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Summary

People living in rural and remote areas continue to face significant inequities in cancer outcomes compared to their
metropolitan counterparts. Despite advances in cancer control, these disparities persist across the cancer trajectory.
This personal view consolidates findings from our Equitable Cancer Outcomes for Rural and Remote Communities
series, highlighting survival disadvantages, challenges in measuring and reporting rurality, barriers to imple-
menting evidence-based interventions, and shortcomings in historical policy. We argue for place-based, system-level
reform that genuinely partners with rural communities, leverages local strengths, and embeds rural voices in
research, policy, and service delivery. Key recommendations include adopting a formal partnership position state-
ment to guide collaboration across sectors, strengthening rural data infrastructure, harmonising rural-urban clas-
sifications, tailoring implementation strategies, and prioritising geographical equity within cancer policy. Achieving
meaningful progress requires coordinated cross-sector action and sustained investment in rural capacity. Equitable
cancer outcomes will only be achieved by recognising and addressing the responsibility to deliver best practice care
for all people affected by cancer, regardless of where they live.

Copyright © 2025 The Author(s). Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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Although rates of cancer incidence and mortality have
declined at national levels, these improvements have
not been equitably distributed. People with cancer
living in rural and remote areas often experience delays
in receiving a diagnosis and commencing cancer
treatment which can compromise survival.'* Living in a
rural area presents unique care challenges, including
shortages of healthcare professionals, underfunded and
under resourced facilities, and access issues related to
distance such as limited public infrastructure including
transport, accommodation, and internet availability.
Rural communities are an integral part of, and make
significant contributions to their country, and like all
people, are deserving of timely and high-quality cancer
care tailored to their needs. In Australia, approximately
28% of the population (seven million people) live in
rural and remote areas,’ with a notably aging de-
mographic, where 36% of rural residents are aged 65
and over which is a higher proportion than in metro-
politan centres.” Rural populations experience consid-
erable social and economic disadvantage, with higher
disease burden compared to metropolitan areas.” There

are lower survival rates for several cancer types among
residents outside major cities, including oesophageal,
stomach, colorectal, liver, pancreatic, lung, ovarian,
prostate, and kidney cancers.® Rurality can be defined
both culturally, reflecting social, economic, and com-
munity characteristics that influence health access and
epidemiologically, based on geographic remoteness and
population density, which allows measurement of
health outcomes and resource allocation.”” There is
strong evidence that people from rural communities
internationally, including in the Western Pacific region,
experience poorer cancer survival and that the odds of
survival ~worsen with  increasing  geographic
remoteness."

Intersectionality recognises that overlapping social
identities and circumstances can interact to create
complex and  compounded  experiences  of
disadvantage.'* For people living in rural and remote
areas, inequities often intersect across multiple di-
mensions, including Indigeneity, age, socioeconomic
status, and cultural or linguistic diversity. Aboriginal
and Torres Strait Islander Australians, many of whom
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live in rural and remote settings, are particularly
affected by these intersecting inequities. The 2023
Australian Cancer Plan identifies a range of population
groups,” including Aboriginal and Torres Strait
Islander people, and people living in rural and remote
areas, as distinct priority populations requiring focused
and sustained effort to achieve equity.”” At the same
time, it is important that policy and practice approaches
also account for the intersectionality between these
groups, ensuring strategies are responsive to over-
lapping experiences. While this series focuses primarily
on rural and remote communities, we acknowledge the
critical need for dedicated initiatives to improve cancer
outcomes for all priority populations in Australia, and
particularly Aboriginal and Torres Strait Islander peo-
ples. These dedicated initiatives must be designed with
and led by Aboriginal and Torres Strait Islander
peoples.'®

In this series, we present papers that examine cancer
equity in rural and remote communities. These studies
describe the association of rurality status with all-cause
and cancer-specific survival,’ articulate the challenges
of measuring rurality to assess cancer equity globally,”
identify implementation strategies for embedding
evidence-based healthcare interventions in rural and
remote settings,”® and examine the historical evolution
of cancer policy in Australia.” Each paper makes rec-
ommendations to improve cancer equity in rural areas
relevant to its specific focus; however, when examined
collectively, a suite of recommendations to advance
cancer equity for rural and remote communities can be
made.

This paper summarises the challenges in rural and
remote cancer care. Informed by the Equitable Cancer
Outcomes for Rural and Remote Communities series pa-
pers and reflecting on the literature and our experience
in cancer care in rural and remote communities, this
paper brings together recommendations to ultimately
drive improvements in rural and remote cancer care.
For this paper, we adopt an inclusive definition of rural
and remote; reflective of the broad content covered

within this paper. This is consistent with the recom-
mendations in a paper in the series which examines the
challenges of defining rurality, requiring consideration
for subjective cultural interpretations and objective
epidemiological considerations.” Ultimately, judge-
ments on the relevance of the statements within this
paper lies with the communities we aim to represent.
This paper draws upon international literature and is
informed by a collaboration across Australia to address
rural and remote cancer disparities. A summary of rec-
ommendations from this paper is presented in Table 1.

Towards equitable cancer outcomes for rural

and remote communities

This series has addressed critical research gaps toward
equitable cancer outcomes for rural and remote com-
munities yet has identified many more. Moving for-
ward, policymakers, funders, researchers, healthcare
providers, and rural communities must align to
meaningfully partner on the next steps to address these
gaps and achieve equitable cancer outcomes for rural
and remote Australia.

Although people living in rural and remote areas
globally have recently been recognised as a group more
likely to experience inequitable cancer outcomes in
some national cancer policies,"*” strong data to
demonstrate the inequity was lacking. Our meta-
analysis and meta-regression showed that people of
any age living in a rural or remote area, when diag-
nosed with cancer of any type, showed a survival
disadvantage. They are therefore a priority population
for equity-focused research, policy, and healthcare de-
livery reform. Additional research and systematic re-
views examining confounding explanatory factors such
as socioeconomic status, race, cancer stage, health in-
surance, health behaviours, age, and sex are worth
investing in, to ensure that health equity targeted pol-
icy, research investment, and system reform can
appropriately support rural and remote communities
who often sit at these intersections.

Recommendation Description

Strengthen evidence base for rural cancer
inequity'®

disadvantages.
Apply standardised rural-urban classification
systems'/
Use multiple implementation strategies
beyond education*®

Incorporate rural-specific design features™®

Prioritise equity in cancer policy
development'”

Future research should explore cancer outcomes beyond survival (e.g. quality of life, treatment completion) while considering rurality
status, and examine intersectional factors such as socioeconomic status, race, and cultural background that compound rural

Cancer researchers should adopt the Rural-Urban Classification System Harmonisation Framework to ensure consistent measurement and
reporting of rurality, enabling meaningful evidence synthesis across studies and countries.
Implementation efforts should move beyond education-dominant approaches (used in 93% of studies) to employ systematic, multi-
strategy approaches targeting system-level determinants for sustainable change in rural settings.
The design of implementation strategies should explicitly incorporate rural-specific design features including place-based research
approaches, online training/education, resource tailoring to local communities, and local workforce engagement strategies.

Cancer policy development should embed equity assessment from inception, learning from Australia’s historical experience where
delayed recognition of inequities may have perpetuated disparities through selective prioritisation of certain cancer types.

Table 1: Summary of key recommendations from papers in the Equitable Cancer Outcomes for Rural and Remote Communities Series.
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The narrative review which examined both the cul-
tural and epidemiological constructs of rurality and how
they can be measured, then applied a systematic
approach to harmonise rurality classification systems
used in cancer research. The Rural-Urban Classification
System Harmonisation Framework was developed
based on the findings, with accompanying imple-
mentation recommendations.” This will enable future
researchers to improve both the measurement and
reporting of rurality in original research studies while
also enabling future meta-analyses and meta-
regressions by controlling for rurality status and
geographical remoteness.”

Strengthening our understanding of the cancer
inequity experienced by rural and remote communities
is one critical step forward, but the next must involve
actively addressing the inequity. The review focusing on
how to change practice uses an implementation science
lens to generate practical guidance on how initiatives,
interventions, and programs aimed at improving
healthcare in the rural and remote setting might be
effectively translated into practice for real impact.'”
Rural and remote settings are distinct and highly
diverse, both within and between countries, yet few
studies reported incorporating rural-specific design
features. In particular, engagement with rural stake-
holders, including communities and healthcare pro-
fessionals, fell short of expectations.

With the release of the Australia Cancer Plan in
2023, Australia now has one of the world’s strongest
national cancer plans addressing inequitable outcomes
for rural and remote communities." In our paper on
cancer policy in Australia” we assess how the lens
through which policy can impact equity outcomes.
Despite a long history of inequitable outcomes for pri-
ority populations, policy in Australia can be slow to
recognise and address this and, in some cases, may
have perpetuated the inequitable outcomes through
selectively prioritising certain cancer types or promot-
ing population-level interventions. Although Australia’s
cancer policy now has equity at its centre, cancer
research funding is still misaligned, undermining the
ability of research to deliver against the policy
priorities."”

Inequity across the cancer trajectory

People living in rural and remote areas experience
inequity across the entire cancer trajectory, from pre-
vention and early detection through to survivorship and
end-of-life care. Those from rural and remote areas can
experience a range of protective health factors which are
to be celebrated and leveraged to support positive health
outcomes, including being more likely to meet fruit
consumption guidelines and having have lower con-
sumption of takeaway food.”"*> However, compared to
their metropolitan counterparts, people from rural and

remote communities also experience a higher preva-
lence of behavioural cancer risk factors, including
smoking, alcohol consumption, and lower levels of
physical activity.”?* Participation in national screening
programs is also lower,”* influenced by barriers
including longer travel distances to screening services,*
lower levels of knowledge and awareness of
screening,”** and reduced health literacy.’** These
same barriers to screening, as well as long wait times to
access primary care and socio-cultural characteristics of
optimism, stoicism, and machismo, may also lead to
delays in seeking help for cancer symptoms.***® There
can also be fear of a lack of anonymity associated with
smaller populations.”*

As a result, people from rural and remote commu-
nities are more often diagnosed with cancer at a more
advanced stage, requiring more intensive treatment
regimens and negatively impacting survival and quality
of life.** Even when symptoms are recognised, there
are a range of factors associated with later stage di-
agnoses, including limited access to diagnostic services
due to distance, availability, and cost.***'** The impact
of distance continues into treatment and post-treatment
care, with many people living in rural areas required to
frequently travel and/or relocate to larger regional or
metropolitan areas.” This significantly burdens the
person with cancer and their carers, sometimes leading
to consequential decisions to decline treatment.” For
example, radiation therapy is best practice treatment for
many types of cancer yet is predominantly available in
metropolitan settings; meaning access and coordina-
tion across other treatment components is complex.**
Even when hospitals have the infrastructure to admin-
ister chemotherapy, a resident medical oncology service
is not necessarily present. Radiation oncology and sur-
gical oncology are even more uncommon.” Other
components of best practice cancer care, including
clinical trials access,”* allied health involvement**
and multidisciplinary meetings,” can be less common
in rural and remote areas. These inequities impact not
only survival but also quality of life.

Psychosocial impacts associated with cancer are also
known to be unique to people living outside of metro-
politan areas. While the data are mixed on whether
people from rural and remote communities with cancer
experience higher levels of psychosocial distress than
their urban counterparts, it is clear they have unique,
unmet needs and less access to formal psychosocial
supports.” ™ They also experience financial toxicity
associated with cancer and its treatment,”* and are
known to lack knowledge about available support ser-
vices."* Furthermore, coordination between the place
of cancer treatment and local health service or primary
care practitioner support can be lacking.” People from
rural and remote communities also have barriers
associated with access to specialist palliative or end of
life care, with lower rates of inpatient palliative care
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utilisation®* and higher rates of emergency depart-
ment visits in the months prior to death compared to
people from metropolitan areas.*®

The unique challenges of rural cancer care

compel place-based research
In generating solutions to deliver equitable cancer care,
it is important to consider the diversity of rural and
remote communities and the infrastructure that sup-
ports cancer care. Beyond the recognised heterogeneity
of patient populations, rural and remote communities
are diverse in terms of landscape, local infrastructure,
surrounding resources, culture, and workforce.”” The
nature of each rural and remote community requires
consideration when developing solutions to deliver
equitable healthcare, the driving factor for the move
towards place-based research.®

People from rural and remote areas often work in
primary industries such as farming and agriculture,
professions associated with particular barriers to
accessing cancer care.”’ Barriers to health-related help
seeking for farmers are unique when compared to the
rest of the rural community.® They are known to be
attitudinal ~ (valuing privacy, independence and
strength), farm-related (the notion that ‘the farm comes
first’, or ‘farm work is never done’) and health system-
related (time, cost, lack of choice, professionals’ lack of
understanding of farm life).”” Farmers face consider-
able challenges in leaving properties, especially for
extended periods of time, due to demands of agricul-
tural production cycles and associated debt. Agricul-
tural work is tied to seasonal rhythms, and critical
periods such as planting and harvesting require sus-
tained attention and time to ensure optimal yields.
Unlike employees in many other sectors, most farmers,
and a large proportion of rural people, are self-
employed or work within family run enterprises,
where labour substitution is difficult to arrange, or
unaffordable and sick leave is non-existent. Disruption
to the essential operational tasks of a farm or other rural
business can result in immediate and future income
loss and these structural constraints limit the ability to
take time away from work, even for critical health
concerns. The supports required and considerations for
someone who manages a farm, or another business
from a distance during cancer treatment, are likely to be
different to those who have regular employment, are
close to treatment centres, and health services.***

Travel requirements may be frequent for cancer di-
agnostics, treatment, and follow up, leading some
people to relocate. Both frequent travel and relocation
may result in loss of family and community support
networks, and isolation during extensive and
demanding treatment regimes.®” Beyond the logistical
complexity of coordinating multiple appointments and
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travel arrangements, travel to metropolitan areas has
also been associated with anxiety and financial toxicity.”

Cancer care is becoming increasingly complex.®®
Cancer care may not only be shared across different
providers and locations but between both private and
public health services, with coordination required
across a range of settings. Additionally, multimorbidity
may require coordination across different providers and
health services. Efforts to improve the delivery of cancer
care to address cancer inequities in rural and remote
areas must therefore consider such diversities and ac-
count for the individuality of rural communities."
Although feasibility may be a concern, a one-size-fits-
all solution is unlikely to address the local challenges
(e.g. access to workforce), receive engagement from
rural communities themselves, be culturally accepted,
or be successfully implemented. Instead, the tailoring
of programs and supports for local delivery and co-
design of initiatives with rural communities is crucial
to ensure suitability to the unique setting but requires
investment in engagement to understand the local
context. Such investment in place-based research and
genuine engagement with rural and remote commu-
nities prior to intervention, including the scaling of
models implemented elsewhere, is essential.*** Along
with chronic funding deficits for rural place-based
research, there has been a pervasive and inaccurate
perception that rural communities and health services
do not have the resources or capacity to engage with
and lead research. Increasingly there are examples that
rural health services are not only willing to drive place-
based research but they have successfully translated
research evidence into improved cancer care in rural
areas.”*” This is a key opportunity to undertake and
deliver impactful and novel research interventions in
rural areas. We advocate for working with, and invest-
ing in, local communities to understand the local
context and determinants, unique resourcing and
infrastructure needed for the delivery of programs,
initiatives, or interventions aiming to address the
inequitable cancer outcomes in rural and remote areas.
We consider partnership with rural communities to
align efforts with local priorities and opportunities as
essential, as this will lead to real improvements in rural
and remote cancer outcomes. Understanding the di-
versity of rural communities suggests local solutions,
co-designed with the community using best practice co-
design methods,” holds promise to drive improve-
ments in cancer care.

The need for system level change

Many interventions developed to improve cancer care
are not designed in a way that is feasible in practice,
resulting in interventions that are unlikely to be adop-
ted or sustained.”* Interventions are also often patient-
facing,” requiring the person affected by cancer to
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change their approach to generate better cancer out-
comes. Focusing on individual behaviours, such as
expecting patients to drive long distances® or expecting
doctors and other health professionals to fill workforce
gaps, places significant and unrealistic burden on in-
dividuals. Barriers related to the delivery of optimal
cancer care are often systemic and relate to policy and
funding, rather than individuals.”””*”” The potential for
system level change to drive better cancer outcomes for
people from rural areas have been recognised.” This
includes new models of care, hospital policy, rural
health infrastructure, national policies, transportation
options, adequate internet access and connectivity,
culturally appropriate care, and embedded strategies
capable of shifting the system. Transport initiatives,
patient navigation, care coordination, models of peer
support, and digital health solutions may be particularly
relevant in the rural setting.

Understanding the system-level barriers and facilita-
tors to improving rural healthcare is essential and the
implementation of healthcare interventions requires
specific consideration of the context, guided by estab-
lished implementation frameworks.”” For the imple-
mentation of initiatives in rural settings, system
intervention, staff, and patient level barriers and facili-
tators have been identified. Major barriers to imple-
mentation of interventions in rural communities include
environmental resources (such as workforce shortages or
budget constraints), geographical vastness, the lack of
intervention feasibility and intervention complexity, pri-
vacy and confidentiality considerations given the smaller
population sizes, staff attitudes, beliefs, knowledge and
confidence, and patient characteristics and attitudes.”
Adaptation of existing interventions to local contexts
and leadership have been recognised as facilitators to
support implementation in rural areas.”

To achieve system level change, dedicated resourcing
and evaluation is required. Strategies which solely or
primarily rely upon interventions targeted at individuals,
such as staff education, are unlikely to address system
change.* The need for multiple strategies that are
feasible, and target the appropriate barriers and enhance
facilitators to implementation, given the complexity of
the problem, has been established.” Ultimately, the
reliance on interventions aimed at addressing individual
factors may perpetuate rural health disparities. We
endorse addressing system level barriers through inte-
grated, scalable, tailored, and policy driven approaches to
drive improvements for people affected by cancer in
rural areas, that also seek to address chronic deficiencies
in investment in these communities.

The potential that comes with understanding

and leveraging different models
Addressing the inequities across the cancer trajectory
and the diversity of rural cancer care requires moving

beyond the challenges to focus on practical solutions.
One possible direction is to systematically identify and
consider the appropriateness of existing programs and
interventions already proven effective within the
Australian healthcare system for adaption. This
approach aligns with national strategies emphasising
“building upon existing policies and plans while
considering their implications in rural and remote
settings” and “leveraging existing investments and
resources”.*"

The process to decide when new innovations should
be developed and where adaptations can be made to
existing programs requires close consideration. How-
ever, in some instances, it is possible to effectively
support delivery of existing programs to reduce
resource and research waste particularly in rural con-
texts. Environmental scanning provides a systematic
method for identifying existing healthcare initiatives
that could be adapted to enhance cancer care in rural
and remote areas. Environmental scans can identify
initiatives across cancer care pathways that may have
components transferable to rural settings with appro-
priate adaptation.

The adaptation of existing interventions requires
systematic approaches that preserve core effectiveness
components while modifying contextual elements to fit
the rural setting. When identifying and considering
initiatives for scaling to rural communities, practical
elements (resources, workforce, technology, licencing)
and values-based factors (cultural fit, strategic align-
ment, sustainability)* require assessment. Having such
assessments led by, or in partnership with, rural health
services and communities will ensure adaptations are
feasible, culturally appropriate, and aligned with local
priorities.

Documenting successful models already meeting
gaps in cancer care is essential for such research
translation and scaling. Hub and spoke models, net-
worked cancer care systems, decentralised clinical trial
access, patient navigation programs, and digital health
solutions offer potential components for adaptation.”’®
However, digital approaches require consideration of
infrastructure and literacy challenges, alongside
broader system-level implementation barriers in rural
settings.”** There is opportunity to learn from ap-
proaches developed for other chronic diseases, recog-
nising that cancer care sits within broader healthcare
systems, and patients often experience multiple
comorbidities.*>*

In developing models, programs, and initiatives to
enhance rural cancer care, we advocate for detailed
evaluation and documentation of implementation pro-
cesses, including clear articulation of core components
that must be preserved and contextual elements with
modification potential. This approach builds adaptation
capacity within rural health services while contributing
to  broader evidence for rural healthcare
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implementation science.” Consideration for how ini-
tiatives can be effectively embedded within existing
rural healthcare infrastructure is important. We note
the need to balance local preferences and co-designed
initiatives with opportunities to leverage existing
initiatives.

Making progress informed by quality data
Utilising timely and appropriate data to guide the
development of recommendations, models, and policies
is essential to inform the delivery of best practice cancer
care. This is especially important in the rural and
remote context, where challenges are unique, resources
can be constrained, and appropriate responses are
required to achieve equitable care.”” The current data
infrastructure in Australia has limitations and there is a
need for a fit-for-purpose data ecosystem for cancer
care.®® Understanding how to measure cancer care to
assess changes in outcomes in response to in-
terventions, and applying indicators of adherence to
best practice frameworks such as the Optimal Care
Pathways, are important steps through the collection
and use of quality and safety data.

Another example of the need for quality data is the
challenge of the optimal place for cancer treatment.
There is insufficient evidence to determine the most
effective location for cancer treatment for people diag-
nosed with cancer while residing in rural or remote
areas. Treatment at high volume centres in metropol-
itan areas can be beneficial for some cancer types® but
local care is often safe and appropriate.”””" This also
means data on the outcomes and experience of rural
patients is lost into the large metropolitan datasets and
often not stratified in analysis. Given travel is extremely
challenging for many people and brings substantial
implications and costs, decisions about optimal place of
treatment for given clinical scenarios should be driven
by quality datasets to support the delivery of best prac-
tice cancer care. Evidence to inform treatment referral
decisions for rural Australians diagnosed with cancer is
lacking. Similarly, optimal models of follow up in rural
communities could be informed by data. In developing
recommendations informed by quality data, we call for
the improved availability of nationally linked datasets,
the contextualisation of large datasets and linked data
through understanding the local settings and infra-
structure, with involvement from people with a lived
experience in rural communities. Where possible,
adopting a rural lens and reporting on outcomes for
rural patients separately, will add to the evidence base
for these communities.

Embedded rural engagement and

representation
The development of new cancer policies, programs, and
trials in any setting, whether metropolitan, regional,
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rural, or remote, require early and deliberate consider-
ation for their applicability in rural and remote com-
munities. We advocate for meaningful involvement of
people from these communities across research teams,
consumer panels, and expert groups, throughout the
life of an initiative, program, policy or intervention,
ensuring that the outcomes are appropriate and fit for
purpose. In Australia, the Optimal Care Pathways are
frameworks outlining safe and quality cancer care
tailored to specific cancer types or priority population
groups,” such as Aboriginal and Torres Strait Islander
peoples.” Ensuring rural representation on working
groups developing and revising all Optimal Care Path-
ways will enhance the diversity and promote relevance
across all settings.

Similarly, in research, rural representation in the
development and conduct of clinical trials and other
research programs is essential to ensuring applicability
across settings.” People from rural and remote areas
are less likely to participate in clinical trials, largely due
to not having access to, or being aware of, these op-
portunities.”** The Australasian Teletrial Model, sup-
ported by the Australian Teletrial Program, aims to
bridge this gap by supporting the delivery of clinical
trials closer to home.” However, the sustainability of
Teletrials requires investment in infrastructure, work-
force training, and executive support within rural health
services.” Clinical trials are an essential component of
best practice cancer care, potentially benefiting current
and future population groups with cancer, enhancing
institutional research capacity and are associated with
better patient outcomes. Academic literature is domi-
nated by research conducted exclusively in metropolitan
areas. Partnerships with rural clinicians, researchers,
policy makers, health service managers and people with
a lived experience of cancer are essential to broad
dissemination across a range of settings and will
enhance the sustainability and scalability of new ini-
tiatives. Place-based research not only overcomes bar-
riers created by the diverse rural and remote healthcare
landscape, but meaningful engagement with rural
communities can improve the public trust in scientific
endeavours.” Place-based initiatives connect with local
resources, services, and expertise, and builds capacity
for the future in rural areas.

We advocate that all new cancer care initiatives,
policy, and trials, regardless of geographical setting or
focus, should include rural and remote healthcare and
consumer representation to ensure the preferences of
people from these communities are properly consid-
ered and the initiatives are developed as fit-for-purpose
for Australia’s rural landscape.

A strengths-based approach
In acknowledging the poorer cancer outcomes for
people from rural and remote communities, it is
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equally important to recognise the strengths of these
regions. Rural communities are typically characterised
by strong social cohesion, established relationships
with primary and community care, the health work-
force’s knowledge of local challenges, and robust com-
munity networks.”'® In addition, given rural health
services are often the sole health organisations in rural
communities, they provide significant health leadership
in rural areas. Rural health services are agile and able to
adapt to system-level interventions for implementation
research, making them ideal testbeds for interventions
that can improve cancer care, with less complex infra-
structure that can be more adaptable to system-level
interventions for implementation research.®'* Chal-
lenging the traditional, rural deficits discourse, and
considering how strengths can be leveraged to deliver
better outcomes and reduce health inequities offers
opportunity  for = meaningful  improvements.'”’
Geographical narcissism, the often-unconscious deval-
uation of rural knowledge and conventions alongside
urban attitudes of superiority, is a harmful and inac-
curate view, and a driver of rural health inequities.'”
Geographical narcissism has impacted the delivery of
healthcare and in medicine has led to a belief that the
best healthcare is delivered in urban areas.'” This may
be perpetuated by health care decision-making and
policy development being led in metropolitan centres,
with compounding downstream effects. For example,
increasing reliance on specialised care and services that
are unavailable in much of rural Victoria, perpetuates
rural workforce shortages and access issues.'” Re-
lationships between organisations, including academic
and government organisations, and rural and remote
health services require genuine partnership to deliver
appropriate and impactful solutions. Partnerships be-
tween rural and metropolitan organisations are impor-
tant, similarly, partnership between rural organisations
allows teams to work together to address complex
problems. People from rural and remote communities
have a wealth of local knowledge, and genuine invest-
ment in supporting positive outcomes for their local
communities. Understanding, acknowledging, and
integrating through genuine partnership is likely to
result in effective solutions which are tailored to the
needs of the community for which they are intended to
serve.

Knowledge within rural communities should be
empowered through collaborative relationships across
the sector. Partnerships reduce barriers to improving
rural outcomes; for example, academic affiliations via a
partnership can improve a hospital’s ability to access
new knowledge and drive research agendas that fit
community need.'” Advocacy organisations have had
successes in driving meaningful and sustained change;
an example is the Breast Cancer Network of Australia’s
advocacy work to determine the prevalence and count
cases of metastatic breast cancer.'*>'”” In Australia, the

Australian Comprehensive Cancer Network has
launched,* establishing a network to drive connections
across the sector. Implementation of the Australian
Cancer Plan to deliver world class cancer outcomes for
Australians requires coordinated effort.*® To support
this collaborative approach, the Coalition Development
Framework provides a structured methodology through
four phases with associated actions: engagement, dis-
covery, unification, action and monitoring, specifically
designed to support the development of alliances and
coalitions to address challenges in cancer care.'” This
framework offers a practical roadmap for building the
genuine partnerships essential for improving rural
cancer outcomes.

Reducing complex inequities requires sector-wide
engagement and participation; however, the rural
setting offers many strengths which can be leveraged to
address these. Meaningful engagement and partner-
ship across the sector to enrich place-based research
will leverage the strength of healthcare in rural and
remote Australia.

Summary of key recommendations
highlighted in the series

In this Equitable Cancer Outcomes for Rural and Remote
Communities series, we present papers that examine
cancer equity in rural and remote communities. The
studies describe the association of rurality status with
all-cause and cancer-specific survival, articulate the
challenges of measuring ‘rurality’ to assess cancer eq-
uity globally, identify implementation strategies used to
embed evidence-based healthcare interventions in rural
and remote settings, and examine the historical evolu-
tion of cancer policy in Australia. Each paper makes
recommendations to improve cancer equity in rural
areas relevant to its specific focus (Table 1); however,
when examined collectively, a suite of recommenda-
tions to further rural and remote cancer research, pol-
icy, and healthcare can be made (Table 2).

The collective findings call for a fundamental shift
toward place-based, systems-focused approaches that
prioritise genuine partnership with rural communities
and address structural barriers, rather than placing
burden on individuals. Achieving equitable cancer
outcomes for rural and remote populations requires
coordinated, cross-sectoral action, with rural voices
embedded throughout research, policy, decision mak-
ing, advocacy and service delivery. We recommend the
adoption of a formal position statement that explicitly
recognises partnership as a core principle as well as the
commitment of all parties to build upon the existing
strengths of rural communities. Only through such
integration can initiatives be truly fit-for-purpose across
diverse rural contexts.

Our call to action (Table 2) outlines specific re-
sponsibilities across policy, practice, research, and
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Action area

Responsibility

Policy
Invest in and strengthen digital infrastructure and workforce capability within rural health services to enable high-quality data
collection, management, and use.
Establish mechanisms for the routine collection, linkage, and transparent reporting of rural-specific data, including workforce,
service delivery, and outcomes to inform policy, monitor equity, and ensure accountability, as part of the development of
National Cancer Data Frameworks.
Adopt a formal position statement that explicitly recognises partnership with rural and remote key partners as a core principle,
aligned with national cancer plans.

Establish comprehensive rural cancer equity frameworks that integrate health services with social determinant sectors including
employment, housing, transport, and education.

Adopt systematic rural cancer impact assessment across all government policy development.

Create interdepartmental working groups to coordinate rural cancer control equity activities and monitor emerging issues
affecting rural and remote communities.

Improve coordination and communication between rural, regional, and metropolitan cancer services by strengthening shared care
arrangements, standardising referral pathways, and enabling timely information exchange to ensure continuity of care.

Invest in rural cancer equity programs including place-based research, system-level interventions, Optimal Care Pathway
monitoring, and targeted supports for priority populations, ensuring alignment with National Cancer Plan implementation
priorities.

Develop and resource sustainable rural cancer workforce strategies, including training pipelines, post-graduate education in cancer
care for nurses and allied health professionals, incentives for recruitment and retention, and professional development
opportunities to enable quality cancer care delivery closer to home.

Embed rural representation in all cancer policy development, clinical trial design, service and research initiatives.

Develop, resource and optimise national transport and accommodation support, to improve access to specialist services and
clinical trials for rural, regional, and remote patients

Prioritise addressing system and structural level barriers through integrated, scalable, tailored, and policy-driven approaches rather
than relying on interventions aimed at individual factors.

Practice
Establish place-based, tailored approaches to rural cancer care that understand local contexts must be established to enable the
intervention delivery to enable effective intervention delivery.
Systematically adapt existing evidence-based interventions where appropriate through environmental scanning and co-design
methodologies, rather than creating new programs.
Apply multiple and appropriate implementation strategies, that are feasible and acceptable, targeting system-level determinants
and co-designed to address identified barriers and enhance facilitators to implementation, rather than relying solely on
education-based approaches.

Document and celebrate successful models of cancer care including implementation context, barriers, and facilitators to enable
sustainability, scaling and adaption across rural settings.

Leverage rural community strengths and local knowledge through genuine partnerships between metropolitan and rural
organisations.

Ensure rural-specific design features are incorporated into interventions, including online access, access to further study, remote
specialist support, and culturally appropriate resources.

Research and evaluation

Resource rural cancer equity research, particularly health services research and implementation science to increase adaptation and
translation of innovations.

Challenge perceptions about rural research capacity and invest in rural health services as leaders and partners in place-based
research initiatives.

Establish genuine partnerships with rural communities and advocate for place-based research that invests in engagement to
understand local context, determinants, and priorities before intervention delivery.

Apply standardised rural classification systems using the harmonisation framework to enable meaningful evidence synthesis
across studies.

Ensure rural-specific data analysis and reporting in large datasets to prevent rural patient outcomes being obscured within
metropolitan samples.

Examine intersectional factors affecting rural cancer outcomes, including socioeconomic status, race, health insurance, and other
social determinants.

Develop and evaluate metrics for measuring adherence to Optimal Care Pathways and identifying barriers to consistent
application in rural settings.

Establish fit-for-purpose data ecosystems that enable detection of emerging priority populations and flexible monitoring of
equity outcomes, contributing to National Cancer Data Framework objectives.

Advocacy
Champion rural cancer equity prominence on political agendas nationally and globally, with particular attention to addressing
geographical inequities and supporting implementation of national cancer plans.
Ensure that people with lived experience of cancer in rural areas, rural communities, and rural healthcare providers have genuine
involvement in all policy, practice, and research actions.

Whole of government, health
departments, and health services

Whole of government, health
departments, and data custodians

All stakeholders
Whole of government

Whole of government

Whole of government

Health services, policymakers, and
professional bodies
Departments of health

Whole of government, health
departments, universities, and professional
bodies

Departments of health, and research
organisations

Whole of government

Whole of government, health
departments, with support from health
services and researchers

Health services, researchers, and rural
communities

Health services, researchers, and
intervention developers

Health services, academic institutions,
researchers, and implementation
organisations

Health services, academic institutions and
researchers

Health services, researchers, consumers,
academic institutions, and government

Health services, researchers, consumers and
intervention developers

Government departments, philanthropic
organisations, granting bodies, consumers

Researchers, funding bodies, and academic
institutions

Researchers in collaboration with rural
communities

Researchers

Researchers, data analysts, and health
system leaders

Researchers in collaboration with rural
communities

Health services, researchers, and policy
makers

Researchers, data analysts, and health
system leaders

All stakeholders

All stakeholders

Table 2: Call to action to drive rural and remote cancer equity.
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advocacy domains to drive meaningful progress in rural
cancer equity.

Conclusion

People living in rural and remote areas of Australia
make significant cultural, social, and economic contri-
butions to the nation, and embody values that are
central to the Australian identity. Despite this, they have
long experienced persistent inequities in health out-
comes, including cancer care, and now is the time for
action.

The Equitable Cancer Outcomes for Rural and Remote
Communities series provides new evidence on the sur-
vival disadvantage faced by people with cancer in rural
and remote areas, proposes a harmonised approach to
measuring cancer equity in rural areas, identifies stra-
tegies for implementing evidence-based care in diverse
contexts, and traces the historical evolution of equity
across Australian cancer policy. Together, this series
generates a set of recommendations that call for place-
based, system-level reform, genuine partnership with
rural communities, and alignment of policy and fund-
ing priorities with demonstrated need.

The recommendations developed through this work
present a roadmap towards achieving equitable cancer
outcomes for rural and remote Australians. A key ac-
tion is the adoption of a formal position statement that
recognises partnership as a core principle to guide
collaboration across sectors. Achieving this requires
coordinated action across research, policy, practice, and
advocacy domains, and sustained investment in rural
voices, services, and infrastructure. Ensuring that all
Australians, regardless of where they live, have access
to world-class cancer care is both an urgent policy pri-
ority and a national responsibility.
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