
R E V I EW

World Health Organization building blocks in rural community
health services: An integrative review

Deborah A. Stockton1 | Cathrine Fowler2 | Deborah Debono1 | Joanne Travaglia1

1Centre for Health Services Management,

Faculty of Health, University of Technology

Sydney, Ultimo, New South Wales, Australia

2School of Nursing and Midwifery, University

of Technology Sydney, Ultimo, New South

Wales, Australia

Correspondence

Deborah A. Stockton, Faculty of Health,

University of Technology Sydney, PO Box

123, Ultimo, New South Wales 2007,

Australia.

Email: deborah.a.stockton@student.uts.edu.au

Funding information

Australian Government Research Training

Program Scholarship

Abstract

Introduction: Developing and adapting health service models to effectively meet

the needs of rural and remote communities is an international priority given ineq-

uities in health outcomes compared with metropolitan counterparts. This integra-

tive review aims to inform rural and remote health service delivery systems by

drawing on the WHO Framework building blocks to identify lessons learned from

the literature describing experiences of rural and remote community health ser-

vice planning and implementation; and inform recommendations to strengthen

often disadvantaged rural and remote health systems for policy makers, health

service managers, and those implementing international healthcare initiatives

within these contexts.

Methods: The integrative review examined the literature reporting rural and remote

community health service delivery published from 2007 to 2017 (the decade follow-

ing the release of the WHO Framework). Using an analytic frame, a structured tem-

plate was developed to extract data and categorized against the WHO building

blocks, followed by a synthesis of the key findings.

Results: This integrative review identified that WHO Framework building blocks such

as “Service Delivery” and “Health Workforce” are commonly reflected in rural and

remote community health service delivery literature in the decade since the Frame-

work's release. However, others such as “Sustainable Funding and Social Protection”
are less commonly reported in the literature despite these elements being identified

by the WHO as being integral to successful, sustainable health service delivery

systems.

Conclusions: We found that collaboration across the health system governance con-

tinuum from local to policy level is an essential enabler for rural and remote health

service delivery. Community-based participatory action research provides an oppor-

tunity to learn from one another, build capacity, optimize service model suitability,

and promotes cultural safety by demonstrating respect and inclusivity in decision-

making. Policy makers and funders need to acknowledge the time and resources

required to build trust and community coalitions to inform effective planning and

implementation.
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1 | INTRODUCTION

Differences between the health outcomes of people living in rural and

remote areas as compared with their metropolitan counterparts have

been identified as a world-wide phenomenon.1,2 Inequities in the

health outcomes of people living in rural areas have highlighted the

need for strategies to improve access to health services and health

professionals outside of metropolitan areas. The United Nations Inter-

national Labour Organization reported that “while 56% of the global

rural population lacks health coverage, only 22% of the urban popula-

tion is not covered,” further compounded by rural health workforce

shortages resulting in a lack of access to urgently needed care for half

the global rural population.3(pxiii) The deficits observed in access and

health spending in rural areas have been identified as resulting in

avoidable suffering with an example being “rural maternal mortality

rates that are 2.5 times higher than urban rates.”3(pxiii)

The issue of access to healthcare within rural and regional set-

tings is a complex challenge. The specific geography, transport avail-

ability, and the distance to various (or any) services can all create

significant obstacles to timely appropriate diagnosis, treatment, and

management of health conditions.4 In addition, there is often stigma

associated with help-seeking, as well as privacy concerns in small

communities.2

The need to develop service models that effectively meet the

healthcare needs of rural and remote communities in order to address

the inequities currently experienced by populations outside large met-

ropolitan centers has been identified as a key priority in both national

and international healthcare systems.5,6 An international call to action

to address the health outcomes gap for those living in disadvantaged

regions, including populations in rural areas, has been promoted by

the World Health Organization (WHO), highlighting the need to:

adapt effective interventions for rural contexts7; scale-up interven-

tions from urban centers for “…rapid roll-out in less-resourced rural

settings”6(p18); and implement strategies to retain appropriately

trained healthcare workers.8

In 2007, the World Health Organization (WHO) released their

Framework for Action titled “Everybody's business: Strengthening

Health Systems to Improve Health Outcomes.”7 The framework

acknowledged that despite sophisticated developments in interven-

tions and technology, health outcomes gaps remained due to inade-

quacies in “…health systems to deliver them to those in greatest need,

in a comprehensive way, and on an adequate scale.”7(piii) The primary

purpose of the Framework is to “…promote common understanding

of what a health system is and what constitutes health systems

strengthening.”7(pv)

Central to the Framework are six building blocks of a health sys-

tem: (a) service delivery; (b) health workforce; (c) information;

(d) medical products, vaccines, and technologies; (e) financing; and (f)

leadership and governance. In the decade since the release of the

Framework, research has identified that “the WHO health system

framework is instrumental in strengthening the overall health system

and as a catalyst for achieving global health targets such as the Sus-

tainable Development Goals.”9(p2)

The purpose of this integrative review is to identify evidence of

the WHO health system building blocks in rural and remote health

service literature. The review also sought to identify the published

reports of challenges and barriers that need to be overcome to

strengthen rural community health systems and improve the health

outcomes of rural communities to address health inequities experi-

enced by rural and remote populations.

2 | METHOD

The integrative review method was utilized to enable the inclusion of

data from theoretical and empirical literature, providing a variety of

perspectives to inform a thorough understanding of phenomena. This

method has been identified as a useful approach in healthcare

research.10

The literature search included the CINAHL, Cochrane, PubMed,

and Scopus databases. In addition, the reference lists of key articles

were reviewed and a hand search of key journals relating to Imple-

mentation Science and Rural Health was conducted. The searches

focused on rural health service models, adaptation, implementation,

and service delivery. The initial literature search parameters included

articles published between 2002 and 2017, for which full-text English

versions were available. Key search terms included “rural health

service,” “model,” “context,” “adaptation,” “implementation,” and

“service delivery.”
The terms rural or rurality can be considered in relation to geo-

graphical, locational, and sociocultural domains.11 Definitions of rural

or remote are not homogenous and differ between countries and

regions; however, the majority of rural communities experience similar

challenges in terms of “… access to care, resource allocation, health

inequalities and deprivation.”12(p4) For the purposes of this literature

review, articles in which the context has been identified by authors as

“rural” and/or “remote” have been included to draw upon learnings

from a range of relevant studies.

The PRISMA framework (Figure 1) provides a summary of the

search and screening process. The initial search yielded 508 articles.

This yield was reduced through the removal of duplicates and the

application of inclusion and exclusion criteria that reduced the number

of articles under consideration to 80. Empirical articles were retained

for thorough analysis, which met the inclusion criteria: (a) focus on
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service intervention and provision within rural and/or remote health

context; (b) adaptation of interventions and service model design for

rural and/or remote primary and/or community health practice;

(c) written in English language and published between 2002 and

2017; and (d) peer reviewed.

Articles were excluded if their focus was: (a) purely workforce issues

and health student training; (b) a description of population data analysis

of specific locations; (c) a description of population health beliefs and

attitudes specific to particular locations; (d) funding and health insurance

in isolation from implementation issues; (e) a description of health pro-

motion awareness raising programs rather than service provision models;

(f) screening and diagnostics, acute care settings, and targeted programs

without reference to the rural context.

To achieve the aim of reviewing strategies that inform policy and

planning to strengthen rural community health services capacity to

address health inequities, the inclusion criteria were further refined to

focus on the decade (2007-2017) since the release of the WHO

Framework for Action: Everybody's Business: Strengthening Health

Systems to Improve Health Outcomes.7 This resulted in 20 articles

being retained, which were reviewed in full text and compared to the

Building Blocks articulated in the WHO Framework (see Figure 1 for

PRISMA Flowchart).

Of the 80 initial full-text articles, 10% were reviewed by three of

the authors independently (a combination of D.A.S., J.T., C.F., and

D.D.) to check the reliability of the application of the criteria for inclu-

sion and exclusion. A structured template was developed to support

the extraction of relevant information (author/year/title, country,

sample/setting, study purpose, design, and findings) and evidence of

examples or difficulties relating to the six WHO Framework building

blocks. Template analysis (King, 2012) was undertaken, involving

sorting and categorizing from the structured template spreadsheet

into tables (see Tables 1 and 2), followed by further summarizing of

the data to facilitate synthesis of key concepts and learnings.13

3 | RESULTS

A total of 20 peer-reviewed articles that met the selection criteria

were included in this review. The review identified examples of rural

health services in which the WHO Framework Building Blocks are

F IGURE 1 PRISMA framework of search process
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reflected in delivery models and implementation. These examples serve

as exemplars, providing rural health policy makers and planners with

learnings to further strengthen local health systems. We also noted gaps

where some WHO Building Blocks were not identified within rural

health service research and authors' reports of challenges and barriers to

the implementation of certain subsets of the Building Blocks.

Of the articles reviewed, 10 used a qualitative research design and

10 used a mixed methods design. The articles provided a cross section of

settings including eight from Australia, five from United States, five from

Canada, and one each from the United Kingdom and Saudi Arabia. Of

these, the settings for four papers were Indigenous communities—two in

Canada and two in Australia. The articles focused predominately on rural

settings that were reflected in 11 articles with a further four focusing on

remote health settings and five on a combination of rural and remote,

with rural and/or remote being as defined by the authors.

Certain Building Blocks from the WHO Framework were identi-

fied as more highly represented in the literature in the decade follow-

ing the Framework's release than were others. Commentary regarding

challenges or barriers relevant to the implementation of particular

Building Blocks was also identified. Table 1 provides an overview of

the number of articles that reported content regarding each of the

Building Blocks. Table 2 (Table of Evidence) provides a summary of

the key review findings for each article.

4 | BUILDING BLOCK 1: SERVICE
DELIVERY

The 20 articles reviewed included examples of the WHO Building

Block 1: Service Delivery. This block includes six priorities: integrated

service delivery models and packages; consumer engagement

influencing demand for care; infrastructure and logistics; patient

safety and quality of care; and leadership and management. Innova-

tive service models identified in the rural health literature reviewed

included examples of mobile services,13 fly/drive-in models,25 and

telemedicine.16,20,21,25,27

Community collaborative engagement was identified in the litera-

ture as key to successful service model or program implementation.

Authors reported the role of stakeholders as being vital to contextualiza-

tion for a rural setting. This involvement ranged from early engagement

to inform program selection and design,15,21,27 input into solutions to

improve access and ensure culturally sensitive care16,29 to more formal-

ized relationships such as community-based governance committees.24

Community stakeholder engagement and facilitation was reported as

either being undertaken by project managers,21,28 the key local agency

fund-holder14 or in some instances was legislatively mandated as a con-

dition of receiving government funding.27 In rural settings, community

advisory committees or similar entities to facilitate community engage-

ment and guide health service planning and implementation can encom-

pass a broad cross section of community actors including but not limited

to “primary care, community agencies, faith groups, agricultural, Aborigi-

nal, law enforcement, pharmacists, key employers”20(p8) in addition to

representatives from other government agencies.

Community-based participatory action research was reported as

being an effective approach to the identification and customization of

models and ensuring adaptations address local community needs17

and service evaluation.31 An example is participatory action research

undertaken in Scotland to design primary healthcare services for local

communities. The research was undertaken as a partnership between

local health authorities and university-based researchers who engaged

community members through nominations by local organizations or

self-nominations following community advertising of the opportunity

to participate.17 Additional benefits of stakeholder engagement were

noted in terms of building of social capital,14 capacity building,29

shared vision and local ownership,26 promotion of trust and service

legitimacy,31 communication of healthcare information, and identify-

ing innovative local solutions to implementation challenges.20,28

The Service Delivery Building Block elements of integration and

trust were reported in a number of articles, with Fitzpatrick and col-

leagues emphasizing the case for place-based systems of care (2017).18

Sullivan et al30 reported a collaborative practice model consisting of mul-

tiple rural health services supported by a state government. Smith and

colleagues described collaboration between mainstream services and the

traditional Indigenous owners of the land enabling community health

services to be delivered by ensuring that local culture was central to the

service model design, seeking consistency with the worldview of the

local Indigenous community.28 Interprofessional practice was seen as

integral in rural health, from implementation planning processes through

both formal networks and informal relationships,19,21 to service delivery

collaboration and increasing access to comprehensive care to address

diverse health needs of the community.23

Rural service delivery exemplars commonly reported a systematic

approach to planning, implementation, adaptation, and evaluation.

This included an emphasis on taking the time to understand the health

priorities and local contextual factors to be considered when choosing

or customizing interventions.17,18 Smith and colleagues described a

conceptual model utilized to inform effective rapid implementation

while retaining the flexibility to incorporate locally developed proto-

cols to strengthen the systems of care.29 Evaluation was identified as

being vital, both in terms of enabling early intervention modifications

to suit the context27 and contributing to the body of rural health

TABLE 1 Results of articles identified by WHO building block

Building block

Articles

providing
exemplars

Articles describing

challenges or
barriers

1. Service Delivery 20 11

2. Health Workforce 13 8

3. Information 2 2

4. Medical Products, Vaccines,

and Technologies

4 2

5. Sustainable Funding

and Social Protection

2 8

6. Leadership and

Governance

8 4
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service evidence including economic evaluations to ensure appropri-

ate resource allocation for disadvantaged populations.22

A total of 11 articles noted challenges to the implementation of Ser-

vice Delivery including improvements needed at the interface between

services in order to effectively deliver integrated care,18 and constraints

on both macro and micro levels that impede collaboration and inter-

professional practice.23 Examples of such constraints include funding

models and service fragmentation at a macro level in addition to lack of

diversity in the health disciplines represented in the workforce at a local

level and workload constraints at the micro level. The time constraints

placed on those implementing funded initiatives were identified as a bar-

rier to truly understanding the local context and building community

trust.24 Without such time, best practice models cannot be effectively

implemented as this impacts the ability to fully explore and understand

local environments, culture, beliefs, resources, and the local communities'

health priorities.13,25 Flexibility was noted as a key requirement in order

to effectively implement service models and initiatives to address unique

contextual factors and community needs.25,27,32 In order to tailor models

to address local community needs, long-term commitment is needed

with the sharing of resources between organizations providing an oppor-

tunity to optimize capacity.27

Evidence-based models developed and evaluated in rural settings

are necessary to build the evidence-base to inform implementation.28,32

Increasing the evidence-base will enhance planning and inform strategies

to overcome challenges20,32 while providing guidance and support to

avoid misalignment of interventions that can become a mixture of differ-

ent interventions and lack evidence of efficacy.28

5 | BUILDING BLOCK 2: HEALTH
WORKFORCE

A total of 13 articles contained examples of the Building Block of

Health Workforce to improve health service systems. This building

block includes priorities relating to the recruitment of appropriately

qualified health professionals with the skill sets required for the con-

text, and the retention, professional development, and clinical support

of staff. The literature included references to a broad range of health

care providers working in rural settings including nurses, physicians,

midwives, social workers, occupational therapists, pharmacists, psy-

chologists, social workers, and Indigenous Health Workers.

Recruitment and retention for the rural and remote context are

required in order to secure multi-skilled health practitioners able to

work across a broad scope of practice.16 Local health professionals

representing a range of disciplines and skill-sets enables an inter-

professional team approach,16,20 which in turn is required to address

the diverse range of local health needs of rural and remote communi-

ties and maximize finite financial and workforce resources.

Interprofessional teams enable the sharing of knowledge and

expertise and contribute to the professional development and clinical

support of other rural healthcare team members.21,23,24 Such support,

both within the local community, through telehealth education,27 or

through clinician exchange programs with metropolitan centers,26

enables clinicians to not only maintain clinical competency but also to

work in the extended scope of practice often required within a remote

context.25

Education extended to more than clinical training, with education

on the local health context—a unique element in the successful health

service delivery in rural and remote settings.15 Training and mentor-

ship from health professionals in other communities and from experts

help to overcome implementation challenges when establishing new

services or programs.28,32

Health workforce strategies in exemplar initiatives included work-

ing collaboratively across the health workforce and organizational

boundaries, in order to provide effective integrated care in rural and

remote settings.19 Successful service systems highlighted the role of

healthcare workers, including General Practitioners19 and Nurse Coor-

dinators, as both care coordinators and as advocates for their commu-

nities, including providing input to service system improvements.19,20

Of the articles reviewed, eight identified key workforce challenges

and provided recommendations to overcome these and other identified

gaps. Authors proposed the need for strategies to address challenges to

recruitment and retention of appropriately trained staff,27 including

incentive schemes.16 Given the multifaceted nature of healthcare deliv-

ery in rural and remote communities, the development of core compe-

tencies for rural workers was recommended.20 Some programs reported

the negative impact of lack of health professionals from particular disci-

plines and lack of understanding of interprofessional roles on the oppor-

tunities for interprofessional practice.23,26

Authors noted that healthcare workers should be acknowledged as

holders of knowledge of local community needs and that decision

makers should harness this knowledge to inform service system

improvements.19 Strategies to increase access to professional develop-

ment, connection, and clinical support for isolated health care workers

were identified. Challenges to engaging some health care providers in

telehealth on a regular basis were identified, particularly due to compet-

ing demands.21 Support and education were identified as being vital to

health care workers with an extended scope of practice and building

capacity to deliver culturally safe health care by being informed as to the

values of the individual and community; communication, which is

respectful of the belief systems of the clients; working collaboratively

with “cultural translators” such as Indigenous Health Workers or family

members; and ensuring inclusive treatment decision-making.25 Those

implementing evidence-based programs were warned that a standard-

ized approach to training may not be relevant to rural and remote con-

texts and that train-the-trainer packages were recommended for the

sustainability of such initiatives.32

6 | BUILDING BLOCKS 3 AND 4:
“ INFORMATION” AND “MEDICAL
PRODUCTS, VACCINES, AND
TECHNOLOGIES”

Only two articles were identified with explicit mention of Building

Block 3: Information, while four articles discussed Building Block 4:
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Medical Products, Vaccines, and Technologies, with the references to

Building Block 4, all relating to telehealth/telemedicine. Exemplar pro-

grams identified the importance of obtaining all relevant data to

inform planning and priority setting,15 with specific data being col-

lected in some instances to demonstrate the impact of new interven-

tions such as the travel distance saved through telehealth.21

Only two articles discussed specific challenges or requirements in

relation to “Information” while a further two authors identified partic-

ular challenges in relation to technology. Despite calls for data-

informed service planning decisions and robust evaluation design,

there was little mention of data and information sources identified in

the literature reviewed. This is somewhat surprising given the need to

contribute to the body of rural health service evidence.20 Ong et al22

discussed the challenges in accessing contextually specific economics

data to inform healthcare planning, particularly in relation to disadvan-

taged populations. The literature contained warnings that those plan-

ning healthcare implementation need to be clear on the data and

measures from the outset, recommending that given the myriad of

contextual factors that may or may not be foreseen, formative evalua-

tions were needed to make changes progressively in real time.27

Telehealth was identified by a number of authors as the predomi-

nant technological advance with the potential to improve access to

services, overcome the barriers of geography, and isolation, and

improve rural and remote health outcomes.16,20,27 Telehealth was not

seen as a replacement for local services, but rather as an adjunct, pro-

viding additional access between community visits by fly/drive-in cli-

nicians in remote areas.25 In addition, telehealth technology was

utilized in exemplars to increase clinician access to clinical support,

consultation, and education.16

While telehealth was identified in a number of exemplar service

implementations, difficulties were encountered in relation to reliable

internet and technological connectivity and a lack of on-the-ground

support for technical support staff.25 In addition, the opportunities

afforded by telehealth were noted to be constrained in some

instances by the narrow parameters of reporting, billing, and health

insurance requirements.27

7 | BUILDING BLOCKS 5 AND 6:
“SUSTAINABLE FINANCING AND SOCIAL
PROTECTION” AND “LEADERSHIP AND
GOVERNANCE”

While an emphasis was present throughout much of the literature on

the importance of reliable and sustainable funding and resourcing,

there was little commentary on how this could be achieved. Of the

articles reviewed, two included reporting of examples of financial

models to support rural health service delivery and implementation.

Finance was discussed in relation to capitalizing on external grants.15

Financial models such as bulk billing to address the financial barriers

to healthcare access18 and Medicare rebates to enable coordinated

care23 were identified as key strategies for rural and remote

communities.

Several articles (eight) reported challenges in relation to sustain-

able funding and the associated social protection for rural communi-

ties. The WHO identified pooling of both financial risk and funding as

a means to address some of the challenges experienced in rural and

remote settings,7 however evidence of this was lacking in the papers

reviewed for this integrative review. Authors described the problems

associated with short-term funding or lack of clarity as to whether

funding would continue for service sustainability.15,16,18,20 Funding

models with constraints and narrow requirements were noted as not

being aligned with the realities of rural healthcare provision.27,32

Others discussed the difficulties in relation to funding inadequacies to

implement new models given specific challenges within the rural and

remote health context, including distance and travel,16,26 and the need

for additional funding for recruitment and retention incentive

schemes.20

Of the articles reviewed, eight described leadership and gover-

nance models within the rural and remote health service contexts

while four papers provided recommendations focusing on leadership

and governance of rural health service systems. Exemplars of leader-

ship and governance in rural healthcare systems consistently reported

the benefits of local stakeholder involvement in planning and

decision-making.14,15 Collaboration was further seen to be promoted

when it was integrated into the model required at a macro level by

state agencies who provided funding.27 Examples of intersectoral and

community-based leadership were provided by Chilenski and col-

leagues, describing the establishment of local teams to oversee the

selection and implementation of evidence-based school-based health

programs.14 The team drew on local knowledge and engagement

through the inclusion of not only local health agency representatives,

but importantly a diverse range of stakeholders including consumers,

education sector, and prevention agencies and further extending to

“businesses, law enforcement, faith-based institutions, parent groups,

the juvenile justice system and/or the media.”14(p127)

An example of such intersectoral collaboration and coalition

building in action is the case study of a consumer-driven mental health

service established in South Australia.31 The service was enabled

through partnerships between the local mental health team with addi-

tional staffing resources provided by the regional health service and

the state government, further supported through local government in-

kind contributions. The governance arrangements included the service

becoming an incorporated organization with a management commit-

tee heavily weighted to community representation to facilitate the

community-led approach with community members, mental health

service consumers, and a mental health professional.

In addition, organizational culture and champions were identified

as being key to program implementation and sustainability in rural set-

tings.16,18 Interestingly, Gaudet et al19 reported an unexpected bene-

fit of the geographical distance between an organization's head office

and more remote service providers, which was seen to empower the

local providers in their decision-making for their local community.

While some papers identified examples of support for local stake-

holder engagement in governance, others identified service fragmen-

tation as presenting barriers to open engagement,23 with
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collaborative governance needing to be supported at a macro level by

policy makers.18 The need for government policy development to con-

sider rural and remote contexts to avoid a malalignment between pol-

icy and service delivery was emphasized.20 This was also highlighted

in terms of professional registration requirements that can present

barriers to new models of care in remote communities.26

8 | DISCUSSION

Evidence of innovation was apparent within rural health delivery

exemplars as health services sought to adapt and overcome local con-

textual challenges. Examples were seen of seeking community

engagement to better understand population health needs, local bar-

riers, and opportunities, and input into planning to identify suitable

solutions to overcome challenges, with some harnessing Participatory

Action Research to enable this.17,31

Leadership and governance were discussed explicitly in the

literature,15,18,27 and also referred to when describing service delivery

models. Consistent with the key functions of this WHO building

block, collaboration and coalition building across jurisdictional and

sectoral boundaries was identified as a key enabler to effective rural

and remote health service delivery.14,31

Such collaboration is required at both the macro level to inform

policy33 and at a service system level between service system inter-

agency and community partners, mirroring the requirement for collab-

orative interprofessional health care at the direct service delivery

level. Restrictive and narrow policy and governance requirements can

and do impede the ability of health service managers and clinicians to

be responsive to the needs of local communities. Flexibility is required

if contextual needs and challenges are to be understood and service

delivery models adapted to effectively address these.31

The WHO building blocks have been utilized by authors of

reviews and research reports for varying purposes. These include a

framework for the review of health sector reform and strategies to

strengthen health systems34; and reviewing the status of health sys-

tems in particular countries, with an area of focus being countries of

low or middle income.9,35,36 This integrative review adds to this body

of literature by utilizing the WHO building blocks as a lens through

which to review rural and remote health literature, to gain learnings to

inform future areas of focus for rural health systems strengthening.

Differing opinions exist regarding the utility of the WHO building

blocks for evaluation, acknowledging that the framework was not

originally developed for this purpose but rather to guide resource

investment to strengthen health systems.37 Authors have reported

the effectiveness of using the building blocks to inform a framework

for research,9,35 while others have proposed using a formative

approach, enabling the adaptation of the building blocks framework to

the research context.37

A critique of the WHO building blocks framework by Sacks and

colleagues suggested expanding the framework to include an explicit

focus on community health, noting that without such attention, the

focus of policy makers and therefore funding often centers on facility-

and specialist-based health services.38 While the WHO framework

identifies the vital nature of “civil society organizations in service

delivery planning and oversight”7(p16) and for the building of coalitions

and intersectoral collaboration, the authors propose the expanded

framework includes specific attention to societal partnerships and

community organizations in order to effectively address the social

determinants of health and acknowledge the role of household pro-

duction of health. Research into unlocking community capabilities has

emphasized the extent to which a thorough understanding of local

community context and the development of effective collaborations is

intimately connected to the building of trust with communities, partic-

ularly when this has been compromised by previous experiences.39

A limitation of this review is that it does not explore the interrela-

tionship between the building blocks, but rather reports on the pres-

ence of each as an individual element. Mounier-Jack et al37 discussed

the value of the WHO framework in providing a shared language for

researchers and service planners, while warning that “… it is not suit-

able for analysing dynamic, complex and inter-linked systems

impacts.” There is much to be learned through seeking to understand

the relationships and interactions between building blocks, noting that

challenges in certain building blocks will impact other functions.34,36

In addition, a lack of weighting of the building blocks may be of con-

cern, presenting each as being of equal importance although this may

differ between contexts.37

9 | CONCLUSION: FUTURE IMPLICATIONS
FOR PRACTICE AND RESEARCH

While there is international acknowledgment of the need to address

the inequities in health outcomes between populations living in rural

and remote communities and their metropolitan counterparts, further

commitment and action are required in regards to sustainable funding

models and the “rural proofing” of policy and service models.12 Policy

makers and funding bodies need to acknowledge the time, resources,

and funding required to build trust and local coalitions, providing the

scope to engage community and local stakeholders in planning, imple-

mentation, and evaluation in order to identify and, where needed,

effectively adapt service models and interventions for rural and

remote contexts, which are by very nature not homogenous but

rather present unique challenges and opportunities.13,18,24,38,39

Collaboration is an essential enabler for rural and remote commu-

nity health service delivery.14,16 This spans the health system gover-

nance continuum from national and state governments and policy

makers, to local health service decision makers, stakeholders, and

importantly consumers. Collaboration is required up, down, and across

this continuum to enable services to be delivered, which address local

health priorities while being reflective of local culture and inclusive of

all population groups, particularly minorities who are often those with

the greatest need. The expanded Building Blocks Framework pres-

ented by Sacks and colleagues provides further guidance for those

involved in planning, funding, and implementation of rural community

health services by explicitly focusing on the role of community-based
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health services and societal partnerships in order to effectively

address local health priorities.38

Community-based participatory action research provides an

opportunity to learn from those who understand the contextual

nuances best, those living and working in their local communities.17,30

Working together with researchers enables learning from one

another, between traditional and mainstream services, building capac-

ity of both community members, researchers, and health service per-

sonnel alike, while importantly contributing to the body of rural health

research knowledge.

Researchers should consider collecting data and reporting to not

only increase the evidence-base regarding rural and remote health

interventions and evaluation,28,32 but also the process of engaging

communities and the impact of such community engage-

ment.14,20,32,39 Such evidence will be invaluable to inform future plan-

ning from a policy level to local implementation decision-making,

enabling an informed approach to addressing the health inequities

currently experienced in rural and remote populations and strengthen-

ing rural health systems as envisaged in the WHO Framework.
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