
Partnering to address
rural health workforce challenges

in Western NSW
Robyn Ramsden

School of Health and Social Development, Deakin University, Melbourne, Australia
Richard Colbran

NSW Rural Doctors Network, Newcastle, Australia
Tricia Linehan

Health Intelligence Unit, Orange, Australia
Michael Edwards

NSW Rural Doctors Network, Newcastle, Australia
Hilal Varinli

Health Intelligence Unit, Orange, Australia
Carolyn Ripper and Angela Kerr

NSW Rural Doctors Network, Newcastle, Australia
Andrew Harvey

Western NSW PHN, Dubbo, Australia
Phil Naden

Bila Muuji Aboriginal Corporation Health Service, Dubbo, Australia
Scott McLachlan

Western NSW Local Health District, Dubbo, Australia, and
Stephen Rodwell

Far West Local Health District, Broken Hill, Australia

Abstract
Purpose –While one-third of Australians live outside major cities, there are ongoing challenges in providing
accessible, sustainable, and appropriate primary health care services in rural and remote communities. The
purpose of this paper is to explore a partnership approach to understanding and addressing complex primary
health workforce issues in the western region of New South Wales (NSW), Australia.
Design/methodology/approach – The authors describe how a collaboration of five organisations worked
together to engage a broader group of stakeholders and secure commitment and resources for a regional
approach to address workforce challenges in Western NSW. A literature review and formal interviews with
stakeholders gathered knowledge, identified issues and informed the overarching approach, including
the development of the Western NSW Partnership Model and Primary Health Workforce Planning
Framework. A stakeholder forum tested the proposed approach and gained endorsement for a collaborative
priority action plan.
Findings – The Western NSW Partnership Model successfully engaged regional stakeholders and guided the
development of a collaborative approach to building a sustainable primary health workforce for the future.
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Originality/value – Given the scarcity of literature about effective partnerships approaches to address rural
health workforce challenges, this paper contributes to an understanding of how to build sustainable
partnerships to positively impact on the rural health workforce. This approach is replicable and potentially
valuable elsewhere in NSW, other parts of Australia and internationally.
Keywords Partnership working, Collaboration, Partnership model, Rural and remote health workforce,
Rural and remote primary health care, Rural workforce challenges
Paper type General review

Introduction
The Australian health care system “[…] has come under intense pressure due to changes in
healthcare needs, such as the increase in demand and healthcare costs, inequities, complex
health conditions and a push to improve health outcomes” (Dixit and Sambasivan, 2018, p. 1).
The challenges in providing effective, timely, coordinated health care now and into the future
have led to a renewed focus on the importance of primary health care and its role in delivering
better health outcomes at lower cost (AIHW, 2014).

In Australia, primary health care is typically the first health service accessed by patients
with a health concern (AIHW, 2016). It includes health promotion, prevention, early
intervention, treatment of acute conditions andmanagement of chronic conditions (DoH, 2015).
Various services are provided by the primary health care sector and are delivered in numerous
settings – such as General Practices, community health centres, Aboriginal Community
Controlled Health Services (ACCHSs), allied health practices, in-home care and more recently
telecommunications technologies such as health advice telephone services, video consultations
and remote monitoring of health metrics through electronic devices (AIHW, 2016).

Evidence suggests that a strong primary health care orientation within the health service
system exerts a positive effect on both population health outcomes and overall health
system costs (AIHW, 2018; OECD, 2017). Effective primary health care can also improve
outcomes at a lower cost than hospital and secondary care, and help to avoid unnecessary
hospitalisations (OECD, 2017). However, Australia’s primary health care system faces
several ongoing challenges. These include inequalities in access to effective and coordinated
care, as well as increasing demand due to an ageing population and rising levels of chronic
conditions and risk factors (AIHW, 2018). Further challenges to Australia’s primary health
care system relate to the need to optimise health access for locationally disadvantaged
populations in particular in rural and remote regions (Wakerman and Humphreys, 2011). In
2018, approximately 32.7 per cent of Australians lived outside greater capital city areas and
28.2 per cent lived outside major cities (ABS, 2018).

Primary health care challenges in remote and rural areas
Australians living in rural and remote areas generally experience poorer health and welfare
outcomes than people living in metropolitan areas. They have higher rates of chronic
disease and mortality, poorer access to health services, are more likely to engage in
behaviours associated with poorer health and are over-represented in the child protection
and youth justice sectors (AIHW, 2018). The problem of how to provide accessible,
sustainable, appropriate primary health care services is most acute in small rural and
remote communities, where the increased costs and difficulties of workforce recruitment and
retention are compounded by the lack of economies of scale associated with servicing small
populations dispersed over vast distances (Humphreys et al., 2008).

Primary health care in Western NSW
The Western New South Wales (NSW) region covers a total area of 433,379 square
kilometres. The total population of the region is estimated to be more than 313,600 people
(Australian Government, 2019). More than a third of the Western NSW region’s local
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government areas are classified as remote or very remote under the Modified Monash Model
[1] (see Figure 1) (DoH, 2018).

Primary health care in Western NSW is supported by both government and non-
government organisations funded by both the NSW and Australian Governments. The
two NSW Government health organisations in this region, Western NSW Local Health
District (WNSWLHD) and Far West Local Health District (FWLHD), provide a range of
services for their respective populations including both acute and primary care. The
ACCHSs and Aboriginal Health Services deliver culturally appropriate comprehensive
primary health care to their communities in Western NSW. The Western NSW Primary
Health Network (WNSW PHN) is one of 31 PHNs established by the Australian
Government and is geographically the largest in NSW. The PHN is not a frontline provider
of health care services; instead, it seeks to align services with the health needs of the
region and funds health care providers to deliver a range of primary health care services
that are appropriate and relevant to the needs of the community. These organisations
work closely with General Practice, other health care providers, the broader community
and the designated Rural Workforce Agency for health in NSW – NSW Rural Doctors
Network (RDN).
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Source: NSW Rural Doctors Network (22 October 2019)

Figure 1.
Western NSW
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Primary health care challenges in Western NSW
The geographical isolation, social and health inequities faced by many in Western NSW
contribute to the challenges in accessing health services. The region has some particularly
vulnerable populations that generally have a lower socio-economic status, shorter life
expectancy and poorer health than other people living in NSW. InWestern NSW, 12 per cent
of the population identifies as Aboriginal, compared to only 3 per cent for all NSW (PHIDU,
Aboriginal population by LGA, 2019). Of that 12 per cent, 11 per cent resides in the FWLHD
and 89 per cent resides in the WNSWLHD (Figure 1). Compared to the NSW population,
Western NSW has more people under 20 and 65 years or older (Australian Government
Primary Health Network Western NSW, 2019). The Western NSW region also has higher
health risk factors compared to the rest of NSW. In Western NSW, 22.9 per cent of people
over 16 years smoke, compared with 15 per cent for NSW; 26.5 per cent of people over
16 years are obese, compared with 21.0 per cent for NSW; and 37.2 per cent of people over
16 years consume alcohol at levels posing long-term risk, compared with 31.1 per cent for
NSW (NSW Government, 2017). Lower levels of adults (85.9 per cent) in the PHN region
report excellent, very good or good health compared to the rest of Australia (87 per cent).
The rate of potentially preventable hospitalisations in 2017–2018 per 100,000 population
was 2,547.5 in Western NSW compared to 2,192.0 in NSW (NSW Government, 2017).

Attracting and retaining a skilled rural primary health workforce and the inequitable
distribution of supply has reached a critical level in Western NSW, exacerbating the
financial strain for organisations providing a rural workforce for the region (HIU, 2017).
Over the past decade, individual organisations have focused on ways to increase the health
care workforce supply, recruitment and retention to address these challenges, sometimes
working and partnering with another organisation.

Partnership work in health care
The need to work collaboratively to address health challenges was highlighted in the 1986
Ottawa Charter for Health Promotion (WHO, 1986). Since then “public sector reform around
the world has embraced the application of health interventions that hinge on cross sectoral
and inter-organisational collaboration” (Kendall et al., 2012, p. E1). Collaborative activities
are widely promoted as a solution to problems of fragmentation and poor coordination in
health and social care (Glendinning, 2002; Strasser et al., 2016).

A partnership is an agreement to do something together by combining the individual
perspectives, resources and skills of the partners to achieve a common goal (OECD LEED,
2006). This brings results that could not be achieved by a single partner operating alone,
reducing duplication of effort. Area-based partnerships provide a mechanism for local
organisations, in particular, to work together and adapt their policies to better reflect the
needs of people and the economy at the local level (OECD LEED, 2006). In rural and remote
areas, partnerships across health care sectors and between health care providers will help
address the economic and social determinants of health that are essential to meeting the
needs of these communities (Australian Government, 2016).

Elements of effective partnerships
Effective partnerships have key elements which help to create an environment that has the
capacity to manage a partnership relationship over the time it takes to produce results
(Keleher, 2015). The literature on partnerships, including individual case studies, increases
our understanding of the contextual and specific elements of success and the common
pitfalls in building and sustaining partnerships. However, while principles for effective
partnerships are generally applicable (Wildridge et al., 2004), they also need to be adapted to
the reality of the contexts and the needs of the partners and the local issues to determine the
most suitable structure and processes for operating effectively (Mitchell and Shortell, 2000).
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Glasby et al. (2011) summarised some of the key approaches, processes and concepts that
help and hinder partnership, including a shared vision, consideration of the depth and
breadth of relationship required, and a focus on outcomes. Woulfe et al. (2010) reviewed the
research and evaluation literature featuring multisector partnership initiatives to identify
organisation and contextual factors that appeared to be associated with effective
multisector partnerships. These characteristics included collaborative planning, an agreed
common agenda and the pursuit of common goals, organisational capacity, partnership
competencies, leadership commitment and sound communication practices to keep people
engaged. Because the improvement of health care is a team effort, the issue of trust,
reciprocity and respect comes to the foreground (Hardy et al., 2000). Most researchers
classify trust as one of the key elements required for the development of collaborative
practice (D’Amour et al., 2008; Dowling et al., 2004; Petch et al., 2013). Building trust requires
time, effort, patience and previous positive experiences (Henneman et al., 1995).

Relationships appear to be central to the effective working of partnerships. A UK study of
partnership working between health and the voluntary and community sector in 12 sites by
Lester et al. (2008) determined the key ingredient in creating successful partnerships appeared
to be reliant on an initial capacity to seek out relevant potential partners. Barriers to working
more closely included differences in the time required to make and maintain relationships, and
in organisational culture. A study by Pearson and Watson (2018) that drew on international
lessons in integrating health and social care and empirical data collated through focus groups
and interviews with health professionals also found that where integration was working, it
was through individuals and their relationships with others.

Studies by Borrill and West (2002) and Woulfe et al. (2010) also highlighted the
importance of effective leadership to inspire commitment and action, help the partnership to
work towards inclusion, and works to sustain the vision and participation of the
partnership’s members. Continuing, visible and joint commitment from individuals in
positions of leadership and influence was also found to be important (Hardy et al., 2000;
Powell and Exworthy, 2002). While there are few case studies conducted in a rural setting, a
study of two small Tasmanian rural communities and the Highlands and Islands of Scotland
by Farmer and Kilpatrick (2009) examined the process of developing and sustaining
partnerships between health services and their communities. They also found that
leadership practices were essential in partnership development, and in particular in building
the capacity in individuals and organisations to effectively partner.

While working in partnership creates opportunities for co-operation and service
improvement, it also raises the potential for significant clashes of professional interests and
organisational culture (Holtom, 2001). To bring together all relevant organisations is not an
easy task as the interests of partners, and therefore their approach to certain problems, can
be rather different and require skill and sound practice to facilitate good outcomes (OECD
LEED, 2006). The costs or skills involved in negotiating, developing and maintaining
thriving working relationships and translating these into successful outcomes are rarely
recognised in the literature (Markwell, 2003). In a qualitative study of public health decision
makers in the UK, Taylor-Robinson et al. (2012) also found that despite much support for
joint working, many barriers exist. These included cultural issues such as a lack of shared
values and language, commissioning and governance frameworks, resource constraints and
differences in the use of evidence across sectors.

Dowling et al. (2004) and Willis et al. (2016) call for a strengthening of the evidence on
multisectoral partnerships. If addressing gaps in rural health is to be more concerned with
improving service delivery and user outcomes than with administrative structures and
decision making, partnerships must also meet increased demands for accountability from
multiple sources (Dowling et al., 2004). Partnerships and collaboration need to be deliberate,
with planned actions based on a logic model and theory of change (Herranz, 2010;
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Hayes et al., 2012), implement a shared measurement system and create opportunities for
knowledge exchange (Willis et al., 2016).

The development of the Western NSW primary health workforce partnership
While the challenges to partnership working are substantial, the benefits of collaboration
can also be considerable (Dhillon, 2005). Strasser et al. (2016) observed that the sustainability
of health care services in rural areas requires a multifaceted and multisectoral approach. In
Western NSW, it was also recognised that to address the identified key health workforce
challenges more effectively, a partnership approach was essential. The Western NSW
Primary Health Workforce Partnership involved a collaboration of five organisations
(see Table I) and identified an approach to engage a broader range of stakeholder
organisations and regional and local committees in taking a long-term approach to
addressing the key workforce challenges in the region.

The Western NSW Primary Health Workforce Partnership Model
The goal of this partnership was to ensure that primary health care workforce capability
was aligned to the changing needs of the rural communities across the WNSW region, and
that gaps in workforce availability were minimised through the development and
implementation of a workforce partnership model.

Key organisations responsible for the delivery of health care acrossWestern NSW considered
a draft proposal outlining 11 components for achieving the goals of the project in partnership.
The proposal aimed to promote working collaboratively rather than in competition and using the
available resources more effectively to maximise the opportunities for successful recruitment
and retention for the region. These components were implemented, sometimes concurrently, over
12 months. They form the Western NSW Workforce Partnership Model (see Figure 2).

Step 1: Secure commitment for a collaborative approach (approximately one month)
Recognition of the mounting workforce challenges in the region, the desire for a more effective
use of available resources and a coordinated approach to action led to initial discussions
between the WNSW PHN and RDN – two agencies with mutual interest in sustained primary

Organisations Function in the region Role in the project

Bila Muuji Aboriginal
Health Services
Corporation

Actively addresses health inequality in local
communities through support to Aboriginal
Controlled Health Services

Consultation and advice about how
best to engage with Aboriginal
organisations in designing and
implementing priority actions

Far Western NSW
Local Health District
(FWNSW LHD)

State-funded health organisation responsible
for delivery of innovative and diverse health
services to approximately 31,000 people who
reside in the health district

Co-founder and provision of advice
and support to implement project
activities

Western Local Health
District (WNSWLHD)

State-funded health organisation responsible
for delivery of innovative and diverse health
services to approximately 276,000 people
who reside in the health district

Co-founder and provision of advice
and support to implement project
activities

Western NSW Primary
Health Network
(WNSW PHN)

To support frontline health services and to
increase effectiveness of primary health care

Co-founder and key role in initiating
the project

NSW Rural Doctors
Network (RDN)

To improve health service access for people
living in remote, rural, regional, Aboriginal and
disadvantaged communities in NSW and ACT
through building a capable health workforce

Co-founder and project lead.
Developed and implemented project
plan. Liaison with stakeholders

Table I.
Key partner
organisations
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health care workforce for the region. There was agreement that a fundamental element in local
and regional planning was to identify and establish effective linkages and partnerships. It was
also agreed that the region’s NSW Government-funded health organisations – Western NSW
and Far Western NSW Local Health Districts – should be invited to participate, and that
advice would be sought from a regional network group that also included Bila Muuji
Aboriginal Health Services Corporation, which represented six of the local ACCHSs in the
region. These five partners brought together key regional stakeholders for an initial meeting to
develop an integrated approach to primary health workforce planning. Stakeholders agreed to
support the approach and the WNSW PHN and RDN made a 12-month funding commitment.
The project was initiated with RDN as the lead agency.

Step 2: establish the project principles (approximately one month)
Partnership work is most effective when partners work to a set of common values and principles
which accommodate the variations between organisations (Brinkerhoff, 2002). Early in the
project, partners and stakeholders developed and endorsed a shared vision, service principles and
expected outcomes of working in partnership. Partnership principles represented fundamental
ideas about the environment and approach needed to promote an effective rural primary health
workforce in Western NSW. The principles outlined a commitment to respectful, culturally safe
and continuing involvement, and to the evaluation and monitoring of project activities.

Step 3: form a project team and governance structure including an advisory committee
(approximately one month)
The process of developing the project plan utilised staff expertise across a range of areas within
RDN, including the recruitment and workforce development, workforce planning, health
outreach, regional partnerships, future workforce and information and translation units to inform
the strategy. A project Steering Committee was formed utilising key experts in rural health
workforce from within WNSW and RDN to guide activities. Meetings were also conducted with
representatives from each of the partner organisations to guide the project. Later, a Partnership
Manager and a Reference Group were engaged to guide implementation of the process.

Step 4: develop a project plan (approximately six weeks)
A project plan identified the scope, key activities and cost aligned to the 12-month
implementation timeframe. The plan also identified planning assumptions and decisions,
identified potential risks and facilitated communication among key partners.

Step 1: Secure commitment
for a collaborative approach

with key partners

Step 2: Establish Project
Principles

Step 3: Establish the project
team and governance
structure including an

advisory group

Step 4: Develop a project
plan

Step 5: Review  the literature
Step 6: Engage with a

broader stakeholder group

Step 7: Development of the
Western NSW Primary Health

Workforce Planning
Framework

Step 8: Conduct stakeholder
interviews and analyse

Step 9: Plan and donduct a
health workforce forum

Step 10: Final project report
and commitment to action

Step 11: Monitor and review,
including the governance

structure

Figure 2.
The Western NSW

Primary Health
Workforce

Partnership Model
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Step 5: engage with a broader stakeholder group (approximately four months)
Identifying key stakeholders and carefully formulating a strategy for securing their
investment in the approach was important as many of these organisations operated in a
competitive environment. RDN asked the question, “How do we best build a collaborative
culture within an environment of separate organisations with independent strategic aims?”
It was decided to examine the corporate objectives and documents of each of the
stakeholders to find common linkages.

Prioritising stakeholder engagement in waves was a further key to success. A range of
factors were considered to determine the first wave, including the nature of the service
provided, quality of local relationships and the degree of competition the provider operated
in. The RDN CEO used this information to meet with CEOs of the identified organisations
and clinical leaders to establish support for the collaborative approach. This personalised
approach was a key factor in the successful engagement of stakeholders. A communication
plan was developed to ensure that both formal and informal means of communication
continued the engagement of stakeholders throughout the process.

Step 6: review the literature (approximately two months)
A literature review strategy which involved a search of Google scholar, key electronic
databases, (including MEDLINE, PubMED, PsychINFO), and the grey literature, (including
existing RDN and PHN documents) informed every other stage of the project. Efforts to define
the best approach for achieving the partnership goals utilised the partnership literature to
answer the questions, “What are the important steps to engage partners in addressing the
critical workforce issues in the region?” and “What approaches would enable us to gather
the best information and evidence to help the partnership determine some priority actions?”
The project team produced a summary of the key literature findings, which also informed the
development of the Western NSW Primary Health Workforce Planning Framework.

Step 7: the Western NSW Primary Health Workforce Planning Framework
(the framework) (approximately four months)
Working with key partners, RDN developed the Framework (see Figure A1) to guide
regional health workforce policy, planning and investment throughout the next decade,
recognising that a collaborative, multi-agency approach is needed to effectively tackle these
health workforce issues.

The one-page conceptual Framework provides a graphic representation of the four goal
areas (people, place, community/environment and performance) under which six priority
action areas were identified (recruitment, retention, addressing need, strong partnerships,
professional development and training and strengthening coordination). Enablers and
quality improvement measures were also identified as core elements of the Framework.

Informed by the partnership literature, the Framework was integral to the project. It was
used as a tool to engage stakeholders in discussion about effective strategies in the rural
context. “Have we identified the key issues and areas of work?” “Is this Framework useful to
conceptualise a way forward?” “Will you engage in this collaborative work?” In doing so, it
made explicit the evidence-informed assumptions about how to meet the health challenges
proactively and ensure that actions are sustainable and linked to an overall direction. It
validated the themes emanating from the interviews and provided a focus for discussion at
the Western NSW Primary Health Workforce Forum.

Step 8: conduct stakeholder interviews and analyse (approximately four months)
Review of the academic literature informed development of the interview questions. Ethics
approval for the interviews was obtained from Deakin University, Melbourne. In total, 41
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interviews were conducted with key stakeholders from a range of health workforce
sectors. During the interviews, participants were asked their opinions, interests, ideas,
concerns and priorities in relation to regional workforce planning issues and how these
might be addressed. They reported similar challenges to those found in the partnership
literature and these aligned with the domains of the Framework. In the area of workforce
recruitment, the issues focused on how to gain access to suitably qualified and
experienced staff and identifying new models for addressing need. In relation to workforce
retention, concerns centred around improving working conditions, including clinical
governance and leadership and securing opportunities for professional learning.
Community factors such as feeling welcomed, engaging in social activities and having
career and education opportunities for family members were also reported as areas
impacting on workforce retention.

Interviews also sought an understanding of stakeholders’ hopes for, and concerns about,
working in partnership and to define success for the partnership. Participants were also
asked to provide feedback on the Framework, which was overwhelmingly positive.
Suggestions were later incorporated.

Step 9: conducting the initial Western NSW primary health workforce forum (the forum)
(approximately three months)
In total, 32 organisations (68 people) accepted the invitation to participate in the Forum. The
purpose of the Forum was to endorse the final Western NSW Primary Health Workforce
Planning Framework, canvas further actions and agree on a way forward. A summary of
the academic literature, key themes from the stakeholder interviews and a case study
exemplar of collaborative practice in the region were presented to facilitate discussion and
assist with completion of the 2030 Western NSW Primary Health Workforce Action Plan.
Aligned to the six priority action areas outlined in the Framework, stakeholders were asked
to consider how their organisations might map, align and commit to actions to
operationalise the Framework. A second Forum was held to provide an update on the
priority actions and confirm stakeholders’ commitment to the partnership work. A
communication strategy ensured the priority actions continued to be informed by the wider
stakeholder group.

Step 10: final project report and commitment to action (approximately two months)
All stages of the project built the foundations for the development of 2030 Western NSW
Primary Health Workforce Priority Action Plan (priority actions). In particular, the six
action areas of the Framework provided a road map for developing the priority actions.
The priority actions were considered against current NSW and national strategies and the
strategies and local priorities of the partner organisations. The priority actions further
engaged stakeholders and built their trust and confidence in the partnerships’ ability to
address complex rural primary health workforce issues in Western NSW. The
commitment of the five organisations to resource the partnership for a further
18-month period, including the appointment of a Partnership Manager, was a significant
outcome, reflecting both the positive beginnings and optimism about the future of this
partnership approach.

Step 11: monitoring and review, including governance meetings (ongoing)
Monitoring and evaluation are key components for a successful partnership. While the
project plan identified the key objectives and the work to be done from the outset, a
comprehensive monitoring and evaluation process is being developed in order to gauge the
partnership’s true impact. Governance mechanisms will continue to be an important tool for
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providing direction, monitoring performance and managing both real and perceived
conflicts of interest (Hardy et al., 2000), and these will be reviewed to ensure they continue to
serve the needs of the partnership.

Discussion
There is great potential in partnerships that enable different people and organisations to
support each other by leveraging, combining and capitalising on their complementary
strengths and capabilities (Lasker et al., 2001). This paper described an evidence-informed
model of partnership to engage stakeholders in a collaborative approach to addressing
health workforce challenges in Western NSW. There is considerable literature that
examines managerial perspectives, organisational and contextual factors and forms of
partnership working that appear to be associated with effective partnerships (Glasby et al.,
2006). There is also a growing body of literature that defines and analyses key issues
affecting access to the improvement of health services in rural underserviced areas (Strasser
et al., 2016). However, there are few case studies that examine partnership building within a
rural context and absent from these discussions are the specific steps for building an
integrated approach to health workforce in the rural context.

By outlining the carefully planned and multifaceted steps undertaken to implement a
partnering approach in Western NSW, with consideration of existing evidence about the
key elements of effective partnerships, this paper contributes to an understanding of
collaborative work. Specifically, this paper contributes to knowledge about the partnership
process, but may also provide useful direction for others embarking on multisectoral
partnerships to address health challenges. The findings may also have implications with
respect to fostering more realistic expectations about the magnitude of what is required to
implement a successful partnership.

Numerous elements determine the success of efforts to develop effective partnerships in
health and this contributes to the complexity of this process (Dowling et al., 2004; Lester
et al., 2008; Wildridge et al., 2004; Woulfe et al., 2010). The literature as to what constitutes an
effective partnership informed the development of the partnership principles and guided the
development of the Western NSW Primary Health Workforce Partnership Model. The
Model appears to be consistent with the literature about the key elements required to form a
successful partnership. Our experience to date indicates that all steps in the process were
important in identifying the mutual benefits that could be achieved through collaborative
work and in gaining commitment from stakeholders to work together to develop and
implement a Priority Action Plan over the next 10 years. The deep consultation laid the
foundation for engagement and future collaborative work together.

Leadership and investment by key partners
Central to the success of the Western NSW partnership was the fact that leaders from the
five key organisations mobilised collaboration by advocating for joining resources and
capabilities to better address rural health workforce issues. Their commitment to a collective
responsibility for the direction and activities of the collaboration generated stakeholder
engagement. Not all leaders appreciate partners’ different perspectives, can bridge their
diverse cultures and are comfortable sharing ideas, resources and power (Lasker et al., 2001),
but as Stewart (2002) observed, leadership can inspire shared vision, enthusiasm,
commitment and trust among partners.

Engagement to gain investment and commitment phase by other stakeholders
The Model facilitated genuine participation and highlights the value of a clear process for
engaging and committing stakeholders to joint action. The Western NSW Primary Health
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Workforce Planning Framework proved to be a robust and integral tool in engaging
stakeholders in the development of a Priority Action Plan. One of the factors that appeared
to be critical to the success of the broader engagement process was the ability to articulate
what the partners could accomplish working together, and how their joint work would
benefit not only Western NSW communities but also each of their organisations
individually. This finding supports previous work on successful partnerships in health that
recognise the importance of reaching agreement about the purpose for the partnership and
developing a shared vision (Dowling et al., 2004; Peck et al., 2002; Wildridge et al., 2004).

Another key aspect of gaining investment by partners was the ability to articulate and
gain agreement on a clear plan of action. As Hardy et al. (2000) observed, partnerships must
find effective means of making decisions to ensure progress is maintained as they develop.
Williamson (2001) also found that joint ownership of decisions and collective responsibility
for the direction and activities of the collaboration are required.

Dhillon (2005) and Woulfe et al. (2010) found the basis of continued and effective
partnerships depends on the social relationships amongst the people in the partnerships. In
the Western NSW experience, the multiphased engagement process sought to develop a
deep understanding of partners’ perspectives and leaders of the partnership demonstrated
strong relationship skills to foster respect, trust, inclusiveness and openness among
partners. This multiphased engagement process fostered commitment and enabled partners
to make investments specific to the Priority Action Plan, which was an outcome in itself.
Dhillon (2005) also noted that this reliance on developing relationships amongst
organisations and individuals makes the process of developing partnerships complex.

Building a trusting environment was central to the partnership process and helped to
foster a shared vision and purpose. Building trust was also important in managing the
inherent tensions in gaining co-operation where there had been a history of competition. In
breaking down competition and gaining a commitment of effort and resource, it was
important to include the public, private, not for profit and community-controlled sectors in
the engagement process. According to Wildridge et al. (2004), it is possible to work jointly
with little trust between partners; however, the most successful partnerships have and work
hard to maintain a strong level of mutual trust. Dhillon (2005) also noted that trust and
shared values hold the partnership together. Engagement and trust have been further
strengthened by the Western NSW Primary Health Workforce Partnership Model becoming
the umbrella for all rural workforce efforts undertaken in the region.

Building and maintenance phase
Integral to the maintenance phase was ensuring processes such as communication,
governance and decision-making and reporting were in place. Mohr et al. (2004) proposed
that the administration and management of a partnership is the “glue” that makes it
possible for multiple, independent people and organisations to work together. Maintaining
attention on these factors positively affected the creation of an environment to maintain
good working relationships, to steer, guide and account for the activities and programs
implemented. Facilitating good and efficient communication among partners was important
to enable transparency in decision making, more effective participation, planning for future
activities and growth of the partnership (Woulfe et al., 2010).

Effective governance and management were consistently identified both in the partnership
literature and in stakeholder feedback as priorities for successful implementation of a
partnership approach and so these aspects formed an early part of the work. The recent
appointment of a Partnership Manager and the establishment of a Steering Committee
provided the mechanisms to help progress the priority actions outlined in the Framework. The
Partnership Manager is the bridge between the organisations and the project champions.
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The leadership provided by the members of an advisory group representing a range of health
workforce sectors will help drive achievement of the actions.

In addition to the enablers, partnerships experience constraints or limiting factors. In
Western NSW, there is goodwill among organisations, but little funding support beyond
this initial establishment phase to implement the priority actions. Funding is important not
only for implementing priority actions, but also for establishing and maintaining proper
evaluation for activities. Although resources alone do not ensure the success of
partnerships, how partnerships are funded and supported does influence their functioning
(Cameron and Lart, 2003; Wolff, 2001). Given the long-term nature of the Priority Action
Plan and the approach, sustained commitment is crucial. It will be important to identify
those factors that enable sustained commitment to working together. Fund pooling has
enabled the establishment of the partnership approach and engaged the Partnership
Manager, but a long-term approach requires further financial commitment.

Conclusion
Our experience to date demonstrates the potential of an evidence-informed approach to
partnership engagement to better address the challenges of recruiting and retaining a rural
health workforce in Western NSW.We outlined the practical steps undertaken to implement
a partnership approach aimed at improving the rural primary health workforce in Western
NSW. The partnership involved a number of key stakeholders from a range of health
workforce sectors in NSW to implement a range of mutually agreed actions. The process
facilitated engagement of key stakeholders supported by agreed principles for the
collaboration. Engaging stakeholders in a variety of ways, including discussions with CEOs
and clinical leads, attending meetings with stakeholder groups, conducting interviews and
hosting an initial Forum, were critical to understanding the best ways to address the issues
and for gaining endorsement and clarity about how to work together to achieve positive
change. The development of the Western NSW Primary Health Workforce Planning
Framework and the Priority Action Plan provided the blueprint for the way forward.

Drawing on the extensive literature about partnership working, this paper contributes to
existing knowledge by enhancing understanding of rural partnerships. The paper and the
Western NSW Primary Health Workforce Partnership Model presented provide important
information for developing partnership approaches to enhance primary health care delivery
in rural and remote regions, and gives cause for optimism. The paper not only adds to our
understanding of the partnership process, but it may also provide useful direction for
leaders of other large partnerships and facilitate the development of similar models across
other parts of NSW, wider Australia and internationally. What is clear is the issue of
partnership and its effective enablers must be given careful consideration, and structures
employed to ensure long-term commitment.

While the process is yet to be evaluated in terms of its outputs, the partnership process
indicators suggest the partnership is healthy, in terms of harmonious relationships,
agreement on key action areas and engagement in the process of implementing the actions.
It is crucial to retain continuous and effective communication between all stakeholders to
ensure that we can meet the many challenges of addressing rural primary health care
workforce issues. Success in the longer-term, in other words how well the partnership
achieves its current aims, and the long-term sustainability of the partnership, is still to be
determined. With a heightened emphasis on translation work to improve practice, there is
an opportunity for health and social care organisations to become effective places to trial
and evaluate partnership efforts, with a view to sharing good practice. Other regions in
NSW have expressed interest in adopting the approach. The tools are broadly applicable
and the priority actions could be tailored to meet the specific service needs of any region.
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Note

1. The Modified Monash Model is a new classification system used in Australia that better
categorises metropolitan, regional, rural and remote areas according to both geographical
remoteness and town size (DoH, 2018).
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Western NSW will have an integrated, long term approach to workforce planning to increase access to high quality primary
health care in a timely and affordable manner–no matter where people live

Figure A1.
The Western NSW
Primary Health
Workforce Planning
Framework
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