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Abstract

Background

There are significant health status inequalities in Austtataveen those people living
rural and remote locations and people living in metropolitan cerfBiese almost ninet
percent of the population use some form of primary health caveesannually, a logicd
initial step in reducing the disparity in health status is tprawe access to health care
specifying those primary health care services that shouldohsidered as “core” ar

therefore readily available to all Australians regardlessvioére they live. A systematic

review was undertaken to define these “core” services.

Using the question “What primary health care services shouldergsiof rural and remote

Australia be able to access?”, the objective of this paperdslitoeate those primary hea|
care core services that should be readily available to all regardigssgraphy.

Method

A systematic review of peer-reviewed literature from ldsthed databases was undertal
Relevant websites were also searched for grey literatune.irf@mants were accessed
identify other relevant reference material. All papers vemsessed by at least two asses
according to agreed inclusion criteria.

Results

Data were extracted from 19 papers (7 papers from the paewesl database search and
from other grey sources) which met the inclusion criteria. TBepapers demonstrat
substantial variability in both the number and nature of core services. Givenrihi®aathe
specification or synthesis of a universal set of core seryoesed to be a complex a
arguably contentious task. Nonetheless, the different primary heakhdimensions th
should be met through the provision of core services were developed.tiorgdtie proces
of identifying core services provided important insights about thel needeliver thes
services in ways that are “fit-for—purpose” in widely differing gepiic contexts.

Conclusions

Defining a suite of core primary health care servicediffiault process. Such a suite sho
be fit-for-purpose, relevant to the context, and its development shoulcettbheduologically
clear, appropriate, and evidence-based. The value of identifyingP¢t@eservices to bof
consumers and providers for service planning and monitoring and consequeht
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Background

The implementation of primary health care (PHC) may welbhe of the most significant
systemic and ideological health reforms of modern times [1]. @eanwith stronger PHC
systems have demonstrably more efficient, effective, and ecuiitealith care [2]. Primary
health care can be considered a philosophy, an approach to the dafidedgvelopment of
services and first contact health services. It is based @tial,srather than biomedical,
model of health, with accessibility to and affordability of se¥gias primary objectives [3].
Issues of accessibility and affordability are particulaglgvant in rural and remote Australia
where health outcomes are generally worse than those of ma@ao@okas and where these
significant and unacceptable health inequities persist despitasesrén health funding and
changes to government policies in recent years [4].

If we are to improve access to PHC services, it is impottaidentify the nature of these
first contact services. In other words, which PHC services nightonsidered essential or
“core” within a health system, and, therefore, readily availabléimes of need? In the
absence of any available listing or register of such servigesystematic review was
undertaken with the objective of answering the question “What pritmeaith care services
should residents of rural and remote Australia be able to access?”

Why is it important to define core PHC services?

Since PHC services are the first point of contact to the hegdtem at times of need for
most people, their availability is a critical factor deterimg health care utilisation. Defining
those PHC services considered to be “core” is vitally impoitarrder to evaluate their
contribution to a reduction in health inequalities, especially thasatireg from demographic
and geographical factors such as population isolation, dispersed sattleattern, and the
higher proportion of Indigenous citizens in more remote areas ie lkeogntries such as
Australia and Canada. Cumming [5] cites a number of reasordeforing core services,
including the need to:

* Delimit a minimum package of services;

» Inform consumers what they can expect to access;

* Reduce variation in services across geographical areas;

» Prioritise the most important services; and

* Promote competition and efficiency in a market-driven system through coopafis
health services provision.

At the same time, however, there may be political and econoedsons as to why
policymakers wouldhot want to commit to a defined set of core PHC services. Professor
Martin Roland, for example, confirms that core services havbeatately never been defined

in the United Kingdom (personal communication, 9 February 2012) and AssBcaessor
Jackie Cumming reported that the Core Services Committee inZdaland (which became
the National Health Committee) also decided not to determinecd sere services (personal
communication, 28 February 2012). Defining core PHC services imaliisancial and
ethical responsibility to ensure that these services arelyesmtiessible for all people in a
health system.



Given Australia’s vast and diverse geography and settlememrpaissues of access to
health care services have been long-standing and most signiicaople living in remote
and rural areas. The difficulty in ensuring adequate accessadlthhservices in such
communities where “market-based” provision does not result in théabbpuiprovision of
health care is one strong reason why defining a set of dé@ d@rvices is so important.
Moreover, given that the nature and priority accorded to health needsliffeaybetween
geographical areas, it is important that people at all lexfetesponsibility within a health
system are very clear about the services that the heatémsys obligated to provide in order
to ensure equitable access to appropriate health care at timesdflmpartial discussions
about the resourcing implications (financial and otherwise) of giayiservices to all within
a given health system can only procaeéér a set of core services have been defined.

The provision of PHC services is an international issue spanning bothomgkxveand
developing countries. To that end, a systematic review of internktib@eture was
undertaken in order to identify “core” primary health care sesvibefining “core” services
is a pre-requisite to examining differences in access to, BRCcan only proceed once some
delimitation of the set of core services is available. In skodwing which primary health
care services can be considered essential or “core”halifl overcome a major knowledge
gap for health service planners concerned to overcome accesguatyddesparities in the
provision of health services.

Methods

Search strategy

Preliminary scoping searches of established databases suchdéiseMand EBSCO were
implemented. A librarian assisted with the development of thetsstiategy. Inclusion and
exclusion criteria are documented in Table 1. (A review protocel ved established in the
public domain; however, procedures and forms are available from the corresponding author.)

Table 1Inclusion and exclusion standards according to specified criteria

Criteria Inclusion Exclusion

Time period All

Language English

Geographical delimitation All countries

Level of Development All

Level of health care PHC services Secondary, tgriervices

Aim: to identify the services that e Identifies range, package, or suite Identifies only one or a small

should be considered “core” to a of PHC services number of disease specific or organ

rural and remote Australian primary specific services

health care service. « Relevant to Australian rural and « Not relevant to Australian rural a
remote context remote context

Methods « Single or multiple methods * No explicit method described
documented

Initial searches indicated that it would be prudent to search fraantg a variety of terms.
A number of large, established, peer-reviewed literature da&sbasre searched. “Grey”
literature was accessed through websites and key contacts. Zr'éible the databases and
websites that were searched. In general, the same termwedha used for the database
searches were used when searching websites for theitgrayure, although “primary care”



was used rather than “primary health care” because it wawr@ effective term in returning
hits on the websites.

Table 2 Searches conducted throughout databases and the grey literature

Type of Source Strategy

Information

Databases < Ovid Medline “Primary Health Care/5esdial adj4
« Ebsco CINAHL service$; core adj4 service$; medical
« Informit necessity; basic adj4 service$;

) comprehensive adj4 service$; community
« Cochrane Library access; acceptable adj4 service$; minimum
adj4 service$; fundamental adj4 service$;
element$ adj4 service$
Grey « Institute of Medicine The same search terms were used for these
Literature  (www.iom.edu/Reports.aspx) websites as was used for the databases.
* Healthinfonet
(www.healthinfonet.ecu.edu.au/)
* Lowitja Institute
(www.lowitja.org.au/)
 Primary Care Partnerships in Victoria
(www.health.vic.gov.au/pcps/about/index.htm)
« American College of Physicians
(www.acponline.org/)
 Bureau of Health Professions
(http://bhpr.hrsa.gov/)
» Health Systems Evidence
(www.healthsystemsevidence.org/)

After papers were selected from the databases, refeistxeflthese papers were perused in
a “snowballing” process to obtain other potential papers. Key infusnancluding members
of the research team, also provided papers from their own resqaumdsas contact with
primary health care services).

Methods of screening and selection criteria

Figure 1 describes schematically the screening praxdfesslecting papers from the database.
After removing duplicate titles, two reviewers scanned thestilom the total pool of titles
obtained from the search. Then the research team reviewedatitleabstracts to select the
most suitable papers according to the research question and th&omcind exclusion
selection criteria (Table 1). As specified in Table 1, thectele criteria included variables
such as the time period and the geographical distribution of the paperfull papers from
this set were collected and the same team of reviewersaustshdard data extraction pro-
forma to further refine the selected sample. To complete tbks faur of the researchers
worked in two pairs, with each pair reviewing half of the celé set. Where there were
discrepancies within the pair, these were first discussetidopdir and, if consensus could
not be reached, a fifth researcher adjudicated. (Table 2)

Figure 1 Electronic database selection process.




Data extraction

With the final set of papers selected, the primary interest tiva particular suite of core
services documented, and the methods used to derive these servicemtdl lextraction
process therefore included information about the specific serasasell as the methods
employed. Quality was also assessed using criteria basgdestions such as “Is this study
underpinned by a strong body of knowledge?” and “Does the method acdbrahei
objectives of the study?”. Other contextual information relevant toes@arch question was
also noted, such as the geographic focus of the paper and the yeastoidihan order to
assist the transferability and currency of the research findings. €Figur

Results

Study characteristics

Figure 1 describes the process of screening the initial 1904 spaptcted from the
electronic data bases down to seven which were finally includeathfa extraction. From the
websites, a further 787 titles were initially obtained, from Whoaly five full papers were
ultimately reviewed from these titles. However, none of theperpamet selection criteria.
Snowballing resulted in an additional six papers that met the inclusiteria. Key
informants identified six papers. Table 3 summarises author ddtaus,the papers were
located, and the actual number of core services specified in each of the 19 papers.

Table 3Final set of papers including how they were obtained and the number cbre
services specified

Author/s and Year How Located Number of Core Services Specified
Asuzu & Ogundeji [6] Snowballed 10
APHCRI [7] Snowballed 5
Bartlett & Boffa [8] Electronic black database 4
Bobadilla et al. [9] Snowballed 11
Brener et al. [10] Electronic black database 42
CRH [11] Key Informant 23
Farrow et al. [12] Electronic black database 313(lusters)
AH&MRC [13] Electronic black database 101 (in 84gtkrs)
OATSIH [14] Electronic black database 4
Lyle & Kerr [15] Key Informant 12
McDonald [16] Electronic black database 16
NACCHO [17] Snowballed 101 (in 8 clusters)
NATSIHC [18] Electronic black database 6
Scrimgeour [19] Key Informant 4 (Canada),

6 (Australia)
Scrimgeour [20] Key Informant 4 (Health Transfeli®pCanada),

14 (Montreal Lake Canada)
6 (Prince Albert Grand Council Transfer Agreement)

Tilton & Thomas [21] Key Informant 25
WACHS [22] Key Informant 11
World Bank [23] Snowballed 11

WHO [24] Snowballed 8




Primary health care core services

Table 3 demonstrates the marked variability in the number andatlkgorisation of core

PHC services. This reflects, at least in part, the diffegnie terminology used. In some
papers e.g., [17] the terms “service” and “function” were usedcim@geably, and activities
as diverse as “Otitis Media examination and testing” (p. 55) Bnddn advocacy services”
(p. 57) were included. In another paper [6] minimum standards werdispemnd these

services included “Provision of HIV counselling and testing cemtedsservices” (p. 85) as
well as “Pest control services” (p. 83). In a third paper [b5 @ctivities included “antenatal
care” (p. 159) as well as “evaluation of activities” (p. 159).

Some papers specifiedhat primary health care services should be provided as wélbwas
they should be organized in order to best deliver these services. Mitifiotuded service
elements such as infrastructure, staff training, and IT support.

Data synthesis

The heterogeneous nature of the different sets of core sewaseslue in part to different
methods used to derive the sets of services. The different appsoashied nevertheless in
a number of common dimensions used to define the services. These dimenst
summarised in Table 4, as well as the way in which these dimensions were tietnarca

Table 4Dimensions and demarcations upon which to base a set of core services
Dimensions Demarcations
1. Function of service 1.1 Getting people better
1.2 Keeping people well
2. Gender 2.1 Male
2.2 Female
3. Life Span 3.1 Pre natal
3.2 Birth
3.3 Baby
3.4 Child
3.5 Youth
3.6 Adult
3.7 Elderly (including end of life)
4. Target of service 4.1 Individual
4.2 Group (including couple, family, and community)
5. Type of Presentation 5.1 Acute
5.2 Chronic
6. Aspect of Body 6.1 Physical
6.2 Mental
6.3 Dental

Due to the variability of results in the 19 papers reviewed, & ned possible to delineate a
universal or definitive set of core services. As an example, dnef s®re services was

selected to assess the usefulness of the dimensions and demarttait were synthesised.
Table 5 illustrates how the eight core services specifietieatAtma-Ata conference [24]

address the demarcations specified in Table 4.



Table 5Suite of primary health care core services specified at the Alma-Atanference[23] and the demarcations they address

Demarcations Addressed

Core Service 11 12 21 22 31 32 33 34 35 36 3.7 41 42 51 52 61 62 63

1. Education concerning prevailing health problemd the methods of preventing and controlingthem X X X X X X X X X X X X X X X X X X
2. Promotion of food supply and proper nutrition X X X X X X X X X X X X X X X X
3. An adequate supply of safe water and basicatamit X X X X X X X X X X X X X X X X X
4. Maternal and child health care, including fangilgnning X X X X X X X X X X X X X X X X
5. Immunization against the major infectious digsas X X X X X X X X X X X X

6. Prevention and control of locally endemic dissas X X X X X X X X X X X X X X

7. Appropriate treatment of common diseases annli@y X X X X X X X X X X X X
8. Provision of essential drugs X X X X X X X X X X X X X X X X X




Discussion

The heterogeneity of the papers reviewed in this study preclbdetkescription or synthesis
of a definitive or universal set of core PHC services thuagihg our ability to answer our
original research question. The variability in published materéas a result of the different
purposes, diverse methods, different terminology, and different setohghe studies
undertaken. These differences are highlighted in Additional fileableTS1. The literature
was also characterised by variation in the methodological rrignderpinning the studies
analysed.

These features of the available literature were limitationghe context of our research
objective. One reason that a definitive set of core servicesiataevident from the literature
was because of the idiosyncratic nature with which differetitass defined different sets of
core services using different terminology with different methodkfar different purposes.
Also, the purpose of defining core services was not always dxplieasons for defining core
services varied enormously, and included: documenting lessons$ fean case studies of
successful services; to form a basis for discussion of workfothesagon, and training
needs; for service planning, monitoring, and evaluation; to document semécekated by
legislation; planning and advocacy; maximising cost-effectivenesd; defining the
responsibilities of resident and visiting teams. Thus, the stgsbirg for any initiative that
seeks to develop a set of core services is to agree on antepptipose. This may vary
depending on the intended audience, be they policymakers, consumeachess,
practitioners, or health service planners. Another limitation ofitim@ture in the context of
this study was that different purposes resulted in different methseld. Thus, in future,
explicitly defining a specific purpose will also provide a guided@an appropriate method.
Possible methods include: literature reviews; consultations andtepguaion; consensus
methods; empirical methods; and combinations of these. Whatever metbptkdy the
critical factor is the need to ensure the validity and rditglmf the method in relation to the
stated purpose.

In managing these characteristics of the literature whickthdancontext of this study, were
exposed as limitations, the study was able to produce a creativ@erhaps more useful
solution to the difficult problem of defining “core” services. Despihe considerable
variability in the results from the diverse studies we encoedieve were able to synthesise
common PHC dimensions across the 19 papers and the demarcationseadthiof these
dimensions (Table 4).

In relation to context and scope, available evidence about “cereites related to widely
different geographical, demographic, and epidemiological environmentse Tiheluded:
both developed and developing countries; regional, state, national, andrgkadigl as well
as for specific population groups such as Indigenous populations. The dimeastbns
demarcations summarised in Table 4 provide an excellent staaing or checklist with
which to consider the appropriate response for any given contexéxgowple, a life span
approach may be useful in a population with high needs in children andoelnjge that are
to be prioritised. This framework thus provides a valuable platformhéalth service
providers to use in their decisions relating to how best to meePi® needs of their
jurisdictions.



Most importantly, the critical task is to ensure that alldesis (regardless of where they
live) should be able to readily access the “core” services, howledf@ed, in times of need.
Recognising that many rural and remote communities cannot depenthket forces to
deliver these services equitably or on the basis of need.cleas that the way in which
access to these “core” PHC services is realised will @dgy from context to context. For
example, some services (such as emergency retrieval and Bwacuaust be availablen
situ, while others may need to be accessed by alternative nafddddivery such as visiting
services provided through a “hub-and-spoke” arrangement, fly in/fly owices, or
telehealth. Additionally, the need to move people to services rdtherservices to people
may require significant patient-assisted travel schemes.cAngideration ofvhat services
should be provided must also be accompanied by strategic thinking ledytite services
may be provided most efficiently and effectively. Past meteaindertaken describes a
number of different models ranging from fixed services, througiting services, and
telehealth [25,26]. Arguably, not all services must be providesitu. Unfortunately, there
exist few rigorous evaluations of health service models comp#nmgost efficiency and
health effectiveness of different rural and remote healthszaxeces to help guide decisions
about which services should be provided locally and which services ¢ast las effective in
meeting health care needs through different modes of access.

Overarching this key decision about “how” to provide “which” servieghe need to
recognise the fiscal constraints within which every healtlice and funding authority
operates. Financial resources are not ubiquitously available in it@dirsupply, and a
delimitation of the package or suite of “core” PHC services givan context could assist
decision-making in this regard. Hence the quanta of services apdithsion model need to
be prioritised according to community needs and context, and matchaustatze
availability of financial resources. Furthermore, in order to enstglevance and
sustainability of service provision, it will be important for PH@alth services to be
responsive to changes in community needs that result from chadegimegraphy, population
mobility, and ageing. Using the matrix of PHC dimensions and detians outlined in this
paper which is based on the best available evidence, the issiratodevvices and how they
might be accessed most effectively and efficiently can now be exploredsysbeenatically.

Conclusion

A comprehensive review of the international literature has showmthane agreed set of
primary health care “core” services is available. Alterndfivehis study has been able to
synthesise the extant literature to formulate a matrix of dimensions ardaddions that will
enable health authorities to assess local health needs and planrapriaf set of core
services accordingly. Just as the provision of universal at¢oelsalth care through the
®Medicare insurance scheme has become accepted and entrenahiéghéisn this country,
so too do Australians living in rural and remote areas have atoigixippect access to a range
of agreed PHC services. This systematic review provides signifiguidance for the
development of a set of core PHC services that can be used by $emice planners to
influence policy-makers and consult with consumers to guide the eguuiadMision of PHC.
The process by which a set of core services is formulated aaddaghould be evidence-
based, transparent, and fit-for-purpose. The underlying methods shoulrlpl®t end
rigorous. The task is for policy makers, practitioners, consumerstesedrchers to work
together to determine these core services for rural and eeaneas of Australia and other
countries with similar rural populations, and how they can be madelalfierand accessible
so that all citizens might enjoy a more equitable health system.



Endnotes

®Medicare is the publicly funded universal medical insurance scheme in Aastrali
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