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1.  Program Context  

The Central Queensland, Wide Bay and Sunshine Coast PHN by nature of its expansive area, includes a 
significant range of demographic, cultural and geographically vulnerable groups.  Facilitating access to person-
centred efficient and effective primary health services for such diversity in population profile and an extreme 
continuum of workforce availability across the region, requires a well-considered assessment of where best to 
invest limited resources. 

To this end, the PHN will apply flexible funding to meeting the primary health care service access gaps for four 
of the most vulnerable groups in our region: children, youth, those at risk of or managing chronic disease (with 
a focus on regional areas) and Aboriginal and Torres Strait Islander communities. The RPHS program funds 
initiatives targeting priority areas and groups not currently resourced from other Commonwealth funding 
arrangements. Services will be provided in geographic areas within the PHN catchment with high prevalence of 
risk behaviours, high rates of chronic conditions, high levels of socio-economic disadvantage and lower access 
to Allied and other health services.   

Underpinning all primary health care service improvement investment is a commitment to promoting person-
centred, communication and referral processes (eHealth) between health providers to ensure services are 
relevant, efficient and effective. 

 

Rural Primary Health Service health programs are grouped under the following themes:  

¶ Allied Health for Early Years 

¶ Chronic Disease Access 
 
The PHN has developed this program to address the above priorities. 
 

The PHNôs Aims and Objectives; 

¶ To enhance access to evidenced-based primary health care services for children who are 
developmentally and behaviourally vulnerable. (e.g. through the provision of speech and occupational therapy, 
psychology services for children). This may include working collaboratively with key Aboriginal and Torres Strait 
islander organisations to support the delivery of responsive, timely and integrated hearing health services for 
Aboriginal and Torres Strait Islander children. 
 

¶ Improve health outcomes and quality of life for people with chronic conditions and provide early 
intervention and prevention strategies for those at risk, through enhancing access to primary health care 
services, particularly for vulnerable groups, in underserviced areas within the PHN region.  
 

¶ Provide collaborative, integrated, multi-disciplinary team-based access to chronic disease prevention and 
management in areas with large Aboriginal and Torres Strait Islander populations.  

¶ Support the uptake and use of eHealth/My Health Record and telehealth to optimise efficient access to 
health care services to improve patient centred complex care communication and referral processes. 

This will be achieved through: 

• Improving access to appropriate health and medical services, including health promotion and 
prevention;  

• Promoting team based care; 

• Integration of mental health services; 

• Behaviour change programs for those at risk of chronic disease; 

• Addressing workforce shortages through better workforce distribution and support; (providing 
the right care, in the right place, at the right time, by the right people); and 



 

 

• Fostering partnerships between stakeholders to improve health outcomes in rural and remote areas.  

 

These guidelines set out how the RPHS program operates.  They detail the eligibility requirements, the aim and 
objectives, scope, how funding can be used and the reporting requirements.  The guidelines should be read 
together with the Agreement between the PHN and the Service Provider and the Service Provider’s annual 
Activity plan, once approved by the PHN. 

  

  

2. The Serviceôs Providerôs Objectives 

The Objectives of the RPHS program are to:  

  

1. Provide and maintain access to supplementary allied health and primary care services that are based 
on identified health needs in each community.  

  

2. Promote coordinated, multi-disciplinary team based approaches to the provision of integrated primary 
health care services.  

  

3. Establish and maintain effective community consultation practices for the planning, management, 
flexible delivery and ongoing review of the RPHS program.   

  

4. Provide and maintain access to relevant health promotion and preventative health programs and 
activities designed to promote health and wellbeing.   

  

5. Encourage people in rural and remote areas of the PHN region, to adopt or modify behaviours to better 
manage their health and wellbeing.  

 

 

3. Scope and Operation  

 

The RPHS transition program will give Service Providers greater flexibility in the range of primary health care 
services offered, including health promotion and preventative health activities, to people in rural and remote 
communities, including local government areas (LGA) identified at Annexure C.   

  

Primary health care services encompass active treatment, screening programs, health education on individual 
health risks, and more broadly, efforts to address health concerns for the entire community.   

  

A rural primary health service may cover a particular LGA, which may include many small geographically defined 
communities.  The rural primary health service may also provide individual services or group programs for sub 
groups within and across the broader geographical area.  When recording number of communities serviced by 
the program, the place of residence of members of the group must be recorded within the catchment area, as 
well as the location of the outreach service.   

  

  



 

 

3.2 Allied health and primary care services  

Services funded under the RPHS:   

• Allied health services – including audiology, chiropractic, dietetics, exercise physiology, occupational 
therapy, osteopathy, physiotherapy, podiatry, psychology, and speech pathology/therapy.  

• Mental health services – including mental health nursing, general counselling, psychology, social and 
emotional wellbeing.  

• Social work services – including social welfare and social support.  

• Nurses in a specialist role – including community nursing, primary health care and community health, 
asthma management, diabetes management, women’s health.    

• Aboriginal health services – including Aboriginal Health Workers, Aboriginal Mental Health Workers.  

• Family health services – child, youth, men’s health, family and maternal health services, including 
women’s health.  

• Other health services – drug and alcohol, sexual health, aged care (excluding residential), foot care 
therapy, oral health, massage therapy and transport.  

• Clinical/health co-ordination – direct client role, e.g. assessment for service, case 
management/coordination activities.  

• Community health education, promotion and prevention – health promotion and health education 
activities, including injury prevention, screening, public health activities and disease prevention.  

  

Services must be delivered by appropriately qualified and trained allied health and other health professionals 
and/or workers.  

  

Attachment A:  Range of Primary Health Care Service Providers gives an indication of the range of 
primary health care service providers who can be funded to deliver services under the program.  

 

4. Delivery of Services 

 

Services may be delivered through a variety of intervention models such as one-on-one, group sessions, multi-
disciplinary care and community capacity building.   Components of each of these approaches, as a guide, are 
as follows:  

  

Individual intervention   (one-on-one e.g. health professional & client)  

• treatment or clinical focus  

• treatment and preventative health approach  

• preventative health approach  

• case conferencing   

• care planning  

• Clinical care coordination  

  

Group work intervention (group of clients and the health professional as facilitator - face to face, online or e-
health)  

 



 

 

• therapeutic treatment focus  

• peer learning  

• self-help / support  

• Health education  

• preventative health   

• health promotion  

  

Multi-disciplinary care is where, in either individual or group work interventions, more than one discipline of 
health professional provides input into assessment/care planning.  Multi-disciplinary care usually involves a 
formal case conference (with or without the client) where a number of health disciplines will be present and 
contribute to care plan development.  For example, a client may be seen by the social worker and dietitian; the 
client is also discussed at a case conference with social worker, dietitian, psychologist, nurse and General 
Practitioner present and contributing to the care plan development.  Case conferencing can be via tele/video 
conferencing facilities.  

   

Community Capacity Building, like community development describes a process that increases the assets and 
attributes that a community is able to draw upon in order to improve their health.  Community Capacity Building 
is defined as the increase in a community groups’ abilities to define, evaluate, analyse and act on health 
concerns of importance to their members; more simply finding local solutions for local health problems. 

  

  

3.3 Workforce qualifications  

Primary health care professionals are recognised health professionals with the qualifications and skills to provide 
expert clinical care and advice.  They must be able to practice independently and not require direct supervision 
to undertake the clinical tasks for which they are employed.  

 

Allied health assistants may also make up the workforce, where clinically appropriate. Delegation to, and 
supervision of, allied health assistants, and any other personnel providing a clinical service, must adequate to 
ensure best practice. 

  

Where relevant, primary health care professionals employed under the RPHS program must hold recognised 
educational and/or vocational qualifications specific to the position for which they are employed. In many 
occupations they must be registered with or obtain a license from a local authority in the state or territory in 
which they wish to practise their profession.  Therefore, all primary health care professionals employed as part 
of the RPHS program must be registered/accredited, if required for that profession and must qualify for 
membership of their relevant professional association.  

  

Nurses can be funded under the RPHS program if employed in specialist roles e.g. asthma management, 
diabetes education, community nursing or mental health.  A nurse with a specialist role is defined as a nurse 
who holds appropriate tertiary or vocational qualifications as per State government and/or professional 
requirements or is employed in that specialist area.    

  

3.4 Provision of other services   

Service Providers must obtain written approval from the PHN to employ primary health care service providers 
that are not listed at Attachment A: Range of Primary Health Care Service Providers.  Factors taken into 
account by the PHN in considering a request include:  



 

 

• whether the specific service meets the aim and objectives of the RPHS program;  

• whether the service meets an identified need of the community; and  

• whether the specific service requires staff to have appropriate and recognised qualifications to perform 
their proposed role.  

   

  

3.6 Professional development  

Service Providers are expected to utilise appropriate workforce recruitment, retention and skills enhancement 
strategies (e.g. mentoring and appropriate professional development activities) to ensure that skills are current 
and meet an identified need in the community.  

  

Use of RPHS program funds for the professional development of program employed staff is permitted.  Such 
activity needs to be consistent with the objectives of the program, represent value for money and result in a 
demonstrable benefit for a community or communities within a short time frame.  Prior approval for 
professional development expenditure must be sought from the PHN through the annual budget approval 
process.   

  

Professional development expenditure will not be approved for overseas conferences.  

  

  

3.7 Consultation and liaison by Service Providers  

Service Providers must:   

• identify relevant referrers;  

• engage in ongoing consultation with local referrers to co-ordinate care;  and 

• liaise with other local services to assist in integrating services.  

   

3.8 Program delivery  

Service Providers are expected to undertake regular review of referrals and services being provided to deliver 
primary health care in a way that best meets the identified needs of rural communities.  The PHN supports 
Service Providers using service delivery models that are practical and acknowledge the individual characteristics 
e.g. geography, demography, isolation of their community.  The PHN requires service delivery models to be 
responsive to community needs and to utilise the available workforce, taking into account the aim and objectives 
of the RPHS program.   

  

The RPHS program provides for a range of flexible service delivery models to support greater access to health 
services within communities:  

Cluster: service provision provided to multiple communities from a variety of service providers located in different 
communities within the cluster;  

Hub and spoke: service provision provided both in the central town and by the service provider travelling to 
outlying communities;  

Outreach: service provision provided to outlying communities by service providers travelling to those 
communities from a larger town;  

Region: service provision to a region which could include several communities who travel to the central point for 
service provision;   



 

 

Town: service provision to a single town only; and  

Tele-health: service provision using technology that focuses on connecting the client and health professional for 
the delivery of clinical care.  

  

Modes of delivery include:  

• full-time or part-time employment of an allied health (or allied health assistant) or nursing professional by 
the Service Provider;  

• subcontracting services through medical practices or groups of medical practices;   

• “sharing” an allied health or nursing position with another funded, or other, organisation;  

• contracting visiting allied health professionals; and  

• sub-contracting an allied health or nursing position on a purchaser-provider basis.  

  

This is not an exhaustive list and Service Providers may combine different models for different activities. In 
developing a model, Service Providers should plan a cost-effective approach that maximises access to services 
on the ground and maintains a client focus with demonstrated positive health outcomes, is evidence based and 
encourages team based care.  

 

3.9 Operational matters  

Access pathways  

RPHS program allied health and primary care services may be accessed by individuals in rural communities in 
two ways:  

1. Primary referral: Initial referral to a RPHS program service is usually made through another primary health 
professional e.g. General Practitioner, nurse in a specialist role or other allied health professional.  Referral by 
this means increases the opportunities for collaborative work by multidisciplinary teams in the primary care 
setting.  This enhances the use of care planning and case conferencing and promotes better continuity of care.  
General Practitioner/primary health professional referral is encouraged under the RPHS program.  

2. Self/Family/Carer referral: Acceptance of a client to a particular service may need to be determined by an 
intake process where a client assessment will be undertaken prior to acceptance or onward referral to the 
appropriate service.    

  

It is suggested that Service Providers use a referral template based on agreed referral processes where they 
exist.  Where such processes do not exist, Service Providers should work with services to develop agreed 
templates and processes. Supporting the up-take of eHealth records and communications is strongly 
encouraged by the PHN. Service Providers will be benchmarked against their progress towards the uptake and 
use of eHealth/My Health Record and telehealth, to optimise efficient access to health care services and to 
improve patient centred complex care communication and referral processes. 

  

Continuity of Care  

Written or electronic communication between an individual’s allied health practitioner or primary care nurse and 
their General Practitioner should occur, thereby ensuring best practice continuity of care.  This must be done in 
line with national privacy principles.   

  

Service Providers should put communication frameworks in place to allow for best practice and continuity of 
care.  Details should be provided in reports to the PHN about any activities undertaken to strengthen 
partnerships between allied health professionals, General Practitioners and other primary health care services.  

  



 

 

  

3.10 Client fees and charges  

 

Primary health care funded under the RPHS program should be provided free of charge to consumers, with no 
co-payments.   

  

 

4.  Funding   

  

4.1 Eligibility for funding  

 

To be eligible for funding for services under the RPHS program, communities must be located in ASGC-RA 
categories 2 (Inner Regional) to 5 (Very Remote).  Priority will be given to small rural communities and 
communities located in ASGC-RA 3 (Outer Regional) – 5 (Very Remote) or LGAs. 

Individuals should be from hard to reach and disadvantaged groups and primarily from the target groups, 
identified in the HN’s aims and objectives. More defined eligibility criteria is not provided by the PHN. This is to 
allow the Service Provider some flexibility in the targeting of the services, based on local needs, gaps in service 
availability and funding limitations. The Service Provider may choose to develop stricter eligibility criteria for their 
service, provided this is developed with appropriate clinical input, and remains within the scope and intent of this 
service as outlined in the funding agreement Schedule and this document. 

  

4.2  Allowable use of funding  

Funding under the RPHS program is for allied health and primary health care service provision.  

  

Service Providers are required to properly apportion costs between service delivery and administration 
elements.  For example, if a clinical/health coordinator works both in an administrative role and provides primary 
health care under the program, then Service Providers must establish processes to ensure that costs are 
properly identified and correctly attributed to the relevant line item.  

  

Service provision includes amounts for:  

A. Service Delivery Costs   

Service delivery costs are costs related to the direct provision of primary health care and may include:  

 •  Contract costs  

Contract costs of non-employed allied health and other primary health professionals and workers directly 
engaged by the funded organisation under the program.  These costs are per contractor arrangements e.g. 
hourly rate paid on invoice.    

 •  Salary costs  

Salary costs of employed allied health and other primary health professionals and workers directly engaged by 
the funded organisation under the program, including clinical/health coordination costs.  

  

Contract costs/Salary costs should comprise the majority of expenditure across the program to ensure that 
primary health services are delivered to rural and remote communities.   



 

 

 •  Salary on-costs  

Salary on-costs of employed allied health and other primary health professionals and workers directly engaged 
in the program.  On-costs are the additional costs (above the annual salary) incurred.  These costs include 
provisions for superannuation, long service leave, workers' compensation and payroll tax.   

 •  Room rental costs  

Costs incurred by the program for renting rooms specifically for allied health and other primary health 
professionals and workers to provide allied health services under the program.  

 •  Professional indemnity costs  

Annual premiums paid by the funded organisation to cover professional indemnity costs for allied health and 
other primary health professionals and workers employed under this program.  

 •  Travel and accommodation costs  

Travel and accommodation costs incurred by allied health and other primary health professionals and workers 
in provision of allied health services e.g. outreach services.  

 •  Vehicle and running costs  

Vehicles that are used by allied health and other primary health professionals and workers in the direct provision 
of allied health services under the program. In respect of motor vehicles, or any other substantial assets, leasing 
arrangements are preferred.  Purchasing of motor vehicles will only be considered in exceptional circumstances 
and only after a business case has been submitted and approved by the PHN.    

 

 •  Professional development costs  

Course fees, conferences directly related to their profession (employee only) and service provision under the 
program.  Prior approval for course fees and conferences expenditure must be sought from the PHN through 
the annual budget approval process.   

 •  Medical supplies  

Any purchases directly associated with consumables used by allied health and other primary health 
professionals and workers in provision of allied health services e.g. podiatry supplies used in foot therapies.   

 •  Other direct service provision costs  

Other costs may include purchases or hire or lease costs associated with events, one-off sessions or equipment 
used directly for allied health service provision.  Depreciation of equipment must be identified.  A breakdown of 
these costs may be requested by the PHN if required.  

   

 

B. Administration Costs   

Administration costs are indirect costs associated with administering the program e.g. staff time for writing plans 
and reports, or for evaluation and monitoring.  These costs may include:  

 •  Salary/Contract costs  

Contract costs of non-employed management or administrative staff.  These costs are per contractor 
arrangements eg, hourly rate paid on invoice.  Salary costs of employed management or administrative staff 
engaged by the funded organisation to provide administrative support under the program.  

 •  Salary on-costs  

Salary on-costs of employed management or administrative staff directly engaged in the program.  On-costs are 
the additional costs (above the annual salary) incurred.  These costs include provisions for Superannuation, 
long service leave, workers' compensation and payroll tax.   

  



 

 

 •  Travel and accommodation costs  

Travel and accommodation costs incurred by managers, program manager or, administrative staff attending 
meetings, conferences or site visits.  

 •  Vehicle and running cost  

Lease, running and maintenance costs associated with vehicles that are used by managers, program managers 
or administrative staff for site visits, practice visits.  In respect of motor vehicles, or any other substantial assets, 
leasing arrangements are preferred.  Purchasing of motor vehicles will only be considered in exceptional 
circumstances and only after a business case has been submitted and approved by the PHN.  

 •  Office running costs  

Office running costs include office rent costs, utilities costs - electricity, gas, and communication costs e.g. 
phone, fax, mobile phone and IT costs.   

 •  Other administration costs  

Other costs may include audit fees, bank fees, catering costs for program meetings, IT network, office equipment 
hire and lease costs, depreciation on office equipment, general insurance, office cleaning costs, security, 
maintenance and licensing costs, admin staff training and accreditation costs.  A breakdown of these costs may 
be required by the  

PHN if requested.  

   

4.3 Budget allocation   

The Budget is a component of the annual Activity plan which, once approved, will form part of the Agreement 
with the PHN.  

  

The PHN requires organisations to keep within the allocated budget split of a 80% minimum for service provision 
costs and a maximum of 20% for administration costs, unless there has been written approval from the PHN for 
a different split.   

  

Organisations must ensure that administration costs are cost-effective as the emphasis of funding provided 
under the RPHS program is for service provision to communities.  

  

Organisations can transfer funds between individual line items within a section to meet requirements as 
necessary.  There can be no transfer of funds from service delivery costs to administration costs without written 
approval from the PHN. Service Providers’ administration costs will be benchmarked against other contracted 
RPHS Services Providers’ administration costs. 

  

  

4.4 Financial management practices   

Strong financial management is essential under the RPHS program: 

  

Use of funds  

Organisations may have employment models that vary from full-time salaried engagement for the RPHS 
program, which may lead to sharing of staff/contractor time across multiple programs.  Where this occurs, 
organisations must ensure that time/services are properly attributed to each program.  Organisations must also 
clearly delineate between RPHS program funds (and their use) and funds received from other sources.  

  

RPHS program funding should not be used to:   



 

 

• create a situation where existing primary health care is ‘crowded out’, or made less profitable.    

Measures should be taken to ensure that if professionals are recruited from an existing local service, this service 
is not left under resourced because the position cannot be backfilled. 

 • pay for services under other programs such as the Better Access to Psychiatrists, Psychologists and General 
Practitioners.   

RPHS program funds must be separately reported to PHN in the financial statements and reports submitted 
under the terms of the Agreement. 

 

   

5.2 Activity Plan  

The annual Activity plan is a planning document that helps to clarify the project aim and objectives, the methods 
of achieving those objectives and the methods of measuring, monitoring and reviewing success.  The annual 
Activity plan will become an Annexure to the Agreement and will be used in conjunction with reports submitted 
to ensure that activity for the period of the Agreement is being met.  It also encourages Service Providers to 
explore the complementary relationship between the RPHS program and other local services and initiatives in 
ensuring continued and improved access to primary health care for the community.  

 

  



 

 

Attachment A  

  

  

Range of Primary Health Care Service Providers 

The table below is provided as an indication to the range of primary health care service providers who can be   
funded to deliver services under the RPHS program.  

 

 

 

 

 

 

 

 

 

¶ Aboriginal health worker  

¶ Aboriginal youth worker  

¶ Allied health care assistant/aide  

¶ Audiologist  

¶ Chiropractor  

¶ Clinical/health coordinator  

¶ Community health development 
worker  

¶ Counsellor  

¶ Diabetes Educator  

¶ Dietitian/Nutritionist  

¶ Drug & alcohol worker  

¶ Exercise Physiologist  

¶ Fitness instructor  

¶ Foot care therapist 
Health education/health 
promotion officer  

¶ Massage therapist  

¶ Mental health workers,  
including mental health nurse, 
general counsellor, 
psychologists   

¶ Nurse Practitioner  

  

• Nurse in a specialist* role eg:  

− asthma management  

− community nursing  

− diabetes education  

− primary health care  

- child health 

− women’s health  

• Nurse – enrolled/assistant/aide  

• Occupational therapist  

• Osteopath   

• Personal care assistant  

• Physiotherapist  

• Podiatrist  

• Psychologist  

• Social Worker  

• Speech pathologist/therapist  

• Therapy aide/hygienist  

• Transport officer  

• Youth worker 

  

* Qualifications as appropriate  

  

  

Practice Nurses, Dentists, Dental Therapists, Radiographers, Pharmacists and Optometrists are not 
funded under this program.  

 

 


