:3.63). They felt that the marketing of the
program was OK (M:3.35), with one third of respondents (34.78%) being undecided and
8 (16%) disagreeing that the program was well marketed, meaning this is an area for
improvement. Some ideas from respondents were:
Perhaps broader advertising via interagency networks across rural/remote regions
(R22).
Showcase some of the recipients and promote best practice (R36).

3.2.5 Satisfaction with the RHCE2 Funding Program
To assess their satisfaction with the overall program, recipients were asked seven questions
to rate their levels of satisfaction on a five point Likert scale. Respondents rated these
questions very highly. The majority of respondents (n=41, 91.11%) indicated that the
program achieved its stated aims and objectives (M=4.43), it enabled them to undertake the
project (M=4.33) and assisted them to expand educational support for health care
professionals in rural and remote settings (M: 4.57). The majority (93.48%) believed the
RHCE2 program was ‘value for money’ (M: 4.41); they would recommend the program to
other health care professionals (M=4.43) and would apply again for future rounds (M=4.24).
The majority of respondents (n=36, 78.26%) indicated that the predicted number of
participants undertaking the funded project was achieved (M=3.93), but seven (15.22%)
responded negatively.
The following comments demonstrate respondents’ satisfaction with the RHCE2 program.
It [RHCE2 program] allowed us to deliver and record ten webinar events not knowing
whether registration numbers would be sufficient to cover costs. (R40)
Thanks again to RHCE2 for the funding; without it we couldn't have provided this
training program, which was very enthusiastically received. (R43)
I think RHCE2 funding is essential to help ensure availability of CE for rural and
remote health professionals who otherwise have limited access. (R25)
Ability to value add to what we are able to with otherwise limited resources. (R25)
Further rounds be made available to enable expansion/continuation of projects that
have now been started (R14).

Figure 3.6: Levels of satisfaction with the RHCE2 Funding Program
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3.2.6 Meeting workforce needs
Recipients were asked to rate three questions using a 5 point Likert scale, regarding the
value and contribution of the program in meeting the professional development and
workforce needs, and its contribution to the recruitment and retention of the workforce,
particularly for those working in the RA3-5 zones.

All respondents (n=45, 100%) strongly agreed that the program contributed to the
professional development needs of the health care workforce working in the RA3-5 areas
(M:4.76); that the program increased their capacity to work in multi-disciplinary teams
(M:4.31) and they agreed that the program contributed towards retaining rural and remote
health professionals (M:3.97). The following respondent’s comments highlights this issue.

Much appreciated. Like many rural/remote support strategies it is difficult to judge
the immediate impact from a workforce perspective. I hope this valuable program
continues (R59).

Figure 3.7 Meets the needs of the workforce
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3.2.7 What were the best things?
Respondents were asked what were the two best things about the RHCE2 program and any
other general comments. The written responses demonstrated overwhelming support and
appreciation for the RHCE2 Grant Program and they were common themed. The best things
were:
a. appreciation of the RHCE2 funding program (n=21)
b. filling the gap (n=21)
c. making a difference (n=4) and
d. professional collaboration (n=4).

3.2.7.1 Appreciation of the RHCE2 Funding Program
The respondents described how they valued and appreciated the RHCE2 funding and the
opportunity it provided for continuing professional development in the rural and remote
areas.
The fantastic opportunity it provides to rural and remote health practitioners who
often get forgotten, when in fact they should be targeted for equity reasons given
the poor state of health in these areas. (R-58)
The funding presented the opportunity to expand our projects to rural and remote
areas not before accessed. (R-18)
Thanks again to RHCE2 for the funding; without it we couldn't have provided this
training program, which was very enthusiastically received. (R-43)

I think RHCE2 funding is essential to help ensure availability of Continuing Education
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for rural and remote health professionals who otherwise have limited access. (R-25)

3.2.7.2‘Filling the gaps’ and ‘making a difference’
Respondents described some of the unique challenges of providing rural and remote health
professional education and appreciation that the RHCE2 program funding assisted them to
address some of these issues. The RHCE2 funding program assisted them to ‘fill the gaps’
(n=21) in providing rural and remote continuing education, which they felt could ‘make a
difference’ (n=4).
This is an incredibly important funding opportunity for rural and remote health
practitioners who often are overlooked because of the non-competitive nature of
educational projects e.g. The costs to run in a rural/remote area per head are higher
than in urban/regional environments and so are often not competitive in a larger
pool. The recognition that the RHCE2 grant has around costing and competing
against similar high costs is an invaluable opportunity. (R-44)
The criteria encourages projects that articulate with strengthening remote and
Indigenous health with a dedicated grant where we are not competing with large
'high profile' metropolitan projects. (R-44)
It [RHCE2 program] motivated our organisation to be proactive in providing CPD
online to rural and remote members. Our organisation had been contemplating
webinars for some time; the grant enabled us to give it a go. Our organisation now
provides multiple CPD opportunities online (R-12).
The funding made it possible to complete the project developing a much needed
online education resource. (R-11)
Provides an opportunity for organisations to address unmet needs in remote
Australia that other funding does not (R-44).

3.2.7.3

Professional collaboration

Respondents (n=4) commented about the importance of professional collaboration during
development and implementation of their projects.
The process for developing COPD Pharmacy Online involved a large amount of
consultation with clinical and pharmacy experts. This presents value for money as
they all provided their input and advice free of charge. The time frame was ambitious
and whilst the pilot has been completed it has not been launched yet and therefore
the participation from the pharmacists has not reached target in the timeframe
provided. The resource is sustainable and therefore participation rates will be
achieved and surpassed in the future. (R24)
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Our organisation will continue to try and forge rural and remote relationships. (R47)
Seed funding for the project now means we can continue as core business and are
currently facilitating training for workers across the state to undertake similar work.
Lots of great opportunities for collaboration through project. (R19).
Learning from fellow delegates best practice in rural settings. (R57)

3.2.8 Improving the RHCE2 program
Recipients were asked how the RHCE2 Program could be improved to better meet their
individual or organisational continuing professional development needs.

Respondents

(n=24) commented on areas such as – streamlining application and reporting processes
(n=5), increased funding (n=5), improved advertising and marketing (n=4), securing
sustainability of projects (n=2), accreditation for training program for CPD points (n=1),
compulsory professional collaboration for projects (n=1), wider range of topics (n=1), greater
flexibility in spending funds (n=1), and more rounds (n=1).

Perhaps recommending links / ways that training developed could be accredited for
CPD points, to make it more attractive to trainees (such as nurses, GPs, ATSIHPs)
(R43).
Showcase some of the recipients and promote best practice. (R36)
Streamline application process, quick turnaround of funds once application
approved, flexibility in the application to recognise existing expertise in the field of
IPL as the RHCE2 process assumed everyone applying started from a green field
(R30).

Just as importantly, respondents also emphasized the need for increased funding (n=8) to
maintain sustainability of the program.
Further rounds be made available to enable expansion/continuation of projects that
have now been started (R14).
More funding to target more ongoing training (R-45).
More quota (e.g. higher maximum funds) - appreciate that this will limit the amount
of projects funded (R44).
As well as suggestions for improvement, some respondents (n=3) indicated there was
‘nothing’ to be done to improve the program.
It's spot on, wouldn’t change a thing. (R58)
I think it's a great scheme. (R51)
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3.3

RHCE2 Program Evaluation of Member Organisations

A short online survey was distributed to all 33 member organisations of the National Rural
Health Alliance (n=33) to gauge their awareness of the RHCE2 program and to assess their
views. The response rate to the survey was 30.3% (n=10), which is less than expected.
However it was clear that unless respondents had any dealings with the RHCE2 program
then it appeared to have little relevance to them. Not all respondents answered all
questions.

The respondents represented the following groups, (some represented more than one
group): Allied Health (n=6), consumers (n=2), medical practitioners (n=2), Aboriginal health
workers (n=1), Nursing and Midwifery (n=1), dentists (n=1), multidisciplinary (n=1) and
ambulance service (n=1). The majority of respondents’ organisations (n=7) had never
applied for RHCE2 funding, three had done so, but only one had received RHCE2 funding.

Respondents were asked to rate nine questions about the RHCE2 program using a 5 point
Likert scale. The following areas were included: relevancy of the program’s aims and
priorities for rural and remote RA3-5 areas, eligibility criteria, budget criteria, funding,
marketing, management of the program, sustainability of program, funding represents value
for money, retention of the rural and remote health workforce.

The respondents (n=8) indicated the current aims and priorities are very relevant to the
continuing professional development needs of the rural and remote workforce in RA3-5
areas (n=8, M: 4.86) and the eligibility criteria is very relevant to the rural and remote health
workforce (n=8, M:4.43). The budget criteria was perceived as OK for the rural and remote
health workforce (n=8, M:3.17) and the program was well managed by NRHA (n=8, M: 4.50).

Respondents did not believe the current funding was sufficient to meet the gaps in the
continuing professional education needs for the RA3-5 areas (n=8, M: 2.33). However, the
majority indicated that the RHCE2 program represented ‘value for money’ (n=8, M: 4.17).

The majority of respondents indicated the most common method to advertise the RHCE2
program funding round was by distribution email (n=4, 40%), followed by newsletter (n=-3,
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30%), informal networks (n=2, 20%) and other methods (n=3, 30%). The majority of
recipients (n=8) indicated that the RHCE2 program was well marketed (M: 4.14), which may
reflect their frequent contact with the NRHA.

Recipients were asked if the current structure of the RHCE2 program was sustainable in the
long term. The majority of respondents (n=5 of 8, 62.50%) were ‘undecided’ if the current
structure of the RHCE2 program was sustainable in the long term (M: 3.33). However the
majority (n=4:7, 57.1%) agreed that the RHCE2 funded projects contributed towards
retaining the rural and remote health workforce (M: 4.00).

Figure 3.8 Program evaluation of member organisations

Finally, recipients were asked to provide suggestions to improve the RHCE2 program. There
were four written responses.
Has there been a published research review on the contribution it [RHCE2 program]
makes to retaining the rural and remote health workforce? (R10)
Meaningful follow-up with unsuccessful applicants to support improved future
applications. More overall funds available to support funding of larger number of
programs. (R8)
Ask us as individuals, what educational experiences we require, and how best we
can access them. (R7)
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3.4

Summary of findings from the stakeholder interviews

Thirteen people were interviewed as part of the evaluation process; they included the
funders, the staff and management, recipients, assessors, and two who were unsuccessful
applicants. Interviewees were asked a series of questions about the RHCE2 program,
regarding the administration of the program, the relevance, marketing, sustainability,
management, its strengths and weaknesses, and whether the current funding represents
value for money, and meets the professional development needs of the rural and remote
health workforce. These data were then collated and analysed to determine the relevance,
effectiveness, efficiency and value for money of the program in improving access to CPD for
the rural and remote health workforce.

3.4.1 Assessment of applications
There were 627 eligible funding applications for the 2010-2013 (four rounds) of which 73
were funded. Hence there is an extremely high demand for these limited funds. The
assessment process involves an initial screening by the Program Manager, which resulted in
283 applications being deemed ineligible. (It should be noted that over 200 of these were in
the first year of the program and the remainder were over successive years). The remaining
344 were scrutinised and ranked against the selection criteria and the findings were then
passed onto assessment panel to ratify.

The panel consisted of five disciplinary

representatives; they individually go through their own disciplines applications online and
shortlist them. The assessment panel then meets face to face, or via videoconference, to
discuss the 203 shortlisted applications. The applications are then shortlisted based on
value for money and their meeting of the priority areas against the funding total ceiling. The
$2.351M was distributed over the 73 selected projects. See Appendix 3 Application process
flowchart.

Some of the common application problems identified by the assessors and other
stakeholders was that some applicants don’t read the information sufficiently beforehand,
don’t read the guidelines, cannot write the application or summarise the project, are unclear
about who they target, or they are asking for funding that is considered core business for
the organisation. The NRHA ran a workshop for potential applicants at its last national
conference to assist potential applicants to improve their chances of success. This workshop
was recorded and will be available online through the SARRAH website in 2014.
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This selection process appears to be equitable and quite transparent, though the assessors
thought that there were some very meritorious applications that were not funded purely
due to the limited amount of funding.
We need more money. Ideally there are lots of programs that have merit…more
people are aware of it but there is still a gap (I-12).

The unsuccessful applications are advised by email and follow up is undertaken by the
Program Manager as required in line with the operational guidelines. One unsuccessful
applicant expressed that she thought this process could be more formalised.
We got no information about the grant process or opportunity to reply to our
concerns. When I rang to get feedback it was very informal verbal feedback…there
needs to be a process for rebuttal (I-1).

3.4.2 What are the strengths of the program?
Interviewees were asked to list the top three strengths of the RHCE2 program. The highest
ranking strength stated, by over half of the interviewees, was that the program meets a gap
and enabled those who were excluded from other sources of funding to apply. In particular
they noted allied health and Aboriginal and Torres Strait Islander Health Workers.
Some projects have done fantastic things with small amounts of money…it is
amazing to see what they have achieved (I-3).

All interviewees agreed that the program represented good value for money, it is accessible,
and that it was a transparent process that was flexible and was very well managed. Other
stated strengths were that the program is relevant to rural and remote workforce; it is
multidisciplinary and offers skills update particularly in those topics that organisations did
not have the capacity to conduct.
It allowed us to take a risk on a topic that we were unsure of…the application
process was straight forward…there was a quick response time (I-11).

3.4.3 Areas for improvement
Interviewees were asked what areas they thought the program could improve in or that they
would like to see changed. Three quarters of respondents stated that there was a significant
need for more funds. Three interviewees stated that the funding should be at least 2-4
times what is currently received to meet the workforce needs.
What we need is double the funds with twice the certainty (I-4).
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We could do with 4-5 times the funding…there could be a lot more collaboration and
partnerships with people in rural health – Medicare locals, teams. (I-3).

This issue was also recommended in the recently released Mason Review, which stated:
Recommendation 4.17: The Rural Health Continuing Education (RHCE) program
(Stream 2) provides a good basis for supporting postgraduate training in allied
health and nursing, but is significantly oversubscribed. The Commonwealth should
consider expanding this program and linking it to other training initiatives, subject to
the availability of further fundingi.

The way in which the funds are distributed was also discussed by interviewees. They
expressed a need for opportunities to fund longer term projects and to also have a four year
budget cycle with six monthly reporting. This was a recurring theme.
It often takes 4-5 years to develop and pilot a program we need longer resourcing of
the project and look at other ways for long term sustainability (I-3).
We want more opportunities and money…and more time…they are funded for short
term periods and they run out there is no time for piloting and evaluation, we want
2-3 years. Then it is up to the organisation to take it forward (I-3).

The main other area for improvement was improved marketing, however two interviewees
stated that there is no point in improving the marketing unless the funding is increased.
Several interviewees also stated they would like at least two rounds per annum as the
impetus or staff member is often lost if you have to wait another year to be able to
resubmit.
We need more than one funding round per year. There is a very small pool of dollars
for individual applications…lots of organisations don’t have the dollars to support
staff…more people are aware of it but there is still a gap (I-12).

Two interviewees talked about the importance of looking at the overall structure of the
program along with the Rural Health Education Foundation and the RHCE 1 Program and
think about bringing together the administration of the three programs, which are funded
out of the same bucket.
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We need to be working together on sustainable projects…looking at what has been
done and not duplicating projects…As well as looking at what employers are doing
such as the Pharmacy Agreement (I-7).

The other main improvement identified was that there is little current research on what the
CPD gaps are in the workforce and research needs to be undertaken so that funding to
better meet the gaps can be sought.
We need more decent research into the gaps that are critical for them (the
workforce)…the demand is there and in remote it is more difficult…at the moment
we don’t have the evidence (I-4).

42

4. Discussion
The purpose of this evaluation was to provide NRHA and the Department of Health and
Ageing with information regarding the effectiveness, efficiency and value for money of the
RHCE2 Program. As well as its relevance, value, and impact on the recruitment and
retention of the rural and remote health workforce in improving access to CPD and
addressing issues impacting on qualified, practising health professionals in rural and remote
areas of Australia. Therefore this chapter provides an analysis of the information from the
four sources of data in answering these questions.

It is clear from this evaluation process that the RHCE2 Program is punching well above its
weight in contributing to the professional development of the rural and remote workforce,
particularly in its priority areas.

The RHCE2 program is grossly oversubscribed with 627 applications for 73 funded projects.
Hence there is a significant demand for the program and whilst it is meeting a gap there is a
much wider gap to be met especially in the stated priority areas of allied health and
Aboriginal and with Torres Strait Islander Health Workers in particular. As this is their only
real source of professional development funds and this area needs to be addressed.

The assessment panel follows a very structured process that appears equitable and
transparent. The grant application process and eligibility criteria appear appropriate, with
reasonable submission timelines, though the budgeting criteria could be clearer and this has
been addressed in the last two rounds.

The program is extremely well managed by the Program Manager, who is viewed as flexible,
extremely efficient, responsive and always available to provide advice and guidance in a
timely manner, about the program.

The reporting processes are also extremely well

undertaken, though a shift towards less regular reporting to the Department is advisable.
Several interviewees discussed the need to consider the overall structure of the three sub programs (RHEF, RHCE1+2), all funded out of the same budget initiative – which are all
administered separately, but have a different focuses and different target groups.
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The marketing of the program was one identified area of concern, as it is reliant on the
goodwill of other organisations to send out information via their networks; and limited
public advertising is undertaken. However, there appears to be little point in marketing the
program more extensively as the demand cannot currently meet supply; also there is no
marketing funding identified in the grant.

The program strongly supports the professional development needs of those who received
the funding, it strongly meets it aims and objectives, and greatly assists in supporting health
care professionals in rural and remote settings. It was also found to increase the capacity of
the workforce to work in multi-disciplinary teams within their own local environment.

Generally recipients, funders and member organisations were extremely satisfied with the
RHCE2 Program in meeting its goals and in their dealing with them. Respondents strongly
felt that this program offered value for money, and that it filled a gap in professional
development funding streams, but they strongly felt that the funds available came nowhere
near meeting the defined and perceived needs.

The greatest weaknesses identified in this evaluation was the funding available, the limit
placed on funds therefore finding the inability to access funds for longer term projects or
collaborative projects over 3 years. For example, larger projects take more time, but will
have a greater impact on various professions and therefore their sustainability. The way the
funding is currently structured, for initiatives of one year, provides an inability for several
organisations to work collaboratively together, in undertaking the needs analysis, the
piloting of the initiative, developing and implementing the program as well as evaluating it.
These initiatives should be encouraged as they could have national application and reach far
more health professionals than short term limited funding initiatives that are often
disciplinary specific, hence better value for money. This program offers significant
opportunities for collaboration in multidisciplinary education and the funding structure
should be reviewed to enable these initiatives to be explored and longer term projects
undertaken.

Another weakness is the frequent three monthly reporting to government. This is fairly
unusual and it is recommended that this be reviewed in the next tendering cycle. The
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opportunity to also use an ‘achievements reporting’ process should also be investigated by
the NRHA.

One of the stated priorities for RHCE2 applications was for projects providing training and
support for health professionals in the more remote areas of RA3-5. While the number of
projects in RA3 locations was encouraging, a shift away from projects in RA2 locations and a
greater emphasis on RA4-5 projects is desirable.

There is also little research available into the continuing professional development needs
and gaps of the rural health workforce. Therefore to provide evidence based decision
making it is important area this research to be undertaken. The NRHA is in a good position
to oversee the process for this to occur in conjunction with potentially Health Workforce
Australia.

4.1

Summary

The RHCE2 Program is an extremely effective and efficient grants program that offers real
value for money for the Department of Health. The programs it has funded are of great
relevance to the rural and remote health workforce, many are applicable across state
boundaries and some have national applicability. However there are limited opportunities
for collaborative projects conducted over several years due to the way in which the program
is structured and the limited amounts of funds available.

The programs offered by this funding stream are perceived by the recipients as having an
impact on the recruitment and retention of the rural and remote workforce as many are
delivered in rural and remote locations. This greatly cuts back on the funds required to
travel to meet the professional development requirements of qualified, practising health
professionals in rural and remote areas of Australia.
The program is exceptionally well managed and the NRHA staff should be congratulated for
the significant contribution they are making. There are some ways in which the program can
be improved and the following recommendations are made to do so.
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Case Study 1: Regional Eye Care Training
Organisation/s

Partnership between: Brien Holden Vision Institute (lead); Aboriginal Health &
Medical Research Council of NSW; and 4 Aboriginal Community Controlled
Health Organisations

RHCE2 Funding:

$60,000 (ex GST) Round 2

Project status:

Project completed and final report submitted

Project type:

IPL, multi-disciplinary team training, and the development and implementation
of CPD (regional eye care training package)

Location:

National project, with initial focus on 14 locations across 4 regions: 2 in NT (RA
4-5), 2 in NSW (RA 2-4)

Target Groups:

Primary health care (PHC) professionals working in Aboriginal Community
Controlled Health Services, particularly Aboriginal and Torres Strait Health
Workers, Regional Eye Health Coordinators and Aboriginal Eye Health Workers

Purpose:

To support PHC workers in the delivery of vision and eye care

Duration: Nov 2011-June 2013

Project Highlights
This important Indigenous health project resulted in a highly relevant, well-researched
training package called “Role of Primary
Health Care Workers in Eye Care”. This was
delivered via on-site workshops to 168
primary health care professionals across
remote and very remote locations in the NT
and NSW.
The interactive practical training addressed

On-site training locations

a gap and was very well received by
participants who reported increased
confidence and a greater likelihood of undertaking eye and
vision assessments in Indigenous communities.
The project brought together key Aboriginal health
organisations and the Brien Holden Vision Institute (formerly
ICEE). It has far reaching outcomes through its contribution to
Placing your eye charts
the core eye skill set required for AHWs and the potential to
become core AHW training units. Wider implementation by other ACCHSs and regions is
being examined as opportunities for sustainable combined on-line and on-site delivery is
explored.
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The project manager Anna Morse said it was
important not to lose the hands-on element of
training with PHC teams. “Whilst it sometimes
seemed a long way to travel it was really
important that the training was delivered on site.
It wouldn’t work if the PHC teams had to leave
their health centre”.
In giving advice to others Anna says “Don’t
underestimate your development time and this
Training in Action
includes engaging with AMS. Keep the training
interactive and keep you main goals in mind. We
wanted people to be more competent and more confident at Primary Eye Care checks”.
And the future … “Ideally we need to look for ways the training could be linked into other
training for remote practitioners or lining up the training through the Visiting Optometrist
Scheme”.
This project represents good value for money particularly as its national implications are
realised. It has all the hallmarks of a model project with its comprehensive consultative and
development phases, its flexibility and thorough marketing, its comprehensive
implementation and onsite delivery, local capacity building, strong evaluation and ongoing
sharing of lessons learnt. We look forward to its wider implementation across other states
and organisations and the more far reaching application that could be made possible with
further funding.
Training Package Contents
Role of Primary Health Care Workers in Eye Care - Training materials and resources
Lesson Plan and Teacher’s Guide
Student Handbook (in four chapters):
Glossary of Common Eye Terms

Different Practitioners Involved in Eye Care

Eye and Vision Screening as Part of an Adult and Child Health Check

Eye and Vision Screening as Part of the Chronic Disease Management Plan

Case Studies
Activity Handouts
Measuring VA worksheet

Case History Questions

Guidelines and form for case study shadowing (post-training activity)

Eye and Vision Assessment resources (one for each consulting room):
Distance VA chart (x2)

Near VA chart

Instructions for measuring VA, with pinhole occlude

Pentorch

Eye care referral flowcharts:

o Adult Health Check
o Child Health Check

Chronic Disease Management Plan
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Case Study 2: Aboriginal Health Worker Training in Medication
Management
Organisation/s

Centre for Remote Health (CRH), Flinders University NT

RHCE2 Funding:

$73,927 (ex GST) Round 1 and
$47,884 in Round 2

Project status:

Both projects completed and final reports submitted

Project type:

Development and implementation of CPD: (medication management)

Location:

NT regional centres and remote indigenous communities: mostly RA4-5

Target Groups:

Aboriginal Health Workers (employed in the NT only – ACCHOs and
Government employees)

Purpose:

To advance medication management practice for AHWs in the NT

Duration: March 2011 – Dec 2011 (1)
December 2011 – October 2012 (2)

Project Highlights
RHCE2 funding enabled the medication management short course training for remote
Aboriginal Health Workers (AHWs). Phase 1 of the project funded 6 three day workshops
entitled “Advanced Medication Practice 1”, which was attended by 42 AHWs working in
remote/very remote communities in the NT. In Phase 2 a second series of 3-day workshops
“Advanced Medication Practice 2” focusing on Schedule S29 drugs were attended by 23
participants. The objectives and content of this project align with Quality Use of Medicines
principals and the National Prescribing Services’ Good Medicines Better Health project.
Margaret Craig the Project Manager said that …“The CRH recognised that AHWs have little
opportunity for CPD and clinical skill development. After this training you could see their skill
level was markedly different, they felt more confident in medication management and in
providing patient education.” The RHCE2 process was described as “logical”. It provided an
opportunity that otherwise would not have happened. “Running training with small
numbers is critical for shy audiences“. Consistently, the most valued aspect of training was
learning more about medications, particularly in relation to “what they do in the body”. The
provision of the “Medicines Book for Aboriginal Health Workers” to participants was well
received. For many, this was their first individually owned reference book and the
workshops helped participants to find their way around these valued resources.
The CRH highlighted the challenges faced when
implementing training programs with AHWs who
live and work in remote communities. The
lessons learnt are beneficial to others providing
training in the same space. The project manager
reflected on the lower than expected
participation numbers and some of the
significant barriers AHWs face in attending
professional development. These include cultural
and family responsibilities, the financial burden
of traveling to regional centres where workshops are conducted, and the organisational
support required to enable attendance. The CRH refers to the broader systematic issues
around AHW training which highlight … “ the need to resolve this in a combined approach
with NT Health, AMSANT and other training organisations to develop professional
development pathways for AHW in the NT in a more collaborative manner”.
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Case Study 3: Palliative Care Orientation Program for Overseas Trained
Nurses in the Wimmera, Victoria
Organisation/s

Wimmera Hospice Care, Wimmera Health Care Group

RHCE2 Funding:

$19,360 (ex GST) Round 2

Project status:

Project completed and final report submitted

Project type:

Development and implementation of CPD (palliative care training package)

Location:

Wimmera Region Victoria RA3

Target Groups:

Overseas trained nurses (RNs and ENs) employed in the Wimmera region

Purpose:

Develop and deliver a palliative care orientation program for OTNs

Duration: Oct 2011 – Jan 2013

Project Highlights
This project responded to the increasing numbers of overseas trained nurses (OTNs) who are
now working in the Wimmera region, many of whom have little experience in palliative care
in an Australian setting. The project is a good example of what can be achieved with minimal
funding. For $20,000 Wimmera Hospice Care produced a very professional and
comprehensive self-directed learning package and orientation manual for OTNs working in
small rural hospitals in the region. The package was endorsed for RCNA CPE points. It is
informative, practical and links to excellent on-line resources. OTNs work through the
manual at their own pace. 35 OTNs working in Aged Care and Acute Care in the Wimmera
received the manual. Most of these nurses trained in India with a few training in the
Philippines and South Korea. The majority had been working in Australia for less than 5
years. 29 of these nurses then extended their training in palliative care by attending a
locally run Cancer Council of Victoria workshop “Responding
to Emotional Cues”.
The program was seen as highly relevant to practice and the
feedback from the OTNs indicated improved cultural
awareness of death and dying in Australia. Post completion of
the program OTN participants indicated greater confidence in
assessing and treating symptoms in dying patients. The
resource enables the OTNs to focus on the perspective they
bring to their role in the Australian health care setting. These
learning materials would also work well in face to face
training. The resource has potential to be used beyond the
Wimmera region and become a useful orientation resource
for OTNs in other rural locations in Australia.
Medications in Palliative Care
Melanie Hahn, the Project Manager says that the RHCE2
funding provided a great opportunity to try something new and meet a real need in the
region. “We are extremely thankful for the grant, it gave us an opportunity, it launched us.
We’re now looking at a phase two of the project which will be to expand into other rural
areas of Victoria, to develop an electronic training package and to adapt and continue on
with the workshops”. She believes that “the real success of our project was that we had a
team that was willing and were on board with the concept. We had good working
relationship across the 5 campuses in the region, plus the Palliative Care Consulting Service
and this project improved that relationship. The support from RHCE2 was fantastic”.
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Case Study 4: Advanced Life Support (ALS) Training
Organisation/s

Australian College of Rural & Remote Medicine (ACRRM)

RHCE2 Funding:

$74,640 (ex GST) Round 1

Project status:

Project completed and final report submitted

Project type:

Develop and deliver CPD (ALS skills training)

Location:

Pilot course – Melbourne

Duration: Dec 2010 – Oct 2011

Additional 5 courses held around Australia: Sydney, Alice Springs, Burnie (TAS),
Gold Coast, Fremantle (WA)
Target Groups:

Rural and remote general practitioners in RA 2-5 but also relevant to urban GPs
and other primary health care practitioners

Purpose:

To develop, pilot then implement an ALS course suitable for rural and remote
GPs that forms part of ACRRM’s suite of courses.

Project Highlights
One of ACRRM’s key roles is to develop training courses in response to the needs of its
members. ALS is a mandatory requirement each triennium for ACRRM fellows. In response
to member needs ACRRM sought funding from RHCE2 to develop and pilot an intensive
1-day ACRRM accredited and delivered ALS course for rural and remote medical
practitioners.
21 doctors participated in the pilot course which evaluated extremely well and was then
delivered in 5 locations across
Australia in 2012. The ALS course
is now being rolled out for
ACRRM members and nonmembers in most Australian
states. It is accredited by both
the RACGP and ACRRM and each
course run has been fully
subscribed.

Whilst the 1 day course is very hands on using skills stations and case scenarios ACRRM have
also developed an online manual for participants. ALS courses are resource intensive as they
require equipment, experienced practitioner trainers and need to be continually updated in
line with current best practise.
The funding provided by RHCE2 was vital in enabling ACRRM to develop and pilot the course
thoroughly before launching. ACRRM is “trying to expand its suite of courses in response to
member expectations” and has also received funding in Round 3 to develop and pilot a Rural
Emergency Obstetrics Training (REOT) course for non-obstetric GPs. Check out their website
for details:
https://www.acrrm.org.au/advanced-life-support-acrrm-als-course
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Case Study 5: Indigenous Allied Health Australia National Conference
Scholarships
Organisation/s

Indigenous Allied Health Australia Inc (IAHA)

RHCE2 Funding:

$46,200 (ex GST) Round 3

Project status:

Project completed and final report submitted

Project type:

Access to CPD (Indigenous Allied Health conference attendance)

Location:

Conference Brisbane; indigenous allied health professionals from rural and
remote areas across all state/territories RA3-5 (majority in RA3)

Target Groups:

All allied health professional groups with a focus on Indigenous professionals

Purpose:

To provide scholarships for IAHA members from more remote locations to
attend the inaugural IAHA national conference

Duration: 2 day conference Nov 2012

Project Highlights
For Indigenous allied health professionals working in rural and remote locations, the costs
associated with CPD can pose a significant barrier to participation, particularly in national
events. For its inaugural national conference (Brisbane 2012) the IAHA developed a
scholarship scheme to assist member’s attendance.
The RHCE2 funding enabled participation by 34 IAHA members - the majority of recipients
were social workers (N=11), followed by Aboriginal Health Workers (N=6), with most coming
from RA 3 areas (N= 13) across a range of states and territories. Scholarship holders received
between $1500-2500 to
assist with travel and were
required to write a
conference report
outlining their learnings.
This scheme addressed a
need and was clearly
appreciated by recipients as these comments highlight. “If I was not granted the scholarship
I would not have been able to attend this historical event with fellow allied health
professionals” (AHW). “The scholarship is a fantastic idea and I sincerely hope that it is able
to continue each year as without it I would not have been able to attend and I know there
are many others in the same situation.” (AHW)
Donna Murray (Deputy CEO, AHA) said “The funding enabled indigenous allied health
professionals to connect with others at a national level. Our members have become more
engaged over the last 12 months. For our 2013 conference we are targeting rural and remote
students in allied health training. We want to create a supportive network for these students
to participate in a health fusion team challenge” The HealthFusion Team Challenge is an
extra-curricular, immersive and fun interprofessional learning experience that uses
competition to motivate students studying in the health sciences to work together for
improved patient outcomes. - See more at: http://iaha.com.au/events/healthfusion-teamcare-challenge/#sthash.EoQmPhUp.dpuf
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Case Study 6: COPD Online Training Program
Organisation/s

Australian Lung Foundation

RHCE2 Funding:

$54,300 (ex GST) Round 4

Project status:

Online program launched September 2013. Final report submitted

Project type:

CPD (management of patients with COPD)

Location:

National program delivered online

Target Groups:

Pharmacists working in rural and remote locations

Purpose:

Develop and deliver an online COPD learning package for pharmacists that will
increase their knowledge and confidence to identify, screen and manage
patients with COPD.

Duration: March 2013 – Oct 2013

Project Highlights
The Australian Lung Foundation has worked with peak pharmacy bodies, industry partners
and rural and remote pharmacist to develop an online accredited COPD training program. It
consists of 10 modules and is supported by follow up webinars. The online program
launched mid-September 2013 at:
http://www.lungfoundation.com.au/professionalresources/1692-2/health-professional-training-and-courses/copd-pharmacy-online/
Numbers and locations of those undertaking the training will be tracked.
The Australian Lung
Foundation project
manager Judy Powell
says
that
this
program
“helps
pharmacists
put
pieces of the puzzle
together. It covers
health
promotion,
risk assessment and
screening and disease
management – the
cornerstones of best
practice CPD”.
The RHCE2 funding meant we could develop the resource and make it available across
Australia in a much shorter time frame. With over 23,000 pharmacists, many of whom are in
rural and remote areas, the potential reach is great”.
In describing the RHCE2 process the ALF felt that “the reporting process for this project was
spot on. It was great to be able to discuss the CPD ideas with the funding body before
commencing the submission writing. It would be great for others to hear about the projects
funded by RHCE2. We’d like to see funded projects invited to tell their stories at the National
Rural Health Conference…. Maybe next year!
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Case Study 7: Working in Health Promoting Ways E-Learning Project

Project Highlights
Organisation/s

Department of Health & Human Services Tasmania

RHCE2 Funding:

$28,800 (ex GST) Round 2

Project status:

Project completed. Final report submitted. Final evaluation submitted

Project type:

IPL, multi-disciplinary team training in health promotion

Location:

Northern region of Tasmania RA2-3

Target Groups:

Allied Health Professionals and Nurses

Purpose:

To increase access to high quality health promotion training by developing a
flexible sustainable e-based model learning.

Duration: Dec 2011 – April 2013

This project achieved and exceeded expectations. An e-learning Health Promotion course
was developed and implemented across the northern region of Tasmania. Since the 2
components were launched in 2012 there have been 150-200 participants, mostly allied
health professionals working in RA2-3 locations of Tasmania.
As reported by Elizabeth Mahnken (Health Promotion
Coordinator) “This seed funding was all about
capacity building for our team to be able to deliver a
flexible mode of learning into the future. It allowed us
to engage the services of a skilled instructional design
consultant. We’ve taken what we learnt from that
project and we’re applying to pretty much everything
we now do. We’ve turned our training upside down
and are delivering it in what we believe to be a much
more effective way.
Without the funding we would have plodded along
and probably ended up with an information-dump
style series of PowerPoint presentations with a quiz at
the end. We wanted to be innovative, creative and
interactive - about action not just gaining knowledge.”
The first component called “8PoP” (Principles of Practice) was a proof of concept phase that
used blended learning tools. This was followed by “Health Promotion in Action” which was
delivered as a longer, more intense, facilitated on-line course.
“Something we are very excited about is the opportunities that have opened up through
development and delivery of the course”.
The team is working with UTAS Health Science faculty members to adapt material for use in
their health promotion unit. That means lots of exciting, engaging and accessible
professional development for health and community workers in Tassie. Follow this virtual
poster presentation at the Australian Health Promotion Association conference which
demonstrates beautifully the project’s e-learning concept:
http://healthpromotiontas.blogspot.com.au
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Case Study 8: Remote X-Ray Operator Refresher Workshop
Organisation/s

University of Newcastle University Department of Rural Health

RHCE2 Funding:

$34,800 (ex GST) Round 4

Project status:

Workshops almost completed. Final report submitted

Project type:

CPD (radiography training)

Location:

NSW RA3-5

Target Groups:

GPs and nurses

Purpose:

Provide CPE for limited license remote x-ray operators in rural and remote NSW
to improve quality of their radiography

Duration: May 2013 – September 2013

Project Highlights
This 2 day accredited CPD course is designed to upskill the GPs and nurses who perform
radiographic examinations in rural and remote NSW. The training targets current NSW
limited x-ray license holders and aims to improve the quality of their radiography and reduce
unnecessary exposure to radiation. These limited license operators provide a valuable
service that prevents rural and
remote residents from having to
travel to access services.
The fully subscribed workshops were
conducted in Dubbo, Wagga Wagga,
Port Macquarie and Tamworth with
participants coming from as remote
as Wilcannia in the west and Lord
Howe Island in the east. They were
run by tutor and academic
radiographers.
The executive officer of the UDRH
Jennifer Lang believes “a common
sense approach” has been applied to the RHCE2 submission and funding process. The
funding ...”provides opportunities for projects that think outside the square. Our projects are
very different to normal CPD. You rarely get funding opportunities for projects that have a
unique delivery. This funding provides recognition that there are different ways of doing
things, different ways of getting the message out there”.
UDRH also received funding in round 3 to run multidisciplinary paediatric workshops. These
proved extremely popular with ongoing demand.
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Case Study 9: RHEF Satellite Broadcasts - Living Safely: Preventing
accidents and injury in Indigenous Communities; Taking Stock: the health
hazards of farming
Organisation/s

Rural Health Education Foundation (RHEF)

RHCE2 Funding:

$80,000 (ex GST) Round 1 (ID 410)

Duration: Jan – Sept 2011

$58,300 (ex GST) Round 2 (ID 253)

Jan 2012 – Jan 2013

Project status:

Both projects completed and final reports submitted

Project type:

Development and implementation of CPD (injury prevention in rural and
remote communities)

Location:

Satellite broadcasts – national distribution

Target Groups:

Primary health care professionals

Purpose:

To provide educational broadcasts that increase the capacity of the rural health
workforce to:
1.

reduce accident and injury rates amongst Indigenous people

2.

identify and respond effectively to the particular health issues relating
to farming populations.

Project Highlights
Since 1992 the RHEF has been providing free health education to healthcare teams in
remote and rural Australia and to their communities. RHEF has produced hundreds of
broadcasts in the last 20 years, distributed learning guides and DVD resources, produced
accredited online learning modules and in 2012 commenced operating the Rural Health
Channel 600 - the first nationally available free-to-air health TV channel. This digital satellite
television service broadcasts RHEF’s professionally accredited programs as well as health
education information programs.
The
Foundation
collaborates
with
health professionals,
often leaders in
their
respective
fields, to deliver
more
than
20
programs each year.
The two broadcasts
funded
by
the
RHCE2 were focused
on injury prevention
in rural and remote
communities. Like
all RHEF programs,
they were well
had
www.rhef.com.au/programs/health-promotion/taking-stock-the-health-hazards-of- researched,
key objectives and
farming/
messages,
were
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presented by experts in the field including key community members and provided quality
education materials.
RHEF evaluates program
impact by measuring viewing
data and website activity and
participants usually complete
a survey as part of the online
learning modules.
Helen Craig CEO says “We
would love to do a series of
programs, such as the living
safely program, not just one
here and there, each program
is only a snapshot. We would
love to work with other
organisations to make a
series, it could be really
collaborative”.
The RHEF programs have the www.rhef.com.au/programs/atsi/living-safely-preventing-accidentspotential to reach large injury-in-indigenous-communities/
numbers
of
health
professionals across Australia. After an initial satellite broadcast of each program there are
repeat broadcasts then ongoing online availability thus enabling continuous access.
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Case Study 10: Rural & Remote CPD Project Dental Prosthetists
Organisation/s

Australian Dental Prosthetists Association Qld Inc.

RHCE2 Funding:

$17,700 (ex GST) Round 2

Project status:

Project completed and final report submitted

Project type:

CPD dental prosthetics

Location:

Regional Queensland - RA3

Target Groups:

Rural and remote dental Prosthetists

Purpose:

Develop and deliver CPD for dental Prosthetists in rural and remote
Queensland

Duration: November 2011-December 2012

Project Highlights
This project enabled the ADPA (Qld) representing denture professionals across Australia to
pilot an innovative CPD program for multidisciplinary dental teams working in rural and
remote Queensland. The pilot undertook a series of 11 monthly peer study group meetings
in two regional locations – Mackay and Hervey Bay. Participant numbers exceeded
expectations and whilst the majority were dental prosthetists; dentists, dental hygienists,
dental technicians and office managers also participated and the opportunities this provided
for multidisciplinary networking and collaborating was cited by participants as the most
positive outcome of the sessions.
The modules were designed from a needs survey and covered clinical, patient and clinic
management and technical issues. Content was prepared by an education officer and the
groups self-facilitated each session. The ADPA also conducted a 2 day workshop in Cairns for
dental prosthetists as part of this funding.
Natalie Thompson Queensland’s member services coordinator said that the positives of this
program were …
“ that rural and remote practitioners felt like they mattered. They were able to meet
lots of other colleagues in their region. They were given an initial structure to the
program which has given them confidence to continue”.
The application and reporting processes were straightforward. After initial set up, the
project was relatively smooth to implement. The funding allowed ADPA to employ an
education project officer to design the content and research options for the future. As a
pilot, this project successfully achieved its objectives and the ADPA is now considering
options for ongoing delivery using a series of guided group-paced collaborative e-learning
modules.
“This would involve cohorts of learners undertaking structured sequences of
activities, some independently and some collaboratively, with guidance and
facilitated online video conferences. Such a format should enable greater
accessibility and efficiency without sacrificing peer collaboration”.
We look forward to future developments.
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APPENDIX 2. Program recipient survey questions
RHCE2 Participant Survey

Bond University has been contracted by the National Rural Health Alliance (NRHA) to
evaluate the Rural Health Continuing Education Stream2 (RHCE2) program, of which you
were a recipient.
The purpose of this evaluation is to provide NRHA and the Department of Health and Ageing
with information regarding the effectiveness, efficiency and value for money of the program
as well as its relevance and value to the rural and remote health workforce.
The purpose of this survey is therefore to evaluate your experience of being a recipient of
the RHCE2 funding grant. The information you provide is anonymous and will remain deidentified.
1. I agree to take part in this evaluation process and I have read the Explanatory Statement.
2. Recipient Type E
 Individual Recipient (you are an individual who was awarded a grant).
 Organisational Recipient (you are a representative of an organisation who was
awarded a grant).
3. What is your organisation/s type?
 University
 Specialty college
 Professional association
 Health organisation/service government
 Health service nongovernment
 Aboriginal or Torres Strait Islander organisation
 Other education provider
 Collaboration
 Other (please specify)
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4. Discipline (please tick all discipline/s your project was targeting)
 Medicine
 (International Medical Graduates (previously referred to as OTDs)
 Nursing or Midwifery
 Allied Health
 Physiotherapy
 Speech Pathology
 Occupational Therapy
 Social Services
 Pharmacy
 Dental
 Aboriginal and Torres Strait Islander Health Worker
 Other (please specify)
5. Funding amount received.
 Over $60,000 (ex GST)
 $40,000 to $60,000 (ex GST)
 $6,000 to $40,000 (ex GST)
 Under $6,000 (ex GST)
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6. Location of the funded project.
 National
 ACT
 Queensland
 New South Wales
 Northern Territory
 Tasmania
 South Australia
 Victoria
 Western Australia
 More than one state.
7. What was the purpose of the funding?
 Continuing professional development / Continuing professional education (CPD/CPE)
 Interprofessional learning (IPL)
 Multidisciplinary team training
 Orientation program
 Conference attendance
 Other (please specify)
8. How did you become aware of the RHCE2 funding round?
 National Rural Health Alliance networks
 Online advertising from RHCE
 Advertising in a professional journals / newsletters
 Notification from my professional organisation
 Colleague
 Other (please specify)
Please state the degree to which you agree or disagree with the following
1.Strongly Disagree 2. Disagree 3. Undecided 4. Agree 5. Strongly Agree
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9. The grant application process was easy to complete and submit.
10. The eligibility criteria were clearly stated.
11. The budget criteria was difficult to follow.
12. The RHCE2 program advertising encouraged me to apply.
13. The RHCE2 program is well marketed.
14. Enquiries about the application's progress were efficiently followed up.
15. The time allowed for the submission process was reasonable.
16. Notification of the success of our application was prolonged.
17. A RHCE2 contact person was available to answer any questions or concerns about the
process or the project.
18. Overall, the RHCE program administration process was efficient.
19. The RHCE2 funds were released in a timely and efficient manner.
20. The RHCE2 reporting process was time consuming.
21. The RHCE2 program contributes to the professional development needs of the rural and
remote health workforce in RA35 areas.
22. This funded project achieved its stated aims and objectives.
23. The number of health professionals we predicted would undertake our project actually
did so.
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24. This funded project contributed towards retaining rural or remote health
professionals.RHCE2Participant Survey
25. This funded project helped to increase our capacity to work in multidisciplinary teams.
26. I would apply again for another RHCE2 funding round.
27. Without the RHCE2 funding we would not have been able to undertake this project.
28. The RHCE2 funded project represents value for money.
29. This RHCE2 funded project has assisted the expansion of our educational support
of health professionals in a rural or remote setting.
30. I would recommend the RHCE2 funding rounds to other health care professionals.
Short answer responses:
31. Briefly describe the two best things about the RHCE2 funding?
32. How could the RHCE2 funding be improved to better meet your/organisational
continuing professional development needs?
33. Have you ever applied for RHCE2 funding and been unsuccessful?
34. Any other comments
Thank you for taking the time to complete this survey. Your time and effort is greatly
appreciated. The final evaluation report will be sent to the NRHA in December 2013.
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APPENDIX 3. Application process flowchart
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APPENDIX 4. Member organisations survey questions

RHCE2 Program Evaluation of Member Organisations Bond University has been contracted
by the National Rural Health Alliance (NRHA) to evaluate the Rural Health Continuing
Education Stream 2 (RHCE2) program.

The purpose of this evaluation is to provide NRHA and the Department of Health and Ageing
with information regarding the effectiveness, efficiency and value for money of the program
as well as its relevance and value to the rural and remote health workforce.

The purpose of this survey is therefore to evaluate your perspectives of the RHCE2 program.
The information you provide is anonymous and will remain de-identified.
If you have any queries please contact:
Dr. Janie Smith, Associate Professor (Medical Education), Bond University Faculty of Health
Sciences and Medicine, jansmith@bond.edu.au

1. What groups does your organisation represent?


Information Statement



Allied Health Professionals



Aboriginal Health Workers



Consumers



Dentists



Nurses/Midwives



Medical Practitioners



All of the above



Other

2. Has your organisation ever applied for RHCE2 funding?


Yes



No

3. Has your organisation been a recipient of RHCE2 funding?
Please state


Yes



No
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RHCE2 Program Evaluation of Member Organisations
3. Which of the following methods does your organisation use to advertise the RHCE2
program funding rounds?


Distribution email



Professional journal



Newsletter



Social media



Direct hard copy mailout



Conferences



Informal networks



Other Please state

Please state the degree to which you agree or disagree with the following
1.Strongly Disagree 2. Disagree 3. Undecided 4. Agree 5. Strongly Agree
5. The RHCE2 program's aims and priorities are relevant to the continuing professional
development needs of the rural and remote health workforce.
6. The current RHCE2 funding is sufficient to meet the gaps in the continuing professional
development needs of the rural and remote health workforce in RA 35 areas.
7. The RHCE2 program is well marketed.
8. The RHCE2 program is well managed by the NRHA.
9. The eligibility criteria is relevant to the rural and remote health workforce.
10. The budget criteria is appropriate to the rural and remote health workforce
11. The current structure of the RHCE2 program is sustainable in the long term.
12. The RHCE2 program funding represents value for money.
13. RHCE2 funded projects contribute towards retaining the rural and remote health
workforce.

14. How could the RHCE2 program be improved to better meet your members or
organisations continuing professional development needs? Please state:
Thank you for taking the time to complete this survey. Your time and effort is greatly
appreciated. The final evaluation report will be sent to the NRHA in December 2013.
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APPENDIX 5. Stakeholder interview questions
The following questions were asked of stakeholders; some questions were added or deleted
depending on the stakeholder e.g. the funder or the assessment panel member.

Interview questions – NRHA staff
Name

role

1. Can you tell me about your role with the RHCE2 program?
2. I note the eligibility and budget criteria includes a needs assessment? Do your
applicants have trouble with this requirement?
a. How could the eligibility or budget criteria be improved to make it more
accessible to the workforce?
3. What common issues or concerns arise for applicants during the application
process?
4. How relevant do you think the RCHE program is in meeting the educational needs of
the rural and remote health workforce?
a. How could it be made more relevant?
5. There appears to be significant demand for these funds. How would you like to see
the program marketed in the future to improve its accessibility?
6. Do you think the current funding meets the professional development needs of the
rural and remote health workforce? How could this be improved?
7. Do you think the current structure of the program is sustainable?
a. What do you think would make it more sustainable.
8. What would you like to see changed in your management of the program?
a. How could this be done from your perspective? Reporting, workload,
structure
9. What would you describe as the top three strengths of this program?
10. What areas of the RHCE stream 2 program that you think need improvement?
11. Do you think this program offers value for money? How could the funds be better
dispersed?
12. Are there any ways you can think of to make the program more effective?
13. If you were to change one thing about this program what would that be?
14. Is there anything that I didn’t ask you about that you would like to add or discuss?
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