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Background. Australia has made significant progress towards universal access to primary health care (PHC) services. However,
disparities in the utilisation of health services and health status remain challenges in achieving the global target of universal
health coverage (UHC). This scoping review aimed at synthesizing the drivers of PHC services towards UHC in Australia.
Methods. We conducted a scoping review of the literature published from 1 January 2010 to 30 July 2021 in three databases:
PubMed, Scopus, and Embase. Search terms were identified under four themes: health services, Australia, UHC, and successes
or challenges. Data were analysed using an inductive thematic analysis approach. Drivers (facilitators and barriers) of PHC
services were explained by employing a multilevel framework that included the proximal level (at the level of users and
providers), intermediate level (organisational and community level), and distal level (macrosystem or distal/structural level).
Results. A total of 114 studies were included in the review. Australia has recorded several successes in increased utilisation of
PHC services, resulting in an overall improvement in health status. However, challenges remain in poor access and high unmet
needs of health services among disadvantaged/priority populations (e.g., immigrants and Indigenous groups), those with
chronic illnesses (multiple chronic conditions), and those living in rural and remote areas. Several drivers have contributed in
access to and utilisation of health services (especially among priority populations)operating at multilevel health systems, such
as proximal level drivers (health literacy, users’ language, access to health facilities, providers’ behaviours, quantity and
competency of health workforce, and service provision at health facilities), intermediate drivers (community engagement,
health programs, planning and monitoring, and funding), and distal (structural) drivers (socioeconomic disparities and
discriminations). Conclusion. Australia has had several successes towards UHC. However, access to health services poses
significant challenges among specific priority populations and rural residents. To achieve universality and equity of health
services, health system efforts (supply- and demand-side policies, programs and service interventions) are required to be
implemented in multilevel health systems. Implementation of targeted health policy and program approaches are needed to
provide comprehensive PHC and address the effects of structural disparities.

1. Introduction

Universal health coverage (UHC) is the global commitment to
achieving quality health services for all, comprising a range of
essential health services at the population level without finan-
cial hardship [1]. The UHC service coverage index (SCI) mea-
sures broader categories of services (maternal and child health
services, infectious and noncommunicable diseases (NCDs),
and service capacity) and access [2]. The population-level cov-

erage is the uptake of services among socially, economically,
and geographically defined groups. Financial coverage
includes risk protection from financial hardship and measures
out-of-pocket (OOP) expenditure while accessing health ser-
vices [3]. Tracking the SCI is crucial to identifying the perfor-
mance of health systems towards UHC, including universality
and equity of health services and health outcomes.

Australia is one of the countries with a high UHC SCI
(89%) [4]. In 2021, Australia’s overall health system
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performance was the third among eleven high-income coun-
tries (HICs) [5]. Such high health system performance is pos-
sible through its Medicare program, a universal public health
insurance scheme favouring values of universality and equity
[6]. The provision of Medicare allows all Australian citizens
and permanent residents to access health services at little or
no cost [7], providing free inpatient care and medication sub-
sidies as defined in the Medical Benefits Schedule and Phar-
maceuticals Benefit Schedule [8]. The federal policy also
supports private health insurance (PHI) initiatives by ensuring
greater access to hospital care and allied health services
through PHIs that are not included in the Medicare program
(e.g., dental and physiotherapy services) [9, 10].

Australia has a mixed (public and private) health care
delivery system. The federally funded initiatives for PHC
include general practitioners (GPs), Aboriginal Community-
Controlled Health Organisations (ACCHOs), and primary
health networks (PHNs). Most primary care services are pro-
vided by GPs (public and private), primarily located in inner
urban areas [6]. Health organisations such as ACCHOs pro-
vide comprehensive PHC services to Indigenous communities
[11, 12], while PHNs commission health services and service
gaps [13]. In addition, each state has its health department,
comprising regional bodies called local health networks (local
hospital networks, local health districts, health service regions,
health organisations, or hospitals and health services) [13]. At
the local level, local councils also run community health clinics
which provide several preventive health services (e.g., child-
hood immunisation and antenatal care) [13].

Despite Australia’s universal health care system, dispar-
ities and challenges remain with access to health care, afford-
ability of health services, and care processes among certain
disadvantaged groups and remote and rural areas, for exam-
ple, people of Aboriginal and Torres Strait Islander back-
grounds (respectfully referred to as Indigenous population
hereafter), culturally and linguistically diverse (CALD) pop-
ulations (those who were overseas-born and who speak lan-
guages other than English at home) [14], sexual minorities
(lesbian, gay, bisexual, transgender, and intersex) [15], and
residents of remote and regional areas. Indigenous Austra-
lians comprise 3.3% of the total population [16]. Compared
to non-Indigenous and urban areas, health indicators and
access to health services are poor among disadvantaged
groups. Compared to non-Indigenous people, Indigenous
Australians have eight years shorter life expectancy at birth
[17], while 12 years shorter for Indigenous Australians living
in remote areas [18]. Indigenous Australians (of remote
areas) have experienced a high burden of infectious (burden
of skin, eye, and respiratory infections) and NCDs such as
mental and substance use disorders, and obesity [19, 20].
One in four (26%) Australians belongs to the CALD groups,
while nearly one in five (17.9%) is from non-English-
speaking countries [21]. People of CALD backgrounds, such
as refugees, suffer from mental disorders and obesity com-
pared to the general population [6, 22, 23]. Even
Australian-born immigrants and non-English-speaking
migrants have a high burden of mental disorders and poor
access to health services [24]. Furthermore, in residential
aged care facilities (RACFs), elderly multicultural people

comprise more than one in five (22%) [25]. Furthermore, many
of these disadvantaged populations live in regional areas, have
poor access to health services, and experience a high burden
of diseases but have limited delivery of and access to health ser-
vices [26–28]. Sexual minorities also experience stigma and sex-
ual identity-based discrimination while accessing health
services at the point of care [29, 30]. Moreover, these disadvan-
taged populations have faced high care costs, lack of timely care,
and care process (preventive, safe, coordinated care, and
engagement and patient preferences) [5]. These indicate persis-
tent inequity in health outcomes in the context of Australian
universal health care system. Health inequities are contributed
by social determinants of health such as disparities in socioeco-
nomic status and income and discrimination at individual,
organisation, and system levels [31].

Evidence suggests that there have been barriers to access
to health services and inequities in health outcomes among
priority populations (such as Indigenous, multicultural pop-
ulations, sexual minorities, and residents of rural and remote
areas) compared to non-Indigenous Australians. However,
there is a dearth of systematic synthesis of the evidence
explaining the successes and challenges addressing the
health needs of these populations and rural residents and
what drivers influence (positively and negatively) while
accessing health services. Thus, this study synthesized suc-
cesses and challenges towards health care for all, and their
multilevel drivers (operating within the health system and
beyond) influencing in access to and utilisatioin of health
services . The findings of this study could inform policy
towards universality and equity of quality health services in
the context of the universal health system in Australia.

2. Methods

2.1. Study Design. We conducted a scoping review of the liter-
ature using a scoping review framework proposed by Arksey
and O’Malley, which involves six steps: identifying the research
question; identifying relevant studies; selecting studies; charting
data; collating, summarizing, and reporting results; and consul-
tation (optional) [32]. A scoping review helps synthesize and
analyse existing research on a particular topic to map out the
breadth and depth of the available evidence. We followed some
components of Preferred Reporting Items for Systematic
Reviews and Meta-Analyses extension for scoping review
(PRISMA-ScR) protocol to report the findings of this review
study [33] (Supplementary information, Table S1).

2.2. Identifying the Research Question. We identified the
research question focusing on the successes, challenges,
and drivers of the Australian health system towards UHC.
We conceptualised four main concepts: health systems/ser-
vices, successes/challenges, UHC, and Australia. These con-
cepts helped to define search strategies. We assumed that
the proposed research question is broad to provide a breadth
of issues to be explored in the review. The research question
was further clarified by preliminary discussion among
authors, who agreed on the scope, breadth, and significance
of the topic and therefore decided to proceed with the
review.
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2.3. Identifying Relevant Studies. Three databases were
searched: PubMed, Embase, and Scopus. Search terms were
identified and organised under four domains (supporting
information, Table S2): UHC, health services/systems,
successes and challenges, and Australia (states/territories).
We included quantitative, qualitative, and mixed method
studies published from 1 January 2010 to 30 July 2021 and
published in English. We excluded study protocols and
letters to editors.

2.4. Selection of Studies for Review. The first author devel-
oped the search strategy, and the second author reviewed
and verified it independently. Then, the first author searched
records in databases and assessed the titles and abstracts of
selected studies to evaluate their eligibility. Next, full-text
studies were assessed and discussed with the second author.
After consensus among the author team, studies were
included in the review (Figure 1). We selected and included
studies in the context of the purpose of our review, rather
than based on the quality of the individual study included
in the review [34–36]. To effectively answer the research
question, we adopted the PCC framework recommended
by the Joanna Briggs Institute that consists of the population
(e.g., all population groups as services users and health
workforces), concept (e.g., PHC services, primary care, and
GP services), and context (Australian health system) [37].
We adopted the PRISMA-ScR as a reporting tool for the
scoping review while the PCC framework guides the selec-
tion of relevant studies for the review [38–40].

2.5. Charting the Data. A data-charting form (excel sheet)
was developed to extract data from each study covering
author, year, country, type of study, key concepts, and main
findings related to the research question (template, supple-
mentary information, Table S3). A descriptive-analytical

method was used to extract contextual or process-oriented
information from each study.

2.6. Data Analysis and Synthesis. We analysed data using an
inductive approach and generated themes. During thematic
analysis, we followed procedures such as familiarising data,
generating the main point from the data, searching for
themes, reviewing themes, defining themes, and writing
them narratively [41, 42]. First, the successes and challenges
of a range of health services were described. Drivers of suc-
cesses and challenges were described using a multilevel
framework (comprised of proximal, intermediate, and distal
level) [43]. Proximal level drivers/factors include those that
directly operate and influence the users and providers at
the service delivery level. Intermediate level drivers/factors
act at a higher than the proximal level (higher than the ser-
vice delivery level), which operates at the system and com-
munity level and facilitates service delivery and utilisation.
Distal level drivers/factors operate at the policy level and
influence the structural factors.

3. Results

A total of 114 studies were included in this review (Figure 1).
This review identified several successes and challenges of
accessing and utilising health services and their underlying
drivers towards UHC in Australia.

3.1. Successes. There were many successes in accessing and
utilising health services for infectious disease, maternal and
child health (MCH), and NCDs. Studies reported the
increased utilisation of HIV testing, preexposure prophylaxis
(PrEP) and sexually transmitted infection (STI) services to
vulnerable people, CALD groups (e.g., migrants), reduced
gaps in STI services, and vaccination coverage for hepatitis,
including those who are ineligible for Medicare [31,

6055 records identifed from search in
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Figure 1: PRISMA-ScR flowchart showing the selection process of studies in the review.
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44–53]. Additionally, people’s perceived need for health care
increased the use of condoms, increased the uptake of
maternity and abortion services, and improved postnatal
contraception among Indigenous women [54–64]. The
CALD groups have improved the choice and control of con-
traceptive and care provision for MCH services [62, 63,
65–69] and immunisation and abortion services in rural
areas [53, 55, 57, 70, 71]. Furthermore, communities were
enabled to address the complex sexual health needs of
migrants [48, 49, 66, 72].

Similarly, building trust, breaking cultural stereotypes, and
rapid referrals for services helped improve the prevention and
treatment of NCDs [15, 30, 69, 73]. Indigenous providers
ensured culturally responsive care and encouraged Aboriginal
people to tobacco cessation and screening and treatment of
NCDs [27, 61, 63, 64, 74–81]. Furthermore, drivers such as
staff engagement partnership with community people, gender
matching with health staff, reducing cost and travel time, and
telehealth approach improved care provision and utilisation of
health services [57, 59, 60, 75, 82–85]. Using PHC services by
Indigenous and remote people decreased risks, promoted pre-
ventive care, halted disease progression, and reduced hospita-
lisation rates and time for NCDs [51, 78, 86–90]. Better access
to prescription medications reduced the risk of complicated
diseases and saved hospitalisation costs in remote areas [13,
50, 51, 69, 89, 91–93].

3.2. Challenges. There were some challenges to UHC in Aus-
tralia. For instance, access to PrEP services was constrained
for people with chronic health conditions [15, 46, 47, 68,
91, 92, 94–99]. People with low income and living in rural
areas had poor access to PrEP services [45, 46, 57, 100,
101]. Additionally, rural populations had poor access to
immunisation and maternity (e.g., abortion) services [45,
48, 49, 51, 57, 100–106]. The CALD groups and remote res-
idents faced unmet needs of postpartum contraceptives [54,
65, 73, 100, 107, 108]. Indigenous communities faced several
barriers (e.g., language, transport facilities, and costs) that
hindered the provision of childbirth and family planning
(FP) services [51, 54, 105, 109]. Health programs for the
CALD groups were short term, leading to discontinued care
and low utilisation of services (e.g., FP and abortion) [49, 54,
57, 65, 100–102, 105, 107, 108, 110]. Furthermore, inade-
quate engagement of providers and users and staff shortages
decreased maternity services to Indigenous populations [51,
63, 79, 105, 109]. Poor skills and capacity of the health work-
force and difficulties in identifying problems impacted the
promotion, surveillance, and delivery of MCH services in
rural care health facilities (HFs) [46, 51, 73, 82, 86, 100,
101, 107, 111–120]. Moreover, there was a lack of funding
for health programs for the CALD population, and a
treatment-focused care model also constrained health ser-
vices [49, 97, 116].

With NCD care and treatment among Indigenous
women, there were challenges (uncomfortable and invasive
procedures, negative experiences, anxiety, embarrassment,
lack of privacy, low-risk perception, a lack of behaviour
change activities, and education and misperceptions on
NCD screening) which access to health service utilisation

[54, 77, 84, 98, 121–124] that contributed to the decreased
NCD-related health service utilisation (e.g., substance abuse,
mental health, and screening of cancers) [27, 55, 61, 73, 103,
125, 126]. Additionally, there was increased premature onset
and incidence of NCDs due to poor providers’ understand-
ing, social underpinnings of poor health, and a lack of social
and emotional wellbeing [61, 77, 121]. The lack of after-
hours services for NCDs in remote areas further com-
pounded in achieving clinical risk reduction targets in
high-risk clients for prevention and treatment [27, 112,
121, 123, 127, 128].

There were limited health resources for programs related
to migrant health, resulting in a lack of programs and high
unmet health service needs [48, 98, 102, 129]. Funding chal-
lenges compounded by the competing interests in resource
allocation hindered care provision for chronic health condi-
tions [15, 46, 87, 91, 92, 94–96, 112, 130]. High care costs in
multimorbidity and lack of insurance increased the OOP
expense [97, 98, 131–133]. Fragmentation of funding for
health programs also influenced inadequate access to high-
need groups, including cervical cancer screening and cessation
of tobacco consumption [27, 78, 79, 83, 84, 96, 109, 126, 130,
133–136]. Moreover, people from CALD and sexual minority
backgrounds experienced structural challenges (e.g., no full-
time work and stereotyping discrimination) that further
increased health inequities [15, 30, 66, 72, 102, 104, 137, 138].

3.3. Multilevel Drivers. Several drivers (enablers and barriers)
of health services were identified (Table 1). These drivers are
described under three levels: proximal (at a delivery point),
intermediate (community and organisational level), and dis-
tal (structural or political level).

3.4. Proximal Level Drivers. Seven broader drivers were iden-
tified under the proximal level, including four demand-side
drivers (health literacy, sociocultural factors, users’ language,
and reaching to HFs) and three supply-side drivers (pro-
viders) (e.g., providers’ behaviours, quality of health work-
force, and provision of services at HFs).

3.4.1. Health Literacy. Health literacy on health needs, rights,
and risk perception awareness increased health service utili-
sation. For instance, providing information and empower-
ment influenced the control of women’s reproductive
health rights, peer-led health promotion and support, and
knowledge on the safe use of essential medicines for MCH
services [54–58]. Moreover, improved social interaction
and communication, self-awareness, and perceived benefit
of smoking cessation enabled the health promotion of NCDs
[59, 78, 90, 99, 119, 139] and the prevention of infectious
diseases [28, 51]. Nevertheless, the low-risk perception of
women has resulted in poor access to MCH services in rural
Indigenous populations [45, 48, 49, 51, 57, 100–106]. Simi-
larly, lack of confidence in perceived shame, familiarity with
methods, inadequate information, and misperceptions
decreased the use of postpartum contraceptives in rural
areas [54, 65, 73, 100, 107, 108]. Some remote Indigenous
populations’ frustrations over the treatment and lack of trust
in the providers contributed to the low utilisation of health

4 BioMed Research International



T
a
bl
e
1:
M
ul
ti
le
ve
ld

ri
ve
rs

in
fl
ue
nc
in
g
he
al
th

ca
re

fo
r
al
l
in

A
us
tr
al
ia
.

E
na
bl
er
s

B
ar
ri
er
s

R
ef
er
en
ce
s

P
ro
xi
m
al
le
ve
l

H
ea
lth

lit
er
ac
y
(d
em

an
d)

A
w
ar
en
es
s
in

ri
sk

pe
rc
ep
ti
on

,t
ru
st
,i
nf
or
m
at
io
n

an
d
em

po
w
er
m
en
t,
pe
er
-l
ed

he
al
th

pr
om

ot
io
n,

so
ci
al
in
te
ra
ct
io
n,

se
lf-
aw

ar
en
es
s,
an
d
in
fo
rm

in
g

pe
rc
ei
ve
d
be
ne
fi
t.

Lo
w
-r
is
k
pe
rc
ep
ti
on

of
di
se
as
e,
pe
rc
ei
ve
d
sh
am

e,
lit
tle

co
nfi

de
nc
e,
la
ck

of
fa
m
ili
ar
it
y,
in
ad
eq
ua
te

in
fo
rm

at
io
n,

m
is
pe
rc
ep
ti
on

s,
po

or
tr
us
t,

co
nfl

ic
ti
ng

m
es
sa
ge
s,
lit
er
ac
y
ga
ps
,a
nd

la
ck

of
pr
io
r
m
ed
ic
al
hi
st
or
y.

[2
8,
45
,4

8,
49
,5
1,

54
–5
9,
63
–6
6,
73
,

78
,7
9,
84
,9

0,
98
–1
09
,1
19
,1

39
–1
41
].

So
ci
oc
ul
tu
ra
l
fa
ct
or
s
(D

)

A
da
pt
io
n
w
it
h
tw
o
cu
ltu

ra
l
id
en
ti
ti
es
,i
nf
or
m
ed

ch
oi
ce
,r
ig
ht
s-
ba
se
d
ap
pr
oa
ch
es
,i
de
nt
it
y

di
sc
lo
su
re
,u

se
rs
’e
ng
ag
em

en
t,
ru
st
-b
ui
ld
in
g,
an
d

br
ea
ki
ng

cu
ltu

ra
ls
te
re
ot
yp
es
.

La
ck

of
cu
ltu

ra
ls
af
et
y,
co
nfi

de
nt
ia
lit
y,
st
ig
m
a,

st
er
eo
ty
pe
s,
so
ci
al
is
ol
at
io
n,

la
ck

of
m
al
e

in
vo
lv
em

en
t,
lo
st
co
nn

ec
ti
on

to
cu
ltu

re
,

in
ad
eq
ua
te

di
sc
us
si
on

on
ST

Is
,s
oc
io
cu
lt
ur
al
an
d

re
lig
io
us

in
fl
ue
nc
e,
an
d
so
ci
al
is
ol
at
io
n
of

pe
op

le
w
it
h
H
IV

.

[1
5,
28
,3

0,
45
,6
6,

69
,7
2–
74
,7
8–
81
,

10
2–
10
4,

13
7,
13
8]

La
ng
ua
ge

an
d
co
m
m
un

ic
at
io
n
(D

)
C
ul
tu
ra
l
se
ns
it
iv
it
y
to

ov
er
co
m
e
st
er
eo
ty
pe
s,

in
fo
rm

al
ta
lk
,h

om
og
en
ou

s
ba
ck
gr
ou

nd
s,
cr
os
s-

cu
ltu

ra
lw

or
ke
rs
,a
nd

un
de
rs
ta
nd

in
g
of

cu
ltu

re
.

Fa
ilu

re
to

un
de
rs
ta
nd

la
ng
ua
ge
,l
ac
k
of

fl
ue
nc
y
an
d
co
nfi

de
nc
e,
an
d
hi
gh

ex
pe
ct
at
io
ns

of
m
ig
ra
nt
s.

[1
5,

28
,3
0,
55
–5
8,

62
,6
6,
72
,9

0,
10
2,

10
4,
11
2,

11
9,
13
7,
13
8,
14
2]
.

R
ea
ch
in
g
to

H
Fs

(D
)

D
is
ta
nc
e
to

H
Fs
,a
va
ila
bi
lit
y
of

tr
an
sp
or
ta
ti
on

fa
ci
lit
ie
s,
m
at
er
ni
ty

un
it
s
in

ho
sp
it
al
s,
aff
or
da
bl
e

se
rv
ic
es
,e
ar
ly

he
al
th

ca
re

vi
si
ts
in

pr
eg
na
nc
y,

sh
or
t
tr
av
el
ti
m
e,
ti
m
el
y
an
d
ea
rl
y
te
st
in
g
at

po
in
t

of
ca
re
.

H
ig
h
O
O
P
ex
pe
nd

it
ur
e
an
d
co
st
ly

dr
ug
s,

fi
na
nc
ia
lc
on

st
ra
in
ts
,b

ill
in
g,
pa
ym

en
t
is
su
es

w
it
ho

ut
M
ed
ic
ar
e,
hi
gh

di
re
ct

an
d
in
di
re
ct

co
st
s,

po
or

ac
ce
ss

to
tr
an
sp
or
ta
ti
on

,l
on

g
tr
av
el
ti
m
e,

hi
gh

ca
re

co
st
s,
la
ck

of
ac
co
m
m
od

at
io
n,

hi
gh

tr
an
sp
or
t
m
ob
ili
ty
.

[1
5,
45
–4
9,

51
,5
3–
58
,6
8,

70
,7
1,
78
,

86
–9
2,

94
–1
06
,1

09
,1
42
].

P
ro
vi
de
r’
s
be
ha
vi
ou

rs
an
d

co
m
m
un

ic
at
io
n
(S
)

O
ve
rc
om

in
g
fe
ar
s/
sh
am

e/
ne
ga
ti
ve

ex
pe
ri
en
ce
s,

im
pr
ov
ed

tr
us
t,
en
ga
ge
m
en
t,
an
d
co
or
di
na
ti
on

,
ex
pa
nd

ed
ro
le
s
of

In
di
ge
no

us
pr
ov
id
er
s,

un
de
rs
ta
nd

in
g
pa
rt
ic
ip
an
ts
’l
an
gu
ag
e,
us
e
of

in
te
rp
re
te
rs
,u

se
of

cu
ltu

ra
lly

se
ns
it
iv
e
la
ng
ua
ge
,

en
su
ri
ng

pr
iv
ac
y
an
d
co
nfi

de
nt
ia
lit
y,
cu
ltu

ra
l

re
pr
es
en
ta
ti
on

,m
in
im

is
e
sh
am

e,
w
ill
in
gn
es
s
to

se
lf-
ed
uc
at
e
fo
r
m
in
or
it
ie
s,
pr
ac
ti
ti
on

er
s’

no
nj
ud

ge
m
en
ta
la
pp

ro
ac
h
an
d
in
cl
us
iv
e
la
ng
ua
ge
,

tr
us
t,
kn

ow
le
dg
e
to

re
du

ce
st
ig
m
a.

La
ng
ua
ge

ba
rr
ie
rs
,l
ac
k
of

cu
ltu

ra
lly

ap
pr
op

ri
at
e

sk
ill
s,
in
ad
eq
ua
te

so
ci
al
sk
ill
s
in

ex
ch
an
gi
ng

in
fo
rm

at
io
n,

la
ck

of
co
nfi

de
nt
ia
lit
y,
in
su
ffi
ci
en
t

cu
ltu

ra
l
co
m
pe
te
nc
y,
cu
ltu

ra
ld

is
en
ga
ge
m
en
t,
an
d

so
ci
al
is
ol
at
io
n.

[1
5,
30
,4
8,
49
,5
1,
54
,5
7,
59
,6
0,
65
,6
6,

71
,7
2,

74
,7
5,
77
–8
5,

10
0–
10
2,
10
5,

10
7–
11
0,
11
7,

13
7,
14
3,
14
4]

Q
ua
nt
it
y
an
d
qu

al
it
y
of

w
or
kf
or
ce

(S
)

D
ed
ic
at
ed

cl
in
ic
al
ti
m
e,
m
ul
ti
di
sc
ip
lin

ar
y
te
am

,
lo
ca
lw

or
kf
or
ce
,c
ul
tu
ra
l
se
ns
it
iv
it
y
to

ov
er
co
m
e

st
er
eo
ty
pe
s,
tr
us
te
d
re
la
ti
on

sh
ip
s,
re
sp
on

si
ve
ne
ss

an
d
sh
ar
ed

cu
ltu

ra
lb

ac
kg
ro
un

ds
,I
nd

ig
en
ou

s
pr
ov
id
er
s,
ac
ce
ss

to
in
fo
rm

at
io
n
to

no
n-

In
di
ge
no

us
pr
ov
id
er
s,
yo
un

g
G
P
s,
th
e
in
cl
us
io
n
of

ps
yc
ho

lo
gi
st
s
an
d
so
ci
al
w
or
ke
rs
,b

ili
ng
ua
l

co
m
m
un

it
y
ed
uc
at
or
s.

H
ig
h
st
aff

tu
rn
ov
er
,l
ac
k
of

ca
pa
ci
ty
-b
ui
ld
in
g

op
po

rt
un

it
ie
s,
in
ad
eq
ua
te

te
ch
ni
ca
ls
ki
lls

an
d

ex
pe
ri
en
ce
s,
fo
llo
w
-u
p
re
m
in
de
rs
,c
lin

ic
al

co
m
pl
ex
it
y,
sh
or
ta
ge

of
In
di
ge
no

us
w
or
ke
rs
,

in
ad
eq
ua
te

en
ga
ge
m
en
t
of

pr
ov
id
er
s
w
it
h
us
er
s,

la
ck

of
cl
ar
it
y
on

pr
ov
id
er

ro
le
s,
la
ck

of
in
te
rp
re
te
rs

or
in
co
ns
is
te
nt

se
rv
ic
es
,l
ac
k
of

re
m
in
de
r
ca
lls
,l
ac
k
of

re
sp
ec
t
of

m
ig
ra
nt
s’
be
lie
fs

an
d
cu
ltu

ra
ls
af
et
y,
in
su
ffi
ci
en
tt
ra
in
in
g,
pr
ov
id
er
s’

in
ad
eq
ua
te

un
de
rs
ta
nd

in
g,
co
m
pe
ti
ng

fo
r
cl
in
ic
al

pr
io
ri
ti
es
,l
im

it
ed

ro
le
s
of

P
H
C
w
or
ke
rs
on

N
C
D
s.

[2
7,
44
–4
9,
51
,5

5–
59
,6
1–
64
,6
7,

68
,

72
,7
4–
77
,7

9,
90
,9
8,

10
1–
10
5,
10
7,

10
9,
11
2,
11
6,

11
7,
11
9,
12
1,

12
5,
12
6,

13
8,
13
9,
14
2,

14
3]

5BioMed Research International



T
a
bl
e
1:
C
on

ti
nu

ed
.

E
na
bl
er
s

B
ar
ri
er
s

R
ef
er
en
ce
s

P
ro
vi
si
on

of
se
rv
ic
es

at
H
Fs

(S
)

C
ul
tu
ra
lly

sa
fe

an
d
co
nt
in
ui
ty

of
m
id
w
ife
ry

ca
re
,

ti
m
el
y
fa
m
ily
-c
en
tr
ed

se
rv
ic
e
pa
ck
ag
e
ca
re
,

re
du

ce
d
co
st
in

fl
ex
ib
le
ho

ur
s,
pa
ck
ag
e
at

H
Fs
,

cl
os
er

to
ho

m
e
or

ou
tr
ea
ch
,a
nd

ho
m
e
vi
si
ts
,

w
el
co
m
in
g
an
d
no

nj
ud

ge
m
en
ta
l
at
ti
tu
de
s
of

pr
ov
id
er
s,
fo
llo
w
-u
p
se
rv
ic
e
re
ca
lls

to
H
IV

pa
ti
en
ts
,r
em

in
de
r
sy
st
em

s,
fr
eq
ue
nt

ca
re
,s
er
vi
ce
s

pr
ov
id
ed

by
th
e
pr
ef
er
re
d
ge
nd

er
,p

re
ar
ra
ng
ed

gr
ou

p
ap
po

in
tm

en
ts
,c
om

m
un

it
y
ra
di
o,

et
hn

ic
ne
w
sp
ap
er
s
an
d
po

st
er
s
in

th
e
di
ss
em

in
at
io
n
of

pr
et
ra
ve
lh

ea
lth

in
fo
rm

at
io
n.

C
lo
su
re

of
ru
ra
lm

at
er
ni
ty

un
it
s/
sh
ift
s,

un
av
ai
la
bi
lit
y
of

an
d
di
ffi
cu
lti
es

in
op

er
at
in
g
af
te
r-

ho
ur
s
se
rv
ic
es
,l
ac
k
of

ra
pi
d
re
fe
rr
al
,i
ns
uffi

ci
en
t

tr
ai
ni
ng

an
d
ca
pa
ci
ty
-b
ui
ld
in
g
op

po
rt
un

it
ie
s,

in
ad
eq
ua
te

kn
ow

le
dg
e
an
d
ex
pe
ri
en
ce
,l
og
is
ti
ca
l

ba
rr
ie
rs
,l
ac
k
of

ca
re

co
or
di
na
ti
on

,p
oo
r

un
de
rs
ta
nd

in
g
of

th
e
pr
ac
ti
ca
l
re
al
it
ie
s,
m
in
im

al
at
te
nt
io
n
on

he
al
th

pr
om

ot
io
n
in
te
rv
en
ti
on

s.

[2
7,
28
,4
7–
49
,5
1,
53
,5
5,
57
,5
8,
62
,6
3,

65
–7
1,

82
,8
4,
88
,9

6,
10
0,
10
1,

10
5,

10
7,
11
1–
11
7,
12
1,
12
3,

12
5,
12
7,
12
8,

13
5,
13
6,
14
2]

In
te
rm

ed
ia
te

le
ve
l

C
om

m
un

it
y
en
ga
ge
m
en
t
an
d

pa
rt
ic
ip
at
io
n
(D

)

C
om

m
un

it
y
in
te
ra
ct
io
n
w
it
h
lo
ca
la
nd

A
bo
ri
gi
na
l

pe
op

le
,i
nt
er
pe
rs
on

al
co
m
m
un

ic
at
io
n
w
it
h

pr
ov
id
er
s,
co
nt
ex
tu
al
ad
ap
ta
ti
on

,c
om

m
un

it
y

en
ga
ge
m
en
t,
co
m
m
un

it
y
re
pr
es
en
ta
ti
on

,w
om

en
em

po
w
er
m
en
t,
em

be
dd

ed
re
la
ti
on

of
pr
ov
id
er
s,

pa
rt
ne
rs
hi
ps

an
d
en
ga
ge
m
en
t
w
it
h
th
e

go
ve
rn
m
en
ts
,p

ar
tn
er
sh
ip
s
fo
r
co
lla
bo
ra
ti
on

w
it
hi
n
th
e
M
ed
ic
ar
e
Lo

ca
ls
m
od

el
an
d

co
m
m
un

it
y-
le
ve
lw

or
k,

us
e
of

bi
lin

gu
al

co
m
m
un

it
y
ed
uc
at
or
s.

La
ck

of
ta
rg
et
ed

co
m
m
un

it
y
in
vo
lv
em

en
t,
lim

it
ed

he
al
th

re
so
ur
ce
s
fo
r
re
fu
ge
es
,l
ac
k
of

re
so
ur
ce
s
an
d

lo
gi
st
ic
s,
po

or
co
m
m
un

ic
at
io
n
an
d
in
fo
rm

at
io
n,

in
su
ffi
ci
en
t
un

de
rs
ta
nd

in
g
of

co
nt
ex
ts
,l
ac
k
of

eff
ec
ti
ve

pa
rt
ne
rs
hi
ps

an
d
co
lla
bo
ra
ti
on

w
it
h

us
er
s,
an
d
di
sj
oi
nt
ed

an
d
fr
au
gh
t
pr
ov
id
er
s’

re
la
ti
on

sh
ip
s.

[1
5,

27
,2
8,
30
,4

8,
49
,5
4,

57
,5
9–
65
,

74
–7
7,
90
,9

8,
10
0–
10
2,
10
5,

10
7,
10
8,

11
0–
11
2,
12
9,
13
0,

13
7,
14
2,
14
4]

P
ro
gr
am

s
an
d
m
od

el
s
of

ca
re

(S
)

C
om

m
un

it
y-
co
nt
ro
lle
d
he
al
th

se
rv
ic
es
,

m
id
w
ife
ry
-l
ed

co
nt
in
ui
ty

of
ca
re
,s
tr
on

g
re
gi
on

al
co
lla
bo
ra
ti
on

s
be
tw
ee
n
P
H
N
s
an
d
lo
ca
l

or
ga
ni
sa
ti
on

s,
un

de
rs
ta
nd

in
g
th
e
di
ff
er
en
ce

be
tw
ee
n
pr
im

ar
y
ca
re

an
d
pu

bl
ic
he
al
th
,

in
vo
lv
em

en
t
of

lo
ca
lg

ov
er
nm

en
ts
,s
er
vi
ce

co
or
di
na
ti
on

an
d
qu

al
it
y
im

pr
ov
em

en
t
in
it
ia
ti
ve
s,

cl
in
ic
al
ne
tw
or
ks

an
d
pl
an
ne
d
te
rm

s
of

re
fe
re
nc
es
,

te
am

-b
as
ed

pr
im

ar
y
ca
re
,a
nd

ca
re

co
or
di
na
ti
on

fr
am

ew
or
k.

D
is
co
nt
in
ui
ty

an
d
sh
or
t-
te
rm

pr
og
ra
m
s,

ch
al
le
ng
es

in
pr
og
ra
m

ev
al
ua
ti
on

in
m
ai
ns
tr
ea
m

P
H
C
pr
og
ra
m
s,
la
ck

of
al
te
rn
at
iv
e
m
od

el
s
of

ca
re
,

no
nf
un

ct
io
ni
ng

he
al
th

ha
rd
w
ar
e,
he
al
th

sy
st
em

la
ck
s
of

cl
in
ic
ia
n
or

pr
ac
ti
ce

ch
oi
ce
s
to

ad
dr
es
s
th
e

ne
ed
s
of

se
xu
al
m
in
or
it
ie
s,
un

cl
ea
r
ro
le
s
an
d

re
sp
on

si
bi
lit
ie
s
ov
er
la
p
be
tw
ee
n
pu

bl
ic
he
al
th

an
d

pr
im

ar
y
ca
re
,l
ac
k
of

a
na
ti
on

al
po

lic
y
on

ca
tc
h-
up

va
cc
in
at
io
n,

m
ed
ic
al
ly

ce
nt
re
d
m
od

el
of

ca
re
,

am
bi
gu
it
ie
s
in

th
e
fe
de
ra
l/
st
at
e
di
vi
de
d

re
sp
on

si
bi
lit
ie
s
fo
r
P
H
C
,m

ed
ic
o
ce
nt
ri
ci
ty

an
d

pr
iv
at
is
at
io
n,

un
cl
ea
r
ac
co
un

ta
bi
lit
y
m
ec
ha
ni
sm

s,
an
d
hi
gh

bu
re
au
cr
ac
y.

[1
3,
15
,3
0,
49
,5
3,
55
,5
8,
62
,6
7,
69
–7
1,

80
,8
1,
85
,8
6,

88
,9
0,
96
,9

7,
10
2,
10
4,

10
5,
11
0,
11
3,

11
5,
11
6,
11
8,

11
9,
12
5,

12
8,
13
3,
13
5–
13
7,

14
5–
15
2]

6 BioMed Research International



T
a
bl
e
1:
C
on

ti
nu

ed
.

E
na
bl
er
s

B
ar
ri
er
s

R
ef
er
en
ce
s

Fi
na
nc
ia
lr
es
ou

rc
es

(S
)

T
ar
ge
te
d
co
pa
ym

en
t,
bu

lk
bi
lli
ng
,p

ri
m
ar
y
ca
re

in
ce
nt
iv
es

an
d
co
m
m
is
si
on

in
g
of

se
rv
ic
es
,b
le
nd

ed
pa
ym

en
t
m
et
ho

ds
,s
in
gl
e
fu
nd

ho
ld
in
g

ar
ra
ng
em

en
ts
,a
nd

m
on

it
or
in
g
O
O
P
,t
ec
hn

ol
og
y

eff
ec
ti
ve
ly

ge
ne
ra
te
d
da
ta

fo
r
in
fo
rm

ed
in
te
lli
ge
nc
e
an
d
de
ci
si
on

-m
ak
in
g,
fl
ex
ib
ili
ty

in
re
gi
on

al
an
d
fu
nd

in
g
fo
r
In
di
ge
no

us
pe
op

le
,

M
an
da
to
ry

In
te
gr
at
ed

P
ub

lic
an
d
P
ri
va
te

H
ea
lth

In
su
ra
nc
e
in
ce
nt
iv
es
,r
ed
uc
ti
on

in
co
pa
ym

en
tc
ap
,

be
tt
er

ac
ce
ss

to
pr
es
cr
ip
ti
on

m
ed
ic
at
io
ns
.

H
ig
h
ca
re

co
st
s
in

m
ul
ti
m
or
bi
di
ty

(l
ac
k
of

in
su
ra
nc
e)
,i
ns
uffi

ci
en
t
fu
nd

in
g,
co
m
pe
ti
ng

pr
io
ri
ti
es

in
re
so
ur
ce

al
lo
ca
ti
on

s,
a
la
ck

of
na
ti
on

al
pr
og
ra
m
s
on

ch
ro
ni
c
co
nd

it
io
ns
,f
ra
gm

en
ta
ti
on

of
fu
nd

in
g
an
d
se
rv
ic
es
,l
ac
k
of

fi
na
nc
ia
l
in
ce
nt
iv
es
,

ha
d
no

su
pp

or
t
fo
r
hi
gh

ta
xp
ay
er

pr
io
ri
ty

ac
ce
ss
.

[1
3,
27
,4
7,
50
,5
1,
68
,6
9,
73
,7
8,
79
,8
3,

84
,8
9,

91
–9
3,
96
–9
9,
10
9,

11
8,
12
6,

13
0–
13
6,
14
8,

15
1,
15
3]

H
ea
lth

w
or
kf
or
ce

m
an
ag
em

en
t
(S
)

P
ar
tn
er
sh
ip

w
it
h
un

iv
er
si
ti
es

fo
r
In
di
ge
no

us
m
id
w
iv
es

an
d
A
bo
ri
gi
na
l
pe
op

le
,r
eg
io
na
l

m
at
er
ni
ty

ca
re

w
or
ke
rs

an
d
in
cr
ea
se
d
In
di
ge
no

us
m
id
w
iv
es
,q

ua
lit
y
su
pe
rv
is
io
n,

su
pe
rv
is
ed

G
P

tr
ai
ni
ng
,p

ro
fe
ss
io
na
ld

ev
el
op

m
en
t
pr
og
ra
m

at
ti
tu
di
na
l
tr
ai
ni
ng

at
tr
ac
te
d
an
d
en
ha
nc
ed

th
e

re
te
nt
io
n
of

th
e
G
P
s.

A
dm

in
is
tr
at
iv
e
bu

rd
en
,d

ir
ec
t
re
m
un

er
at
io
n
an
d

op
po

rt
un

it
y
co
st
s
(e
.g
.,
G
P
se
rv
ic
es

in
R
A
C
Fs
),

po
or

tr
us
t
an
d
bu

rn
ou

t,
te
ns
io
n
of

ro
le
s
of

th
e

w
or
kf
or
ce
,i
ne
qu

it
ab
le
di
st
ri
bu

ti
on

,l
ac
k
of

sk
ill
s

an
d
ex
pe
ri
en
ce
,s
ho

rt
ag
es

of
st
aff

an
d
hi
gh

tu
rn
ov
er
,c
om

pl
ex

an
d
ov
er
w
he
lm

in
g
w
or
kl
oa
d,

a
la
ck

of
un

de
rs
ta
nd

in
g
of

ad
m
in
is
tr
at
iv
e

m
an
ag
em

en
t
fu
nc
ti
on

s,
an
d
in
ad
eq
ua
te

sk
ill

ex
pe
ri
en
ce
.

[1
3,
27
,4
8,
57
,5
9,
60
,6
2,
71
,7
3,
75
,8
0,

82
–8
5,
96
,1
05
,1
10
–1
17
,1
33
,1
48
,1
54
]

E
vi
de
nc
e
us
e
in

pl
an
ni
ng

an
d

m
on

it
or
in
g
(S
)

St
an
da
rd

se
tt
in
g,
be
nc
hm

ar
ki
ng

us
in
g
re
lia
bl
e
an
d

co
m
pa
ra
bl
e
da
ta
,t
ai
lo
ri
ng

an
d
pr
io
ri
ti
si
ng

pr
ac
ti
ce
s,
m
on

it
or
in
g
an
d
su
rv
ei
lla
nc
e,
pr
io
ri
ty
-

ba
se
d
re
so
ur
ce

al
lo
ca
ti
on

in
pl
an
ni
ng
,t
im

el
y

co
lle
ct
io
n
of

co
ns
is
te
nt

an
d
qu

al
it
y
da
ta

fr
om

m
ul
ti
pl
e
so
ur
ce
s
an
d
co
lla
ti
on

,c
re
at
in
g
vi
su
al

in
di
ca
to
rs

an
d
pr
io
ri
ti
si
ng
,b

oa
rd

tr
ai
ni
ng
,

ac
cr
ed
it
at
io
n
re
qu

ir
em

en
ts
,r
es
ea
rc
h,

pr
ac
ti
ti
on

er
-

in
fo
rm

ed
im

pl
em

en
ta
ti
on

an
d
na
ti
on

al
qu

al
it
y

an
d
pe
rf
or
m
an
ce

fr
am

ew
or
k,

ta
ilo

re
d

co
m
m
un

it
y-
dr
iv
en
,b

ot
to
m
-u
p
he
al
th

pl
an
ni
ng

us
in
g
co
de
si
gn

pr
in
ci
pl
es
,s
ur
ve
ill
an
ce
,r
ep
or
ti
ng
,

us
e
of

re
co
rd
s
of

ca
re

an
d
qu

al
it
y
in
di
ca
to
rs
.

In
ad
eq
ua
te

qu
al
it
y
da
ta
,p

oo
r
un

de
rs
ta
nd

in
g

se
ns
it
iv
it
y
in

su
rv
ei
lla
nc
e,
co
m
pl
ex
it
y
of

us
e
of

te
ch
no

lo
gy
,l
ac
k
of

co
m
pa
ra
bl
e
in
fo
rm

at
io
n,

la
ck

of
au
di
t
to
ol
s
an
d
da
ta

on
qu

al
it
y
of

ca
re
,

in
ad
eq
ua
te

ev
id
en
ce
-b
as
ed

pl
an
ni
ng
,m

is
si
ng

lin
k

of
tr
an
sl
at
io
n
of

ev
id
en
ce

in
to

pr
ac
ti
ce
,

un
av
ai
la
bi
lit
y
of

qu
al
it
y
da
ta

an
d
in
ad
eq
ua
cy

to
id
en
ti
fy

pr
ob
le
m
s,
po

or
co
or
di
na
ti
on

of
he
al
th

pl
an
ni
ng
,i
na
de
qu

at
e
fu
nd

in
g
of

P
H
N
s,

pe
rf
or
m
an
ce

an
d
re
gu
la
to
ry

re
qu

ir
em

en
ts
.

[1
3,
15
,3
0,
46
,5
1,
55
,6
0–
62
,7
0,
73
,7
6,

85
–8
9,

96
,9
8,
10
6,

10
7,
11
3,
11
4,

11
7–
12
0,

12
7,
13
6,
13
7,

14
3,
14
4,
14
8,

15
3,
15
4]

D
is
ta
l
le
ve
l

So
ci
oe
co
no

m
ic
an
d
di
ve
rs
it
ie
s

(S
an
d
D
)

P
ro
vi
si
on

of
M
ed
ic
ar
e

La
ck

of
fu
ll-
ti
m
e
w
or
k,

ec
on

om
ic
ha
rd
sh
ip
,

sy
st
em

at
ic
ra
ci
al
di
sc
ri
m
in
at
io
n,

do
m
in
an
tc
ul
tu
re

at
H
Fs

th
at

in
ad
eq
ua
te
ly

ca
pt
ur
ed

In
di
ge
no

us
kn

ow
le
dg
e,
va
lu
es

an
d
cu
ltu

re
,e
xp
er
ie
nc
es

of
st
ig
m
a
an
d
di
sc
ri
m
in
at
io
n
in

em
pl
oy
m
en
t.

[6
,1
5,
30
,6
3,
64
,6
6,
72
,7
9,
84
,9
6,
10
2,

10
4,
10
9,

13
0,
13
7,
13
8,

14
0,
14
2]

S:
su
pp

ly
si
de
;D

:d
em

an
d
si
de
.

7BioMed Research International



services [51, 63, 64, 79, 84, 109, 140]. Finally, conflicting
messages from health care providers, low-risk perception
of diseases, and literacy gaps of migrants were reasons for
poor health care utilisation [49, 66, 98, 102, 104].

3.4.2. Sociocultural Factors. Migrants having skills to deal
with two cultural identities contributed to better utilisation
of health services [66, 69, 72, 103]. Informed choice and
rights-based approaches, disclosure of the identity of sexual
minorities, users’ engagement in trust building, and breaking
cultural stereotypes were crucial factors for preventing and
treating NCDs [15, 30, 69, 73]. Poor capacity to overcome
fears, shame, and negative experiences motivated screening
NCDs and tobacco cessation among some Indigenous popula-
tions [74, 78–81]. In contrast, CALD populations (especially
migrants) faced social isolation, lack of male involvement
and support, loss of connection to migrants’ original culture,
and gender-related vulnerabilities in the new settlement that
influenced low utilisation of health services [15, 30, 66, 72,
102, 104, 137, 138]. Additionally, inadequate discussion on
treating STIs amongmigrants included stigma, cultural values,
and norms associated with sexual relations [28, 45].

3.4.3. Users’ Language and Communication. Users’ cultural
sensitivity to overcome stereotypes improved the utilisation
of health services [55–58, 62, 112, 119]. For example, infor-
mal talk with providers and peers was identified to mitigate
language barriers and change the social norms and values on
health and diseases [28, 90]. Additionally, providers of sim-
ilar ethnic backgrounds (with users), cross-cultural workers,
and gender matching with staff enhanced the uptake of
information and understanding of cultural values and prac-
tices [59, 60, 74, 77, 79, 143]. However, failure to understand
languages, a lack of fluency and confidence in speaking
English (e.g., during phone bookings), and high expectations
of migrants constrained in accessing PHC services [15, 30,
66, 72, 102, 104, 137, 138].

3.4.4. Reaching to HFs. Adequate transportation facilities,
maternity units in public hospitals, and affordable services at
delivery points improved reaching HFs for services [54–58].
Early antenatal care visits and short travel times have
increased the utilisation of MCH services [53, 55, 57, 70, 71].
Additionally, timely and early testing services decreased cover-
age gaps of STIs and hepatitis vaccination in remote areas
[50–53]. Using PHC services by disadvantaged groups
reduced the risk of complications, improved initial treatment
for NCDs, and ultimately decreased hospitalisation rates [51,
78, 86–90]. However, financial problems such as expensive
drugs, billing, and payment issues without Medicare increased
OOP expenditure of PrEP services for people with chronic
conditions [15, 46, 47, 68, 91, 92, 94–99]. Furthermore, high
care costs hindered access to PrEP services for people in
low-income and rural areas [45, 46, 57, 100, 101]. Limited
access to transportation services, long travel time, lack of
accommodation, and high mobility of communities resulted
in MCH services in remote Indigenous populations [45, 48,
49, 51, 54, 57, 100–106, 109].

3.4.5. Providers’ Behaviours and Communication. The pro-
vider’s role in overcoming stigma and shame improved trust
and encouraged Aboriginal populations in the screening of
NCDs and tobacco cessation [74, 78–81]. Understanding
participants’ language and interpreters enabled providers to
address the complex sexual health needs of migrants [48,
49, 66, 72]. Moreover, using culturally sensitive language
and ensuring confidentiality improved the care provision
and utilisation [57, 59, 60, 75, 82–85]. Providers’ capacity
to maintain confidentiality and privacy and minimise shame
increased utilisation of PHC services [59, 60, 74, 77, 79, 143].
Providers’ clinical accountability, willingness to self-educate,
and nonjudgemental and inclusive language effectively deliv-
ered services for sexual minorities [30, 144]. Increased cli-
ents’ trust and providers’ analytical capacity enhanced
quality service delivery for underserved communities [48,
71, 117]. Nevertheless, providers’ language barriers and lack
of cultural competency hindered FP and MCH services [51,
54, 105, 109]. There were inadequate providers’ social inter-
action skills (cultural competency and confidentiality and
social isolation) while providing services to the CALD
groups, resulting in inadequate utilisation of MCH services
[49, 54, 57, 65, 100–102, 105, 107, 108, 110].

3.4.6. Quantity and Quality of Workforces. Dedicated clinical
time by a multidisciplinary team has increased health service
utilisation [44–47]. Strengthening the local health workforce
and cultural sensitivity to overcome stereotypes improved
utilisation of services [55–58, 62, 112, 119]. Providers’
trusted relationships, responsiveness, and shared cultural
backgrounds addressed community needs in urban Indige-
nous health [72, 90, 125, 143]. Expanded roles of Indigenous
providers ensured culturally responsive care for preventing
and treating NCDs [27, 61, 63, 64, 74–77]. The involvement
of young GPs in RACFs and the provision of multidisciplin-
ary (social workers) teams increased the uptake of promo-
tion, prevention, and treatment for NCDs [59, 98, 101,
103, 119, 139, 143]. Nevertheless, high staff turnover, inade-
quate technical skills and experiences, and lack of follow-up
reminders affected the prevention and treatment of infec-
tious diseases, especially in rural areas [45, 46, 51, 107,
117]. Shortage of health workforce and lack of clarity on
provider roles decreased the utilisation of MCH services
among Indigenous groups [51, 63, 79, 105, 109]. Addition-
ally, providers’ poor understanding of participants’ language
and respect for migrants’ beliefs, lack of interpreters’ ser-
vices, lack of reminder calls, and insufficient training of
GPs influenced care provision of MCH services to migrants
[48, 49, 67, 68, 102, 104, 116, 138]. Providers’ inadequate
understanding of social underpinnings and well-being
increased premature onset and incidence of NCDs [61, 77,
121]. Competing clinical priorities, limited roles of the
PHC workers, and the capacity of NCD care influenced the
prevention and control of NCDs (e.g., substance abuse and
cancer screening) [27, 61, 126].

3.4.7. Provision of Services at HFs. Culturally safe and conti-
nuity of midwifery care and an increased role of nurses in
sex education improved choice and control of contraceptives
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and care provision for MCH services [62, 63, 65–69]. Provi-
sion of timely and family-centred care at a reduced cost and
flexible hour services closer to home or outreach settings
increased health service utilisation [53, 55, 57, 70, 71]. Wel-
coming and nonjudgemental attitudes of providers fostered
culturally appropriate services to people with the greatest
need in rural areas [53, 55, 88, 101, 105]. Follow-up and
reminder services have improved health services for HIV
patients [28, 51]. Routine care provided by the preferred
gender of providers and provided in prearranged group
appointments improved testing and treatment of HIV and
STIs among migrants [47–49]. However, the shortage of
workforce, closure of rural maternity units, and lack of rapid
referral services negatively influenced MCH services in rural
HFs [51, 82, 100, 101, 107, 111–117]. Providers’ inadequate
competency and unavailability of after-hours services for
NCDs challenged the achievement of clinical targets of risk
reduction and treatment in high-risk clients in remote areas
[27, 112, 121, 123, 127, 128]. Lack of care coordination and
poor understanding of the practical realities made it chal-
lenging to address rural areas’ complex/changing care needs
[27, 63, 84, 96]. Minimal attention to health promotion
interventions increased the burden of diseases and poor ser-
vice delivery NCDs [58, 125, 128, 135, 136].

3.5. Intermediate Drivers. Some community (such as engage-
ment and participation) and organisational (models of care,
financial resources, health workforce, and evidence use and
monitoring) drivers were reported to influence access to
and delivery of health services in Australia.

3.5.1. Community Engagement and Participation. Commu-
nity interaction (interpersonal and intrapersonal) with local
and Aboriginal populations improved the perceived need and
encouraged postnatal contraception [54, 59–64]. Local commu-
nity engagement and women’s empowerment in health rights
increased the demand for health services in rural areas [28,
90]. The embedded relationship of providers with Aboriginal
people, partnerships, coordination, and engagement with the
government enhanced access to services among underserved
communities [27, 61, 63, 64, 74–77]. Additionally, partnerships
for collaboration within the Medicare Locals model and
community-level work were adequate for the design and ser-
vices for people from sexual minorities [15, 30, 137, 144]. How-
ever, poor community engagement of target groups, limited
health resources for refugees, and lack of resources and organi-
sation at HFs led to high unmet needs and poor access to health
care [48, 98, 102, 129]. Poor communication and insufficient
understanding of contexts undermined health promotion and
preventive programs [111, 112, 130]. Lack of effective collabora-
tion with users and disjointed and fraught providers’ relation-
ships contributed to the utilisation and provision of health
services [49, 54, 57, 65, 100–102, 105, 107, 108, 110].

3.5.2. Programs and Models of Care. Some examples of
health programs that support the delivery of health services
included Aboriginal Immunisation Healthcare Worker,
Elmore Primary Health Service, Aboriginal Family Birthing
Program, Southgate Model of CPHC program, and the Cen-

tral Australian Aboriginal Community-Controlled Health
Service model [53, 81, 85, 88, 105, 133, 145–147]. Midwifery-
led continuity of care models shifted the power dynamic from
a hierarchical system that increased the uptake ofMCH services
in Indigenous populations [62, 80, 105, 110]. Stronger regional
collaborations of local organisations and involvement of local
governments improved care coordination and health system
governance [13, 69, 85, 90, 96, 113, 119, 148, 149]. Clinical net-
works, team-based primary care, and care coordination frame-
work enabled system-wide changes [86, 96, 148–152]. Service
coordination and quality improvement initiatives have facili-
tated the sustainability of services in rural PHC settings [70,
71, 118, 146]. Nevertheless, mainstream PHC programs were
short term and lacked focused interventions that resulted in dis-
continued care and had challenges in their evaluation [49, 67,
102, 104, 116]. The lack of alternative models of care, over-
crowding, and nonfunctioning health infrastructure influenced
poor service delivery for NCDs [58, 125, 128, 135, 136]. The
current health system lacks clinicians or a choice of practi-
tioners to address the needs of sexual minorities [15, 30, 137].
Unclear roles and responsibilities overlap between public health
and primary care, and a poor focus on frontline health services
influenced the commissioning of health services under PHNs
[55, 116, 149]. With a lack of a national policy on catch-up vac-
cination, a medically centred model of care also constrained
MCH services formigrants [49, 97, 116]. The health system effi-
ciency was hindered due to ambiguities in the federal/state
divided responsibilities for PHC, medico centricity and privati-
sation, and highly bureaucratic but unclear accountability
mechanisms [13, 96, 113, 115, 150].

3.5.3. Financial Resources. Targeted copayment, bulk billing,
primary care incentives, and commissioning services mitigated
some financial constraints of health care [13, 69, 73, 91–93,
118]. Furthermore, blended payment methods, monitoring of
OOP expenditure, and data-informed decision-making in pro-
gram regulation and performance were effective planning and
service delivery [69, 84, 132, 148, 151, 153]. Moreover, factors
of better access to prescription medications that increased utili-
sation of PHC services were flexibility and regional funding for
Indigenous people, Mandatory Integrated Public and Private
Health Insurance incentives, reduction in copayment cap, and
saved hospitalisation costs in remote areas [13, 50, 51, 69, 89,
91–93]. However, lack of insurance also hindered the care for
CALD populations with multimorbidity, resulting in high
OOP expenditure [97, 98, 131–133]. Insufficient funding, com-
peting priorities in resource allocations, and a lack of national
programs on chronic conditions have resulted in inadequate
access to high-need groups [79, 109, 130, 136]. In addition,
there was fragmentation of funding that hindering the design
and implementation of NCD-related health programs (e.g., cer-
vical cancer screening) among certain disadvantaged groups
(e.g., migrants) [27, 78, 83, 84, 96, 126, 133–135].

3.5.4. Health Workforce Management. Partnership with uni-
versities for Indigenous midwives and Aboriginal people
strengthened the inclusion and addressed the shortage of
culturally competent workforce [57, 59, 60, 75, 82–85].
Increased regional maternity care workers and Indigenous
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midwives contributed to improving health service delivery
[62, 80, 105, 110]. Quality supervision, supervised GP train-
ing, professional development programs, learning opportu-
nities, interprofessional education, and management
systems attracted and enhanced the retention of workforces
[48, 71, 117]. Nevertheless, there were challenges in health
workforce management, such as a lack of funding for nurse
innovation, insufficient training, and capacity-building
opportunities [51, 82, 100, 101, 107, 111–117]. Additionally,
studies reported high workloads, administrative burden,
shortages and high turnover, inequitable distribution,
opportunity costs of GP services in RACFs, poor trust and
burnout, and lack of skills and experiences [27, 73, 82,
111–116, 133, 148]. Furthermore, other challenges of health
workforce governance included poor understanding of
administrative and management functions and inadequate
skill experience [13, 96, 113, 148, 154].

3.5.5. Evidence Use in Planning and Monitoring. Standard
setting and benchmarking, tailoring using comparable data,
monitoring, and surveillance improved the program perfor-
mance by increasing the inclusivity for PHC services [15, 60,
70, 87, 98, 106, 107, 120, 127, 144]. Timely collection of con-
sistent data from multiple sources and collating and creating
visual indicators strengthened program management [15,
55, 85, 107, 120, 137, 144]. Adopting board training, accred-
itation, and national quality and performance framework
improved quality-of-care governance [86, 118, 119, 148,
153]. Using codesign principles, tailored community-driven
and bottom-up health planning in Indigenous communities
was reported to incorporate local circumstances integrated
care for multimorbidity and chronic diseases [61, 62, 76, 85,
136, 143]. Surveillance systems and timely reporting strength-
ened the screening of NCDs in rural areas [70, 87, 106, 120,
127]. The use of records of care and quality indicators pro-
vided benchmarking of PHC services [15, 30, 86–89, 144].
On the other hand, lack of quality data and poor understand-
ing of sensitivity in surveillance hindered the PrEP services
[46, 73, 120]. Lack of comparable information affected the
planning of care prevention of STI treatment in rural HFs
[51, 107, 117]. Inadequate data on quality of care, missing link
of translation of evidence into practice, and inadequacy to
identify problems impacted the promotion, surveillance, and
delivery of MCH services [46, 73, 86, 114, 118–120]. Poor
coordination of health planning, inadequate funding of PHNs,
and performance and regulatory requirements resulted in
poor multilevel governance [13, 96, 113, 148, 154].

3.6. Distal Level Drivers

3.6.1. Socioeconomic and Ethnic Diversities. At the higher
sociopolitical level, there were drivers of UHC in Australia,
such as the Medicare program. The Medicare (universal
public health financing program) is one of the distal factors
of success for the UHC [6]. However, some structural and
socioeconomic challenges hindered health service delivery
and utilisation. For instance, lack of full-time work, eco-
nomic hardship, and experiences of stigma and discrimina-
tion in employment reinforcing existing exclusion

increased health inequities, especially among the CALD
groups [15, 30, 66, 72, 102, 104, 137, 138, 142]. Moreover,
systematic discrimination and dominant culture at HFs lim-
itedly captured the historical/cultural dimensions of Indige-
nous values and culture; Indigenous knowledge was
undervalued, threatening the long-term viability of sustain-
able Indigenous programs [63, 64, 79, 84, 96, 109, 130, 140].

4. Discussion

This review identified several successes and challenges and
their drivers towards UHC in Australia. Key achievements
included increased utilisation of infectious disease services,
decreased equity gaps, improved perceived needs of MCH
services, and preventive care for NCDs. Nevertheless, there
were challenges, such as poor access to health services for
priority populations. These groups had poor access to ser-
vices for multimorbidity, high unmet health needs, and poor
achievement of clinical targets of risk reduction and treat-
ment of NCDs. Driving factors related to users included
health literacy, sociobehavioural, users’ language and com-
munication, and reaching HFs; provider-related drivers were
behaviours, quantity and competency of health workforces,
and provision of health services. At the community and
health facility level, drivers were community engagement,
health policy and programs, financial resources, evidence-
based planning and monitoring, and mobilisation of the
health workforce. Finally, distal level drivers were the lack
of inclusion of all taxpayers in the Medicare program and
socioeconomic disparities.

4.1. Universal but Not for All. Despite the high UHC SCI
(89%), certain groups in Australia (e.g., Indigenous and
CALD groups) have poor access to essential health services
and have equity gaps in terms of access to health services,
status, and health outcomes. These disadvantaged groups
and residents living in rural areas had poor access to health
services and health status [155]. The burden of NCDs and
chronic diseases was high among the Indigenous groups
[19], and remote residents suffered from chronic infections
(e.g., skin, eye, and respiratory) [20]. People from CALD
backgrounds have a high risk of infectious diseases in the
early years of migration, while there are increased NCDs as
the length of stay lasts longer and among first-generation
migrants [156, 157]. Refugees suffered from mental disor-
ders (highest among Tamil immigrants) than general popu-
lations [22, 23]. Among migrants of first- and second-
generation migrants, there was a higher burden of mental
health status among non-English-speaking migrants, and
they had poorer access to services than Australian-born
immigrants [24].

Additionally, people from the CALD groups encoun-
tered multiple challenges at HFs (by providers) and resettle-
ment (communities) [158, 159]. While some taxpayers (e.g.,
temporary migrants) lack access to Medicare benefits while
accessing health services and need mandatory purchase of
PHIs, they also struggle to renew premiums [10, 160]. Peo-
ple from sexual minority backgrounds experienced stigma
and discrimination while accessing health services [29].
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Rural residents experience an increased burden of infectious
diseases and NCDs, and rurality further exacerbates the dif-
ficulties in reaching HFs/providers for health services
[26–28, 59, 66, 103]. Additionally, rural residents face prob-
lems with timely access to GP services in rural areas and
have high bulk-billing rates [70, 87]. People already left
behind should be prioritised with targeted policies and pro-
gram approaches considering the multilevel health system
contexts.

4.2. Breaking Barriers through Multilevel Approaches.
Addressing inequities in health services among disadvan-
taged populations requires both demand- and supply-side
interventions at the individual level (service user and pro-
vider level), intermediary level (community and health facil-
ity level), and system level (broader system level).
Individual-level strategies can potentially address the social
determinants of service users (lifestyle, behavioural, and
health-seeking factors) and drivers of health care providers
(skills, attitude, and competency). Intermediary strategies
address the issues of community and health organisational
level, while system-level strategies could address the struc-
tural challenges.

4.3. Engaging and Empowering Disadvantaged Populations.
User-level factors such as health literacy, sociobehavioural
factors, language, and access to HFs can be addressed by
demand-side approaches. For instance, cultural norms, fam-
ily interpersonal relations, and values influence health liter-
acy and the need to address the gaps in health care [161].
Additionally, interactive learning, such as group discussions,
peer-support, and digital tools, helps service users take the
initiative and ownership and increase the utilisation of
health services [162, 163].

People can have sociopsychological barriers (e.g., cul-
tural differences, perceived shame, stigma during health
care-seeking, and poor confidence in communication) that
can be addressed by improving users’ and providers’ com-
munication skills. Perceived cultural stigma and shame, poor
patient-provider interactions, and treatment adherence lead
to poor outcomes [164]. Creating common in group identi-
ties, promoting contact among perceivers, and enhancing
social support and adaptive coping mechanisms can
improve resilience to societal stigma and racial and ethnic
stereotyping and build confidence in the system [165]. Fur-
thermore, including intersecting factors of gender/cultural
norms of the destination country in the migration process
could mitigate cross-cultural trauma, isolation, and social
disadvantages of migrants [166, 167]. Additionally, nonver-
bal communication (posters), mobile translation technology,
and web-based interpretation services were found to address
language barriers in health services [168]. Culturally appro-
priate communication interventions improved the health lit-
eracy of non-English-speaking migrants [169]. Telehealth
interventions can mitigate financial and geographical bar-
riers in remote and underserved communities. For instance,
technology-based solutions such as phone or video consulta-
tions can minimise costs while accessing health services by
providing services in flexible hours in rural areas [166].

4.4. Enhancing Health Workforce Capacity. Provider-related
proximal level factors (e.g., providers’ behaviour, quality,
and competency) can be addressed by several supply-side
approaches at the point of care, potentially improving the
provision and delivery of health services. For instance, pro-
viding short courses on languages to providers and employ-
ment of diverse workforces can mitigate providers’
communication, including cultural and linguistic obstacles
between patients and providers [168]. Evidence suggests cul-
turally responsive communication of providers improved
access to PHC services among migrants in HICs [158]. Com-
municating in users’ language and integrating interpretation
services in communities with limited English, recording
patients’ language, and professional medical interpreters miti-
gated the providers’ linguistic and cultural barriers at the
provider’s level [170–173]. Amultidisciplinary team, multicul-
tural and Indigenous providers, provision of interpreters, gen-
der matching with users, and cross-cultural training could
negate ethnic bias, stigma, and stereotypes and provide cultur-
ally appropriate care [43, 174]. At the point of care, cross-
cultural communication through a diverse workforce can
address language and sociocultural barriers [175, 176]. For
example, Indigenous interpreters were a vital bridge between
patients and providers in Canada [177]. After-hours services
and reminder systems can also potentially improve the utilisa-
tion of primary health services. Tele reminder systems (e.g.,
short messages) were found to be effective in different ways
(increasing the attendance of appointments, shaping behav-
iour across the spectrum of health care, and promoting
healthy behaviours) [178]. The timely utilisation of PHC ser-
vices and referrals can prevent excess hospitalisation rates
and adverse health outcomes [179].

4.4.1. Community Engagement and Partnership. Demand-
side factors at the intermediary level (e.g., community
engagement and participation) could increase the demand
for health services. For instance, community-driven
approaches to social mobilisation, inclusion in community
health governance, and partnership with community organi-
sations could improve awareness, empowerment, and partic-
ipation, making people access health services [180].
Furthermore, such approaches strengthen the accountability
of health organisations and providers. Studies revealed that
community involvement and engagement in health care
need confidence in the health systems and services [181,
182]. Improving communication and continuity of care
and confidence in the system is imperative, significantly
improving access to address the health disparities among
disadvantaged groups [182, 183]. Australia’s ACCHS model
improved access to culturally responsive services through
intersectoral collaboration, prevention, and promotive ser-
vices [7, 184, 185]. Culturally competent care from providers
and increased health literacy of priority populations have
potential to improve health service utilisation [169].

4.4.2. Organisational Responsiveness. Several strategies
(related to health finance, health workforce, and health pro-
grams) can be employed to improve the organisational
responsiveness to the delivery of health services. Firstly,
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health care financing interventions can reduce the equity
gaps in health services. So health care financing policies
require to move from a single-disease framework to multi-
morbidity, particularly for the elderly and low-income
groups [186]. Universal public health insurance integrating
individuals’ income-based insurance premiums can address
the OOP expenditure in disadvantaged populations [187].
Pooling public resources is vital to reducing financial risk,
while private insurance can supplement public insurance
initiatives [188]. Secondly, health workforce production,
recruitment, and deployment are crucial for service delivery.
Production and deployment strategies such as providing
scholarships, loan repayment programs, increased salary,
and professional support can mitigate staff shortages and
frequent turnover [43]. Partnerships with the university for
the Indigenous workforce, including targeted enrolment into
training and higher education programs, addressing the
broader health system to ensure a safe and supportive work
environment and providing individual and family support
could increase retention in rural and remote areas [189].
Preferential selection of rural students and distributed train-
ing in rural areas are associated with increased rural reten-
tion of health professionals [190]. Health system actors
were required to be initiative-taking to design gender-sensi-
tive, tailored, and contextual plans to meet the clinical tar-
gets in the high-risk groups. Thirdly, measurement
standards and benchmarking can be helpful for the contex-
tualisation of policies and for addressing local health needs
[179]. Fourthly, previous studies revealed that local and
Indigenous knowledge, partnership and collaboration with
the local community, and shared decision-making were cru-
cial for culturally responsive, continuity of care, and confi-
dence with the health services [182–184, 191]. Finally,
providing air transport services to bring patients to hospitals
or bringing care providers to patients and integrating tele-
health approaches also increased access to specialised care
and reduced travel and waiting times by connecting patients
from remote areas in HICs [192]. For example, hospitals and
ambulatory care facilities provide health services in remote
and underserved communities [43].

4.4.3. Medicare Benefits for All. Australia’s Medicare pro-
gram is one of the best successes in universal access to health
services. However, this program has several issues leading to
inequities in health care. For instance, some taxpayers are
excluded based on their visa status, high copayment gaps
in remote and regional areas, and inadequate financial cov-
erage for people living with multimorbidity and chronic
conditions. Addressing these issues requires high-level polit-
ical commitment and policy decisions. Additionally, CALD
populations have intersectional (dis)advantages with multi-
ple challenges: legal (e.g., asylum status), financial (expensive
health care), cultural (discrimination), and geographical
(distance to HFs) [182]. These structural factors are embod-
ied in structural roots and influenced by factors of higher-
level systems, which require long-term socioeconomic and
political interventions. Moreover, including disadvantaged
groups in the governance system, academic health programs
and language and cultural courses in tertiary-level health

curricula and programs could mitigate those structural chal-
lenges [43, 168]. Reducing the socioeconomic equity gaps
and providing employment and work opportunities for mar-
ginalised people can address the upstream social determi-
nants of health.

4.5. Implication for the Policy and Programs. Despite provid-
ing a universal health care system in Australia, some popula-
tions (e.g., Indigenous, CALD groups, sexual minorities, and
remote and rural residents) have several challenges accessing
and utilising health services. Some policies and programs for
disadvantaged populations include Indigenous, CALD
groups, and rural areas. However, evidence from this study
revealed several challenges and their driving factors that
need to be addressed for improved health services among
priority groups. The findings of this study can have implica-
tions for the revisions of existing policies and programs for
improved health service delivery and utilisation of services.
There is a need for several supply-side and demand-side
program interventions needed at different levels of health
systems and communities. Particularly, the CALD groups
have diversity within cultural, linguistical, socioeconomic,
and geographical, and some populations within the diverse
groups can have relative privilege in access to health services.
In contrast, some might have suffered from multiple forms
of intersectional disadvantages. Further studies are war-
ranted to identify the most disadvantaged CALD groups
and review the existing health program and policies.

4.6. Strengths and Limitations of the Study. There are some
limitations of this study. Firstly, we conducted a narrative
literature review and synthesized the findings of quantita-
tive, qualitative, and mixed method studies. Therefore,
meta-analysis was not considered appropriate because of
the wide variability of studies with research design, study
population, types of interventions, and outcomes. Like sys-
tematic review and meta-analysis, we could not describe in
detail any variable that mediates health outcomes. Instead,
as per the PRISMA-ScR protocol, we included all types of
studies and synthesized the drivers of PHC services. This
study has not adopted a strict quality assessment of the indi-
vidual study included in the review. However, we adopted
the scoping review protocol and PCC framework to guide
our analysis [33, 193]. The current review is the qualitative
synthesis of the range of studies (e.g., quantitative, qualita-
tive, mixed methods, and policy analysis). This study has
provided insights into the delivery and utilisation of PHC
services in Australia. Future studies can further explore in-
detail specific issues highlighted in this study.

5. Conclusion

Australia has made significant progress towards UHC and
has several signatory successes in the health system, service
delivery, and utilisation. However, Indigenous and CALD
groups, sexual minorities, and rural residents face significant
challenges in accessing and poorly utilising health services.
The health system should employ multilevel strategies at
the proximal, organisational, and system levels. Remarkably,
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the challenges at the proximal level can be addressed by
using both supply- and demand-side approaches at the
delivery points. Health program interventions need to focus
on attaining UHC among those populations who are already
left behind. Achieving UHC is vital to aspire for a targeted
universalism focusing on universal access among disadvan-
taged groups and remote areas. Community engagement
and strengthening the health system can enhance the deliv-
ery and utilisation of health services. Persistent inequities
in accessing health services among and between ethnic and
socioeconomic groups need to be addressed through tar-
geted policies and programs.
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