ECORRA Consultation Response: Advancing Health and Medical Research and
Innovation across Rural, Remote and Regional Communities

Thank you for the opportunity to review and provide feedback on behalf of the Equitable
Outcomes Across Rural and Remote Australia (ECORRA) program on Research Australia’s
Policy Discussion Paper titled "Advancing Health and Medical Research and Innovation
across Rural, Remote and Regional (RRRvR) Communities."

The draft paper presents a timely and well-structured analysis of challenges and
opportunities for advancing health and medical research in rural, remote, and regional
(RRRVR) communities. Key strengths include:

o Clear alignment with national priorities: The paper connects well to broader equity
agendas such as Closing the Gap, the National Health and Medical Research
Strategy, and international rural health frameworks.

o Evidence-informed priorities: Funding inequities data, workforce statistics, and
case studies provide a strong rationale for reform.

e Real-world illustrations: Case studies such as Southern Cross University’s flood
response and James Cook University’s workforce training programs demonstrate the
practical impact of investment in RRRvVR research.

e Actionable recommendations: The call for dedicated funding streams, long-term
strategic investment, and national coordination mechanisms is well articulated.

While the draft is comprehensive, several areas could be enhanced to strengthen its policy
impact and ensure implementation feasibility.

1. Problem Definition and Policy Case

o The introduction could better synthesise the “problem statement” by explicitly linking
funding inequities, health outcomes, and missed opportunities for innovation in
RRRVR areas.

e The definition of regional, rural, remote, and very remote communities should extend
beyond the epidemiological classification based on the Modified Monash Model
(MMM). While the MMM provides a useful framework for resource allocation and
workforce planning, it does not capture the cultural, social, and contextual
dimensions that shape community identity, resilience, and health priorities. A more
nuanced definition should be acknowledged that integrate both the epidemiological
and cultural perspectives, addressing the unique histories, values, lived experiences,
and community assets that distinguish RRRVR regions and influence health and
research outcomes.

2. Evidence Base for Funding Inequities

e The funding disparity data is powerful but would benefit from comparative metrics,
such as “per capita funding per RRRVR resident” versus metropolitan areas.



The paper cites MRFF and NHMRC investment figures but does not quantify health
burden or return on investment to strengthen the economic and health case for
increased funding.

3. Priority 2: Acknowledging Diversity and addressing equity and intersectional
discrimination

The section on intersectional discrimination is conceptually strong but could be
operationalised further. For example, how should funding bodies measure success in
addressing intersectionality? What indicators would demonstrate reduced structural
barriers?

It is suggested that specific metrics (e.g., proportion of grants with First Nations
leadership, number of community co-investigators funded) are proposed to ensure
accountability.

Integrate social determinants of health such as housing, education, transport, food
security, and climate change into the core research agenda, with dedicated programs
linking health research to rural economic, environmental, and social policy to address
inequities and build disaster resilience in RRRVR communities.

4. Priority 3: Strengthening Research Capacity

The recommendations for digital infrastructure and community-led research hubs are
important but could be linked to emerging national initiatives, such as digital health
strategies, Al ethics frameworks, and the Australian Data Strategy.

The document calls for research capacity and infrastructure but doesn’t provide a
clear pathway for how evidence will influence policy and practice in RRRvVR areas.
There is no mention of implementation science, knowledge translation hubs, or
mechanisms for scaling successful local pilots nationally.

Recommend establishing dedicated national rural health translation centres or
funding streams for implementation research, in close partnership with health
services. These centres should act as regional hubs for implementation science,
ensuring that research findings are rapidly translated into practice, adapted to local
contexts, and scaled across RRRvVR communities to deliver measurable health
system impact.

While recommendations highlight the importance of strengthening local research and
digital infrastructure to build capacity, it should also emphasise the need for systems
that enable streamlined, secure, and efficient collection, linkage, and sharing of data
across RRRVR areas. Enhanced data interoperability and timely access to locally
relevant datasets are critical for informing research, driving evidence-based decision-
making, and supporting collaboration across regions.

Digital health and Al should be elevated as a core research priority, with investment
in Al-enabled decision support, teletrial networks, and digital health literacy programs
to address RRRvR-specific challenges such as workforce shortages, telehealth
access, and data connectivity, positioning digital transformation as a key enabler of
health equity.



Develop standardised outcome measurement frameworks that can be applied across
multiple health conditions while remaining sensitive to RRRVR contexts, moving
beyond disease-specific metrics to include community-defined wellbeing indicators.

Establish strong and diverse methodological approaches suited to the reality of rural
and remote settings.

Create cross-health condition data linkage protocols to examine health interactions
and comorbidities specific to RRRVR populations, supporting more holistic health
system insights.

5. Priority 4: Workforce

The James Cook University case study highlights workforce training well, but
recommendations could be expanded to include:

o Career pathways for Early and Mid-Career Researchers (EMCRs)
o Mentorship networks across metropolitan and RRRvVR universities
o Incentives for clinician-researchers to remain in rural areas.

It is suggested that a national RRRVR research workforce strategy aligned with the
MRFF and NHMRC priorities, including fellowships, training hubs, and leadership
positions could be proposed.

Workforce recommendations can be strengthened incorporating financial and
structural incentives. These, alongside cost-benefit modelling can help to
demonstrate the economic and health system returns of sustained RRRVR research
investment and workforce retention.

Implement integrated health condition research clusters that allow researchers to
study multiple related conditions simultaneously, maximising workforce and resource
efficiency in RRRVR areas.

Develop condition-neutral capacity-building frameworks to strengthen local research
skills that are transferable across multiple health domains, reducing siloed expertise.

6. Priority 4: Genuine Partnerships

The section recognises the importance of co-design but lacks detail on governance
models for partnership-based research. Without clear guidance, partnerships risk
becoming tokenistic or overly bureaucratic.

It is suggested that Indigenous research governance frameworks and collective
impact models are drawn on to propose principles for shared decision-making, data
ownership, and long-term capacity building.

7. Priority 6: National Coordination

The call for a bipartisan national framework is essential but needs clearer pathways
for implementation. Consider proposing a national RRRvR research observatory to
monitor funding, outputs, and outcomes.



It is suggested that a governance diagram is included, showing how local institutions,
funding bodies, and national agencies would interact under a coordinated strategy.

Establish cross-institutional research ethics pathways to streamline approval
processes for studies addressing multiple health conditions, reducing duplication and
accelerating research translation.

Links to international research is highlighted but it is recommended that the global
perspective is strengthened by establishing bilateral research agreements and
participating in international rural health research networks with countries facing
similar challenges (e.g., Canada, New Zealand, Nordic nations) to share data,
models, and innovations.

8. Other

The draft focuses heavily on government funding (MRFF, NHMRC) but does not
discuss the role of private sector, philanthropy, or social impact investment in rural
health research.

It is suggested to broaden funding strategies beyond government sources by
exploring public-private partnerships, philanthropy, and regional innovation funds to
diversify investment and accelerate rural health research and innovation.

This submission is on behalf of the Equitable Cancer Outcomes across Rural and
Remote Australia (ECORRA) Research team: Helena Rodi, Dr Charlene Wright, A/Prof
Skye Marshall, Dr Anna Chapman, Hannah Jongebloed, Dr Rebecca J Bergin, Sharina
Riva, Laura Sergeant, Sherry Tang, Prof Anna Ugalde.



