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In 2012, the future health of Australia’s citizens stands at a crossroad. Two decades after the start of the 
genomic revolution we are poised to reap the benefi ts of a growth in scientifi c and medical understanding that 
is unprecedented in human history. We are at the beginning of an era of new treatments and preventive health 
strategies that could not have been imagined 30 years ago. 

To maintain momentum we need bold ideas and even bolder leaders to implement the necessary reforms. There 
are issues we simply must address and complex problems we need to solve collaboratively. We will not move 
ahead by holding on to what has worked in the past. The Australian public deserves the very best from the 
hundreds of millions of dollars it entrusts to the collective hands of its health and medical researchers.

In presenting this submission, AAMRI – which represents Australia’s independent Medical Research Institutes 
– has made the conscious decision to put forward bold ideas, as incremental change will simply not be enough. 
We have focused our recommendations on what we believe is best for the health and welfare of Australia as a 
whole, knowing that not everything that is proposed will benefi t each of our members. 

We look forward to working with the Review Panel, government and other stakeholders in developing a 
visionary, sustainable and accountable policy and strategy framework to address the grand opportunities and 
challenges that face health and medical research in this country.

      

Professor Julie Campbell AO, FAA    Professor Brendan Crabb
AAMRI President     AAMRI President Elect
Director, The Wesley Research Institute   Director, Burnet Institute

   

Foreword
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The Association of Australian Medical Research Institutes (AAMRI) was formed in 1993 as the peak body that 
represents Australia’s independent Medical Research Institutes (MRIs). All members of AAMRI are recognised 
leaders in health and medical research, both in Australia and internationally. 

MRIs are a key component of Australia’s health and education systems. Australian MRIs undertake a broad 
spectrum of research, from fundamental biomedical discovery through to translational and clinical research. 
Their research addresses practically every aspect of human health and disease. AAMRI member institutes are 
co-located with major teaching hospitals and, as such, they provide an interface between research and clinical 
practice. AAMRI members are also affi liated with leading universities, who together provide a cohesive teaching 
and research training environment. MRIs attract many of Australia’s best graduates and train the next generation 
of world-class clinical researchers and scientists. 

The goals of AAMRI are to: 

• represent the interests of MRIs to government, industry, and the public;

• coordinate communication between MRIs and improve scientifi c and administrative collaboration amongst 
these institutes and other research organisations;

• facilitate the creation of a fi scal and regulatory environment that will ensure the effi cient conduct of research 
and the practical application of that research by AAMRI members; and 

• ensure that government, business and the public are aware of the contributions that medical research makes 
to improving human health, particularly through the activities of MRIs.

About AAMRI
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Rationale for AAMRI submission

The Strategic Review of Health and Medical Research offers 
a once-in-15-year opportunity to “shake up” and re-position 
Australia’s approach to health and medical research. We 
took a whole-of-system approach to articulate what we have 
termed an “Optimal Model” for the Australian health and 
medical research sector. Consequently, whilst we believe 
we have comprehensively addressed the terms of reference 
of the Strategic Review of Health and Medical Research, 
AAMRI has not structured its submission directly around the 
four key questions posed by the Review Panel. Our approach 
deliberately focuses attention on the sustainability of the 
entire health and medical research sector. 

The role and purpose of health 
and medical research 

Australia’s long-term health and economic prosperity relies 
on a viable, internationally-competitive health and medical 
research sector to:

• reduce the burden of disease on our health care 
system and the economy by improving our understanding 
of the drivers of health risk behaviours, improving disease 
prevention strategies, and generating advancements 
in the diagnosis, management and treatment of health 
conditions;

• improve the quality of health services by fostering a 
culture of excellence and learning in hospital and health 
services and attracting the brightest researchers and 
clinicians to Australia;

• improve the effi ciency of health service delivery through 
advances in technologies and implementation of health 
systems/policy research;

• improve the cost-effectiveness and productivity of 
Australia’s health care system through health economics 
research;

• safeguard the community by building capacity to predict, 
monitor and manage future health risks; 

• successfully compete for private sector investment in 
biotechnology and pharmaceuticals; 

• contribute to a burgeoning medicines industry, the 
nation’s most valuable high-technology exporter, worth 
almost $4 billion in exports each year;1 and

• reap the global benefi ts of the post-genomic scientifi c 
revolution. A well-resourced, thriving and productive 
health and medical research sector is essential to avoid 
becoming consumers of second hand knowledge and 
innovation that we will pay a premium to access, often 
struggle to comprehend and may not have the expertise 
to implement. Active participation in health and medical 
research is expensive, but the alternative is more so. 

Key challenges for health 
and medical research

The Australian health and medical research sector faces 
signifi cant but exciting challenges over the coming years, 
including:

• the need for a long-term, whole-of-government, whole-
of-industry vision and plan for Australian health and 
medical research, aligned with health priorities and 
supported by an effi cient, fair and agile governance and 
regulatory framework;

• maximising coordination, integration and translation of 
research across the health and medical research sector, 
healthcare providers, charities, philanthropy, governments, 
community and the private sector with the aim of providing 
better health outcomes;

• ensuring Australia attracts, develops and retains 
the best researchers and clinicians for a vibrant and 
internationally-competitive sector;

• building capacity in priority-driven research to stem 
burgeoning health care costs and ensure an effective, 
economically sustainable health care system;

• supporting fundamental bio-discovery research – 
including higher risk, breakthrough research – and 
resourcing high impact research organisations to compete 
on a global scale and provide tomorrow’s health solutions; 
and

• scaling up philanthropic funding to transform the 
resource base for Australian health and medical research.

Executive Summary

1. Australian Bureau of Statistics (2012) International Trade in Goods and Services, Australia, January 2012, Catalogue No. 5368.0, ABS, Canberra.
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AAMRI’s Optimal Model for Australian 
health and medical research

Five “game-changing” initiatives
1. Create a new Australian Health Research & 

Implementation Council (AHRIC), a funding and oversight 
body specifi cally responsible for priority-driven research, 
and tasked with aligning research with Australia’s health 
priorities, coordinating research efforts across disease and 
populations groups, and embedding research outcomes 
in Australia’s health care system. AHRIC will be a central 
pillar in pursuing a strategic, evidence-based approach to 
containing Australia’s burgeoning healthcare costs.

2. Reframe and renew the role of the National Health 
and Medical Research Council (NHMRC) and its 
funding processes. Rename the NHMRC the Australian 
Biomedical Research Council (ABRC) with a focus on 
investigator-driven basic and discovery research. ABRC 
would institute a new “investigator-based” grant funding 
process, reform peer review processes, and share key 
administrative and other systems with AHRIC.

3. Transform the resource base for Australian health and 
medical research by creating a philanthropic trust that 
matches the enormous positive impact made elsewhere by 
the likes of the Wellcome Trust and Gates Foundation.

4. Fully fund the indirect costs of research in a transparent, 
fair and effi cient way.

5. Create a program of Iconic Centre grants to be awarded 
competitively to campuses and organisations of suffi cient 
scale and impact to compete globally, thus enhancing 
Australia’s capacity to undertake potentially breakthrough 
“blue sky” research.

Strategic framework to support the 
Optimal Model
• a national vision and strategic plan for health and medical 

research;

• improved coordination of Commonwealth health and 
medical research activities;

• enhanced workforce, capacity planning and career 
structures;

• improved processes for clinical trials;

• local integration and translation of research into clinical 
practice;

• improved commercialisation initiatives; and

• engagement of the community and consumers in research.

Funding the Optimal Model

This submission aims to present a compelling Optimal Model 
for Australian health and medical research, not to make an 
ambit claim for more funds. Yet in order to contain the growth 
in health services expenditure, Australia will need to spend 
more money on research. 

AAMRI’s submission is underpinned by the following 
funding rationale:

• Existing health and medical research funding can be 
spent more effi ciently by removing layers of bureaucracy 
and the labyrinthine complexity of multiple funding sources 
across all levels of government, and through strengthening 
coordination mechanisms.

• Under the right conditions, new local and global 
philanthropic and commercial funding can be attracted 
to the Australian health and medical research sector for 
the benefi t of all.

• More effective translation and implementation of 
research outcomes into clinical practice, and more 
effi cient health service delivery, policy and practice will 
of itself drive value creation and cost savings. 

However, priority-driven research – including research in the 
areas of health economics, health policy, health systems, 
health services, preventive health, and implementation 
research – is currently under-funded and poorly structured. 
While continuing to fund and actively support basic and 
discovery research to ensure important health breakthroughs 
into the future, new resources must be allocated to priority-
driven research to unlock value and, in time, save money.

Conclusion

The next two decades will see immense change in the 
structure of Australian society, the burden of diseases and 
health conditions, and the advancement of technologies. 
The Australian health and medical research sector will need 
to evolve to ensure it continues to contribute meaningfully to 
knowledge generation and improvements in health care. 

AAMRI has outlined an Optimal Model for Australia’s health 
and medical research sector, one it believes will ultimately 
lead to a sustainable and effective health care system by 
attracting the best and brightest to research, stimulating 
innovative biomedical research, better coordinating and 
aligning research with health priorities, and translating 
research outcomes into improved clinical practice.

“AUSTRALIA’S LONG-TERM HEALTH AND ECONOMIC PROSPERITY 
RELIES ON A VIABLE, INTERNATIONALLY-COMPETITIVE HEALTH AND 
MEDICAL RESEARCH SECTOR.”
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Figure 1. AAMRI’s Optimal Model for Australian health and medical research
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Introduction

The Australian health and medical research sector, like that 
of other countries, has its own unique history and landscape. 
Australia’s Medical Research Institutes (MRIs) have few 
parallels in other developed countries. The distinct and vital 
role of MRIs in the Australian health and medical research 
sector is outlined in Appendix 1.  

In order to inform our submission to the Strategic Review 
of Health and Medical Research, AAMRI undertook 
an environmental scan to establish the strengths and 
weaknesses of the current Australian health and medical 
research system, and to ascertain the key areas that a 
strategy for the sector must address. Information was drawn 
from interviews and surveys of the directors of Australia’s 
MRIs and from a commissioned review of health and medical 
research systems of fi ve relevant overseas countries – the 
USA, UK, the Netherlands, Singapore and Canada.

Based on this environmental scan, AAMRI has articulated 
what we have termed an “Optimal Model” for the Australian 
health and medical research sector (outlined in the next 
chapter) to help inform the Strategic Review of Health and 
Medical Research.

Strengths of the Australian health and 
medical research sector

From a strategic perspective, Australia’s health and medical 
research sector is characterised by:

• a long history of globally recognised research 
breakthroughs; 

• well established areas of strength and high quality 
research, producing 3% of the world’s medical research 
publications from 1.1% of global medical research 
expenditure;2

• a highly educated research workforce with proximity to 
excellent Asian graduates and good global connections;

• world-class MRIs and research-intensive universities;

• a number of high-performing, ASX-listed medical and 
medical device companies (e.g. Resmed, Cochlear, CSL);

• world-class infrastructure and platform technologies;

• a high quality, universal healthcare system with reasonably 
well established, but often patchy, relationships to the 
research communities;

• public interest in, and support for, medical research;

• a large number of charities that support medical research 
– but few large foundations on the scale of those in the 
UK and USA; and

• a decade of real growth in competitive funding through the 
NHMRC.

Weaknesses of the Australian health 
and medical research sector

The sector has many positive aspects to build upon. However, 
in view of the future challenges faced by the sector, attention 
must be drawn to the very real emerging weaknesses and 
gaps that need to be addressed.

• Australia does not have in place the very senior, whole-
of-government, whole-of-industry health and medical 
research strategy forums that are increasingly a feature of 
other western jurisdictions.

• As a nation, we lack the structures and cross-stakeholder 
links necessary to develop integrated national health and 
medical research plans and processes, which, in turn, 
defi ne disease and population research priorities. Also, 
many key organisations with a valuable role to play in 
setting the national agenda do not have a seat at the table 
for such discussions. 

• Priority-driven research, and alignment of research with 
health priorities, is of growing importance, but dedicated 
funding streams and programs are ill-defi ned and under-
resourced.

• Important and valued bodies such as the NHMRC 
are encumbered with many and often confl icting 
responsibilities that dilute organisational resources and 
spread funding over an increasing range of programs and 
activities.

• Access to research funding can be idiosyncratic. Australian 
researchers often comment wryly that under the current 
policy framework: “The employer of the researcher, rather 
than the quality of the research proposal, defi nes whether 
a project gains access to a particular funding source”.

Introduction: Strengths and weaknesses 

of the Australian health and medical research sector

2. Access Economics (2008) Exceptional Returns: The Value of Investing in Health R&D in Australia II, prepared for the Australian Society for Medical Research, Canberra.
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• Current peer review and ethical review processes are 
increasingly onerous and unproductive. Reform is widely 
seen as necessary. 

• Many in the MRI sector have come to the view that 
Australia’s public research funding has come to favour 
“safe” investments, funding projects that are often 
incremental and build on existing knowledge, rather than 
more novel, innovative work. 

• Manifest and potentially serious gaps exist in the national 
skills base for clinical research, and population health, 
health policy and health economics research. 

• The research career structure, particularly early- to mid-
career, is fraught with poor job security and uncompetitive 
salaries, making it increasingly diffi cult to attract and retain 
the best and brightest to research.

• Although surveys of public sentiment repeatedly indicate a 
high level of support for health and medical research, the 
value of consistent, long-term investment in health and 
medical research is not widely appreciated, particularly in 
government and public sector circles. This is seen as a key 
inhibitor to establishing the necessary sustainable funding 
regimes that align with the long time frames for returns 
from much research.

• Programs to incentivise commercialisation and protection 
of intellectual property, and hence attract venture capital 
investment, are not optimally constituted and managed in 
comparison to other similar countries.

• Australia’s biotechnology industry is relatively small and 
lacks both scale and capital investment.

• There are signifi cant gaps between many researchers/
research organisations and the health system, including a 
lack of integration of research in the strategic plans and 
outlook of the health care system.

• A cultural divide between research and service must be 
closed. The involvement of clinicians in research is often 
at odds with their employment arrangements in the clinical 
service setting.

• Due to geography and history, our research organisations 
often lack scientifi c and funding critical mass.

• Funding does not cover the full cost of research for 
organisations such as MRIs. This results in huge effort 
being wasted on identifying funding across a myriad 
of sources to backfi ll systematic underfunding of 
government-sponsored projects, and substantially reduces 
the attractiveness of health and medical research to the 
philanthropic sector.

• Australia’s philanthropic sector, although growing, is 
relatively under-developed. Australia has many small 
charities that provide important contributions, but no 
Australian charities have the scale to make a major impact 
of the kind achieved by the Wellcome Trust or Gates 
Foundation.

• Funding streams are fragmented across levels of 
government resulting in excessive resources being used to 
stitch together research funding packages (see Figure 2). 

Key challenges for Australian health 
and medical research  

An Optimal Model for Australia’s health and medical research 
sector must address the following signifi cant but exciting 
challenges emerging from this environmental scan:

• the need for a long-term, whole-of-government, 
whole-of-industry vision and plan for Australian health 
and medical research, aligned with health priorities 
and supported by an effi cient, fair and agile governance 
and regulatory framework;

• maximising coordination, integration and translation of 
research across the health and medical research sector, 
healthcare providers, charities, philanthropy, governments, 
community and the private sector with the aim of providing 
better health outcomes;

• ensuring Australia attracts, develops and retains 
the best researchers and clinicians for a vibrant and 
internationally-competitive sector;

• building capacity in priority-driven research to stem 
burgeoning health care costs and ensure an effective, 
economically sustainable health care system;

• supporting fundamental bio-discovery research – 
including higher risk, breakthrough research – and 
resourcing high impact research organisations to compete 
on a global scale and provide tomorrow’s health solutions; 
and

• scaling up philanthropic funding to transform the 
research base for Australian health and medical research. 
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Figure 2. Funders of Australian health and medical research
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The current review offers a once-in-15-year opportunity 
to re-think and re-position Australian health and medical 
research in order to benefi t the health of our community. This 
submission proposes an integrated Optimal Model for health 
and medical research. At the heart of the Optimal Model are 
fi ve strategic initiatives that are potentially “game-changing” 
and thus worthy of special attention. 

Initiative 1: 
Create an “Australian Health Research 
& Implementation Council” (AHRIC)

The problem
Governments and health providers globally are struggling 
with the reality that decades of scientifi c discoveries may not 
have had the positive effects on health outcomes originally 
envisaged. While Australia punches above its weight in 
fundamental bio-discovery research – essential for long-
term, breakthrough advances in health care – it lags behind 
in priority-driven research. There is increasing recognition of 
the importance of priority-driven research for more immediate 
contributions to an effective, sustainable health care system 
and improved health outcomes. 

Currently, Australia lacks comprehensive processes and 
structures to align priority-driven research with health 
priorities and to coordinate research efforts across 
disease and population groups. It also lacks resources and 
capabilities in priority-driven research.

The solution
AAMRI proposes that the Federal Government creates a 
new Australian Health Research & Implementation Council 
(AHRIC) to fund and oversee priority-driven research, and be 
tasked with aligning research with Australia’s health priorities, 
coordinating research efforts across disease and populations 
groups, and embedding research outcomes in Australia’s 
health care system (Figure 3). 

AHRIC would work alongside a restructured and streamlined 
NHMRC, which would function as an Australian Biomedical 
Research Council (ABRC), focussed on investigator-driven 

biomedical research and early stage clinical research (see 
Initiative 2). AHRIC would support research that would rapidly 
impact on health and the health care system. AHRIC-funded 
research would be aligned tightly with the National Health 
Priorities and funding would be mainly allocated through tender 
or request for application (RFA) processes (see Appendix 2).
 A system of funding streams (or networks) based around 
disease and population groups, and a governance structure 
incorporating key stakeholder groups would ensure that AHRIC 
funding is coordinated and strategic (Figure 4). 

The establishment of AHRIC recognises that the nature, 
aims, funding models and lead times for returns on 
investment for bio-discovery research and priority-driven 
research are fundamentally different and require different 
process and governance structures to manage them. This 
initiative also addresses the current burden on the NHMRC, 
encumbered with many and often confl icting responsibilities, 
which dilute organisational resources and spread funding 
over an increasing range of programs and activities. The 
organisational structure of AHRIC around streams (see below) 
is fundamentally different from the structure of the NHMRC, 
allowing it to coordinate research efforts across disease and 
population groups, align priority-driven research with health 
priorities, and draw on stakeholders to set research priorities 
to optimise impact on the health care system. 

To ensure coordination and integration of the roles and 
outcomes of AHRIC and ABRC (formerly NHMRC), the two 
bodies would be overseen by a single skills-based board, 
the Australian Health & Medical Research Board. So while 
each entity would have a specifi c role, i.e. investigator-driven 
research (ABRC) and priority-driven research (AHRIC), this 
overarching governance structure would ensure that the two 
bodies work in partnership. ABRC and AHRIC would also 
share common peer review and ethics processes. 

The AHRIC concept is not new and operates in various forms in 
jurisdictions including the United States (aspects of the National 
Institutes of Health, NIH), Canada (The Canadian Institutes of 
Health Research, CIHR), The Netherlands’ Organisation for 
Health Research and Development (ZonMw), the UK’s National 
Institute for Health Research (NIHR), and Singapore’s Agency 
for Science, Technology and Research (A*STAR). 

Optimal Model 
for Australian health and medical research



13

AAMRI   /   2020: A Healthy Australia

The development of a collaborative approach to aligning 
health and medical research with health priorities has 
already begun in Australia, albeit through uncoordinated 
and, at times, bottom-up initiatives. For example, the Cancer 
Research Leadership Forum (CRLF) – a group representing 
a number of Australian cancer charities, peak bodies and 
research organisations – has advocated for the creation 

of a national cancer research plan.3 While these initiatives 
are promising and should be applauded, Australia needs a 
national approach to plan and prioritise research for key 
disease and population health challenges, and importantly, 
to ensure that the outcomes of research are rapidly and 
effi ciently taken up in our health services.

3. Cancer Research Leadership Forum (2012) White Paper: Towards a National Cancer Research Plan, CRLF, Sydney.

Figure 3. Relationship and governance of ABRC and AHRIC

CEO

Australian Biomedical Research 
Council (formerly NHMRC)

Focus: Investigator-driven 
research 

Timeframe: Research with longer-
term time frames for returns

Grants: Distributing funding on 
current basis through improved 
grant process (see Initiative 2)

Also responsible for the proposed 
Iconic Centre Grants (Initiative 5)

Australian Health Research & 
Implementation Council (new)

Focus: Priority-driven research

Timeframe: Research with 
shorter-term time frames for 
returns

Structure: 10-13 research 
streams based on National 
Health Priorities 

Grants: Funding predominantly 
distributed on the basis of 
requests for tender 

Common academic & administrative resources

Peer review, ethics, research conduct, other current NHMRC functions

CEO

Health Research 
Ombudsman

Australian Health Research 
Charitable Trust* (new)

Focus: An independent Australian 
equivalent to the UK-based 
Wellcome Trust, which would 
bring a new scale of coordinated 
philanthropy, leveraged by 
government investment, to 
the sector

Governance: Skills-based board

Structure: Academic and other 
systems aligned and possibly 
shared with the Australian Health 
& Medical Research Board 
(AHMRB)

Grants: Funding distributed on a 
competitive basis to institutions 
and individual investigators based 
on National Health Priorities.

* See Initiative 3

“ AUSTRALIA NEEDS A NATIONAL APPROACH TO PLAN AND PRIORITISE 
RESEARCH FOR KEY DISEASE AND POPULATION HEALTH CHALLENGES, AND 
IMPORTANTLY, TO ENSURE THAT THE OUTCOMES OF RESEARCH ARE RAPIDLY 
AND EFFICIENTLY TAKEN UP IN OUR HEALTH SERVICES.”

Australian Health & Medical Research Board (AHMRB)

Skills-based board drawn from stakeholders

Responsible to Parliament and liaising with COAG
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How AHRIC would work

Role

• AHRIC would fund research predominantly through 
a Request for Application (RFA) process aligned 
with key areas of identifi ed need; all research would be 
peer reviewed.

• AHRIC would oversee development of strategic plans and 
priorities for disease and population groups as identifi ed 
in the National Health Priorities framework of 
the Commonwealth in consultation with important 
stakeholders such as the state health providers and federal 
health funding agencies.

• Both ABRC and AHRIC would play a key role in capacity 
planning, career development and mentoring, 
particularly for early- and mid-career researchers.

Governance

• To ensure the required level of integration, sharing of 
resources and co-planning between AHRIC and ABRC, 
we recommend that they report through their CEOs to a 
single expertise-based board (the Australian Health & 
Medical Research Board) with an independent chair who is 
not a researcher. This approach has worked in New South 
Wales where the Agency for Clinical Innovation (ACI) and 
the Clinical Excellence Commission (CEC) both report 
to a single board to ensure integration and collaboration 
between their respective activities.

• With due attention to geography, gender and cultural 
heritage, members of the joint board would include:

 > Chief Medical Offi cer of the Commonwealth;

 > a representative from combined state health 
 departments;

 > up to four non-research directors with backgrounds in 
 business (biomedical, medical devices, pharmaceuticals, 
 etc.), not-for-profi t management and government;

 > up to six researchers from across basic, clinical, health 
 economics, population health, etc. research; and

 > a consumer representative.

• The board would meet bi-monthly and report to 
Parliament.

Organisational structure (Figure 4)

• It is essential that AHRIC be staffed with experts and 
suffi ciently resourced. 

• Research funded by AHRIC would be organised into 
streams broadly aligned with the National Health 
Priorities. Canada for example has 13 streams (or virtual 
institutes); the UK similarly organises research around a 
number of streams.

• We envisage that each stream would build on and 
strengthen existing research networks and formal or 
informal collaborations rather than be formed from scratch.

• Each research stream would be headed by a research 
director who must be a highly regarded research leader in 
his or her fi eld.

• Each stream would be supported by an advisory 
committee with an independent chair. Committee 
members would include research experts; relevant 
charities and philanthropy; private sector organisations; 
state and federal government health providers; insurers 
and consumers. A representative of Medicare Locals 
should be encouraged and supported to play a valuable 
role in research implementation and clinical research.

• Each stream would develop plans and priorities for their area 
of focus for approval by the AHRIC Board. The broad, multi-
disciplinary make up of stream advisory committees would 
ensure that plans and priorities for disease and population 
groups were developed with input from all key stakeholders. 
This move alone will potentially radically change the nature 
of health and medical research in Australia.

• AHRIC would be led by a CEO supported by a research 
council including research stream directors.

• Platforms, ethics and peer review would be shared 
with ABRC.

Funding

• In 2011, $140 million of the NHMRC’s $750 million 
budget was spent on public health and health services 
research.4 We propose moving this funding to AHRIC and 
providing an additional $60 million to build capacity in this 
essential, currently under-resourced area of research. 
AHRIC could potentially absorb any relevant and targeted 
funding streams currently operating under the auspices 
of the Department of Health and Ageing (DoHA) or the 
Council of Australian Governments (COAG). AHRIC’s 
budget should grow annually to reach $500 million 
per annum by 2022. Per capita, this is commensurate 
with the more than £1 billion the UK’s National Institute 
for Health Research will receive. We believe that through 
its focus on research and implementation, AHRIC has 
potential to save signifi cant health care expenditure.

• We recommend that the remaining $610 million of the 
NHMRC budget would fund biomedical research through 
ABRC. Funding for ABRC should rise to $800 million 
by 2015 to: (1) ensure our best and brightest minds 
are attracted to, and retained in the sector; (2) permit 
a modest expansion of the sector to take advantage of 
the major investment in new medical research buildings 
that has occurred over the last decade; and (3) allow our 
best research centres to compete with their counterparts 
overseas (see Initiative 5). From 2015, we recommend 
a 3% real annual increase in ABRC’s budget to ensure 
our researchers can continue to perform innovative and 
cutting-edge experiments in the face of increased costs.

• A proportion of the budget of both AHRIC and ABRC 
would fund collaborative research, including collaborations 
between basic research scientists and clinicians or 
scientists in research teams, multidisciplinary research, 
and collaborations with industry. 

4. National Health and Medical Research Council (2011) NHMRC Research Funding Facts Book 2011, NHMRC, Canberra.
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Figure 4. AHRIC organisational structure

Australian Health & Medical Research Board 

Research Stream 1

(Research Director)
Advisory 

Committee

Advisory 
Committee

Advisory 
Committee

Research Stream 2

(Research Director)

Research Stream 3 etc.

(Research Director)

CEOABRC

Research Council 

The AHRIC Research Council, chaired by 
the CEO and including research directors 

from each research stream

Recommendation 1:
• A new Australian Health Research & Implementation 

Council (AHRIC) should be created to specifi cally fund 
and oversee priority-driven research, and to be tasked 
with aligning research with Australia’s health priorities, 
coordinating research efforts across disease and 
populations groups, and embedding research outcomes in 
Australia’s health care system.

• An audit of all health research schemes should be 
conducted with a view to integrating all relevant funding 
and governance under the new AHRIC. AHRIC should 
include the National Institute of Clinical Studies, the 
Australian National Preventive Health Agency and other 
agencies as relevant.

• The NHMRC should be renamed the Australian Biomedical 
Research Council (ABRC).

• Both organisations should report to a single board (the 
Australian Health & Medical Research Board), which in 
turn should report to Parliament.

• AHRIC should develop a specifi c plan and implementation 
strategies to fund capacity building in health systems, 
health economics, health services, health policy and 
implementation research.

• The Commonwealth should create a role of Health and 
Medical Research Ombudsman to report directly to the 
Australian Health & Medical Research Board.

• AHRIC should propose a Request for Application (RFA, 
see Appendix 2) to examine future use of the valuable 
health and research datasets held around the country.

• Private sector organisations should be allowed to bid for 
AHRIC grants in consortia and, over time, consideration 
should be given to private organisations directly bidding 
for grants.
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Initiative 2: 
Reform the NHMRC (Australian 
Biomedical Research Council)

The problem
Coinciding with the re-defi ned role of the NHMRC (to 
become ABRC), AAMRI would like to see considerable 
reform in the NHMRC, which no longer functions effectively. 

The NHMRC currently has fi ve objectives, including 
responsibility for funding the best and most relevant research, 
health ethics, evidence-based health policy and practice, 
increasing investment (via the Virtuous Cycle), and building 
a better NHMRC. Its current structure – legislated by the 
National Health and Medical Research Council Act 1992 5 and 
overseen by a council with an advisory role – is ineffective and 
does not enable the organisation to fully achieve its objectives.

Currently the NHMRC is overwhelmed with the number 
of applications it receives each year (3,737 applications 
received for project grants in 2012, up 7% on 2011; 1,384 
applications received for fellowships in 2011) and recent 
history shows application numbers are rising. By comparison, 
in 2010-2011 the UK’s Medical Research Council received 
1,377 applications for projects and programs and 502 
applications for fellowships. This places enormous strain 
on the NHMRC’s operations staff (its secretariat), which is 
forced to spend most of its time on process issues, with little 
time available to provide strategic support and oversight. 
This situation is further compounded by the limited budget 
available to fund the secretariat, which, even allowing for the 
differences in the total grants provided, is well below that for 
the secretariat costs for granting agencies in other countries, 
including the US’s National Institutes of Health and the UK’s 
Medical Research Council.

There are also major concerns with the current NHMRC peer 
review system. There is increasing evidence that the process 
is onerous, particularly in a small country such as Australia. 
Indeed, a recent Australian survey into the peer review process 
as currently organised indicates decisions may not be reliable.

 “Allocating funding for scientifi c research in health and 
medicine is costly and somewhat random. There are many 
useful research questions to be addressed that could 
improve current processes.” 6

The solution
AAMRI recommends a rationalisation of NHMRC grant 
schemes and the introduction of a scheme (the Single 
Grant Support Scheme or SGSS) where the research of 
a principal investigator is supported by a single 5-year 
grant. This recommendation draws on experiences of 
the approaches of several other research funding bodies, 
including the Howard Hughes Medical Institute and the 
Wellcome Trust, where larger grants are made to leading 
investigators to cover all costs of research, including the 
salary of the principal investigator, research staff salaries and 
project costs. 

This new approach would streamline funding and processes 
and free researchers from the excessive and unproductive 
time currently taken to write multiple grants, to reduce 
transaction costs overall. It also has the potential to enhance 
job security and provide a more structured career path. Such 
a scheme could consolidate research talent and encourage 
laboratory heads and research organisations to mentor their 
young researchers so that talented post-doctoral staff are 
encouraged to become independent earlier in their careers. 
In saying this, it will be important that a specifi c SGSS exists 
to support post-doctoral staff in their transition to becoming 
laboratory heads with their own principal investigator grants 
(see below).

It is envisaged that the SGSS would replace current NHMRC 
postdoctoral fellowships, career development awards, 
practitioner fellowships, future fellowships (a joint ARC/
NHMRC scheme), research fellowships, program grants, 
project grants and development grants. Applications would be 
judged on track record and a broad research outline. A range 
of funding quanta would be available depending on track 
record and responsibility. Those who can obtain their salary 
from another source would forego the salary component of the 
grant. Grants should include a one-year safety net extension.

The various levels of SGSS might include:

(i) Post-doctoral grant – supporting a fellow’s salary only. 
There should be fl exibility about where a post-doctoral 
fellow takes up their position, allowing them to move 
to different laboratories within Australia and potentially 
spend some of their fellowship overseas.

(ii) Transition grant – a one-line grant for a fellow’s salary, 
salary for a research assistant and research support for 
a fellow and research assistant. This grant is designed 
for those researchers that aspire to be independent but 
require additional time to make that transition. In addition 
to being judged on track record and a broad research 
outline, plans for transition to independence and the 
quality of mentoring would also be assessed. This would 
not be a mandatory phase in career progression, but 
would provide an alternative to progression straight 
from an initial postdoctoral fellowship to an independent 
position.

(iii) Career interruption grants – one-line grant for a fellow’s 
salary, salary for a research assistant and research 
support for a fellow and research assistant. Similar to 
transition fellowships, this fellowship would be designed 
for those individuals who have been out of the academic 
system for some time, but who aspire to transition into 
an independent role in medical research.

(iv) Cross-discipline grant – one-line grant for a fellow’s 
salary and research support for the fellow and a student. 
Designed to encourage researchers from non-traditional 
biomedical fi elds (e.g. mathematics, computational 
science, physics, chemistry, engineering) to contribute to 
biomedical research. 

5. http://www.comlaw.gov.au/Details/C2006C00354

6. Graves, N, Barnett, AG and Clarke, P (2011) Funding grant proposals for scientifi c research: retrospective analysis of scores by members of grant review panel. BMJ 343: d4797.
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(v) Clinical grant – one-line grant for a part-time fellow’s 
salary (commensurate with clinical commitment), 
and salary and research support for a team of up to 
fi ve researchers depending on the track record and 
responsibility of the fellow. 

(vi) Established Researcher grant – one-line grant for a 
full-time fellow’s salary (if required) plus salaries and 
research support for a team of up to fi ve researchers 
depending on the track record and responsibility of 
the fellow. These fellowships are designed to support 
established investigators and their teams. 

(vii) Collaborative bonus – We recommend that researchers 
be able to apply to the SGSS as individuals or teams, 
and that successful teams be provided with a funding 
bonus to support collaboration.

Realigning the role of the NHMRC to that of ABRC, and 
establishing AHRIC, also provides an opportunity to reform 
shared processes, including overhauling the shared peer 
review system, and aligning back offi ce systems and 
processes. A range of other ABRC reforms that might be 
considered include: better resourcing the ABRC secretariat; 
calling for grant submissions more than once per year; 
implementing a standard quantum for grants, with a detailed 
budget for research projects only being required when 
additional sums above this quantum are requested (akin to the 
USA’s National Institutes of Health system); using common 
committees (rather than external reviewers) for the peer review 
process, thus affording the opportunity to provide feedback to 
grant applicants, allowing applicants to improve their grants, 
and improving “memory” in the peer review process.

Recommendation 2:
• NHMRC grant and fellowship schemes should be 

rationalised and a Single Grant Support Scheme (SGSS) 
introduced, whereby the research programs of principal 
investigators (including salaries and research costs of the 
principal investigator and up to fi ve staff) are supported 
by single 5-year grants. A range of grants and funding 
quanta should be available based on career stage and 
track record. Grants should include a one-year safety net 
extension.

• The budget for the ABRC secretariat should be increased 
to enable it to function in a more strategic manner and to 
enhance the level of support available to grant applicants.

• ABRC and AHRIC should share a single peer review 
process. Charities and philanthropic organisations should 
be encouraged to engage in the reform process for peer 
review, including making use of the shared ABRC-AHRIC 
peer review process.

• An RFA should be called to propose new approaches to:

 > enhance the evidence base for peer review;

 > streamline and reform the current peer review process; 
 and

 > suggest organisational structures, for example a Centre 
 for Knowledge Generation, to best support the above.

“ AAMRI RECOMMENDS 
A RATIONALISATION OF 
NHMRC GRANT SCHEMES 
AND THE INTRODUCTION 
OF A SCHEME (THE 
SINGLE GRANT SUPPORT 
SCHEME OR SGSS) WHERE 
THE RESEARCH OF A 
PRINCIPAL INVESTIGATOR 
IS SUPPORTED BY A 
SINGLE 5-YEAR GRANT.”

Image of an apoptosome, a large multi-subunit protein structure involved in programmed cell death 
(apoptosis); courtesy of the Walter and Eliza Hall Institute of Medical Research
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Initiative 3: 
Lift the scale of philanthropic funding

The problem
As a nation, Australia experiences a major funding gap 
compared to other countries in that it does not have the 
large-scale philanthropic funding available to health and 
medical research that has enabled nations such as the 
UK and the USA to excel.7 Australia’s philanthropic sector is 
relatively under-developed and young in comparison to other 
major Western countries.8

Australia presently has a single major funder of high quality 
peer-reviewed health and medical research: the NHMRC. 
Yet there is evidence that the presence of multiple funding 
sources is positively correlated with citation performance.9 

The solution
The impact of global foundations on research funding is 
immense. The Wellcome Trust is a large charitable foundation 
dedicated to achieving extraordinary improvements in human 
and animal health. It spends around £650 million every year 
– more than the total annual NHMRC budget – both in the 
UK and internationally in achieving its mission: supporting 
the brightest minds in biomedical research and the medical 
humanities.10 The Bill and Melinda Gates Foundation 
allocated approximately US$2.5 billion in 2010, more than 
half of which was expended on global health initiatives.11 As 
at the end of 2010, Atlantic Philanthropies had allocated 
$5.5 billion to programs aimed at supporting its mission of 
“bringing about lasting changes in the lives of disadvantaged 
and vulnerable people”.12 

Although many MRIs and other research organisations 
have been highly successful in attracting philanthropic 
donations, Australia has the potential to substantially build 
the contribution of the local philanthropic sector to health 
and medical research. There is also an opportunity to 
better access support from global foundations such as the 
Gates Foundation, the Wellcome Trust and others. Atlantic 
Philanthropies has indicated a willingness to meet with 
Australian Universities and MRIs in the near future to explore 
this possibility.

One solution is the creation of a new entity, the Australian 
Health Research Charitable Trust (see Figure 3), with 
the potential to become a signifi cant means through 
which major research initiatives that have national 
relevance are supported above and beyond government-
funded programs. The likelihood of establishing such an 
entity within Australia would be augmented by a once-off 
investment incentive targeted directly at the nation’s most 
wealthy individuals. The aim would be to establish an initial 
charitable trust fund of $500 million. In order to ensure 
minimal cannibalisation of existing philanthropic funding to 
MRIs, hospitals and universities, the trust should be restricted 
from accepting donations of less than $10 million, and should 
be initiated with an initial $50 million contribution from the 
Federal Government.   

Recommendation 3:
• The Federal Government should introduce a one-off tax 

incentive to establish the endowment for an Australian 
Health Research Charitable Trust, with a signifi cant tax 
write-off available for charitable donations to the trust.

• The Federal Government should make an initial $50 million 
contribution to the trust, with ongoing annual contributions 
from state/territory governments (totalling $50 million 
annually).

• The trust should be restricted from accepting donations 
of less than $10 million to avoid competing with existing 
sources of philanthropic funds.

7. Dawson, G, Lucoca, B, Cottrell, R and Lewison, G (1998) Mapping the Landscape: National Biomedical Research Outputs 1988-95, The Wellcome Trust, London.

8. Effective Philanthropy (2011) Strategies for Increasing High Net Worth and Ultra High Net Worth Giving, Philanthropy Australia, prepared for Commonwealth Department of Families, 
Housing, Community Services and Indigenous Affairs, Canberra.

9. MacLean, M, Davies, C and Anderson, J (1998) Evaluating the research activity and impact of funding agencies. Research Evaluation 7:7-16. 

10. Wellcome Trust Annual Report and Financial Statements 2011.

11. Bill and Melinda Gates Foundation 2010 Annual Report.

12.  www.atlanticphilanthropies.org/about-atlantic

13. L.E.K. Consulting (2009) Costing Medical Research to Reform Health Outcomes, prepared for the Association of Australian Medical Research Institutes, Sydney.

14. Department of Innovation, Industry, Science and Research (2009) Powering Ideas, An Innovation Agenda for the 21st Century, Australian Government, Canberra; http://www.innovation.
gov.au/Research/ResearchBlockGrants/Pages/SREBackgroundInformation.aspx

“ ALTHOUGH MANY MRIS AND 
OTHER RESEARCH ORGANISATIONS 
HAVE BEEN HIGHLY SUCCESSFUL 
IN ATTRACTING PHILANTHROPIC 
DONATIONS, AUSTRALIA HAS THE 
POTENTIAL TO SUBSTANTIALLY 
BUILD THE CONTRIBUTION OF THE 
LOCAL PHILANTHROPIC SECTOR TO 
HEALTH AND MEDICAL RESEARCH.”
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Initiative 4: 
Fund the full costs of health 
and medical research

The problem
Unlike many other Western nations,13 Australia does not 
fund the full cost of health and medical research across 
the spectrum of health research organisations, such as 
universities, hospitals and MRIs – although the Federal 
Government is committed to paying the full cost of 
research undertaken in universities by 2014.14 This situation 
not only entrenches inequity, it presents unwelcome 
and distracting challenges for MRIs in patching together 
indirect funding support from a range of government 
sources. The lack of full funding for research also creates 
the necessity for MRIs, in particular, to seek philanthropic 
support for indirect costs – a known discouragement to the 
greater engagement of the philanthropic sector.

The costs of research have historically been divided into 
categories of direct and indirect costs, although the distinction 
in many instances is quite arbitrary and funding for both is 
absolutely necessary. Direct costs – funded by competitive 
grants – are those that can be allocated to a single research 
project and include researchers’ salaries and research 
consumable items. The indirect costs of research (also called 
“overheads”, or sometimes misleadingly “infrastructure costs”) 
include the purchase of essential items that cannot always 
be attributed to an individual project, including specialised 
research facilities such as imaging, cell sorting and animal 
facilities, heat, lighting and electricity, and IT and administration 
costs. The indirect costs of research are often overlooked, but 
are signifi cant and integral to successful research. 

Government research agencies such as CSIRO don’t need to 
“fi nd” additional funds to fi ll the gap, as they are provided with 
the full costs for research by the Federal Government. By 
contrast, universities and MRIs source these additional funds 
through a complex range of different schemes (Figure 5). 

In the 2009-10 Budget, in response to strong and consistent 
recommendations from various reviews of Australian 
research,15 the Federal Government committed to moving 
towards a fully funded model for university-based research by 
2014.16 However, MRIs did not receive this same commitment.

The L.E.K. Consulting report, Costing medical research 
to reform health outcomes,17 which was commissioned by 
AAMRI in 2009, calculated that, at that time, MRIs received 
indirect cost funding from state and federal government 
programs at an average rate of 30 cents per dollar of 
competitive research grants. As state funding has become 
more constrained, this has declined since 2009. 

15. Bradley, D, Noonan, P, Nugent, H and Scales, B (2008) Review of Australian Higher Education, Australian Government, Canberra; Cutler, T (2008) Venturous Australia, Building Strength 
in Innovation, Australian Government, Canberra; Zerhouni, E, Davies, SC and Holmes, EW (2008) An International Perspective on the NHMRC’s Research Strategies, NHMRC, Canberra; 
Grant, J, et al. (2004) Sustaining the Virtuous Cycle for a Healthy, Competitive Australia, Australian Government, Canberra; Wills, PJ, et al. (1998) The Virtuous Cycle: Working Together for 
Health and Medical Research, Australian Government, Canberra.

16. Department of Innovation, Industry, Science and Research (2009) Powering Ideas, An Innovation Agenda for the 21st Century, Australian Government, Canberra; http://www.innovation.
gov.au/Research/ResearchBlockGrants/Pages/SREBackgroundInformation.aspx

17. L.E.K. Consulting (2009) Costing Medical Research to Reform Health Outcomes, prepared for the Association of Australian Medical Research Institutes, Sydney.

The Burnet Institute’s malaria work in Papua New Guinea is vital to community 
health; Raginam Village, Morobe Province, PNG; Photo by B.Balalas
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Explanatory note on Figure 5

An investigator in a hospital is granted no indirect cost 
funding through any mechanism, as hospitals are ineligible 
for indirect cost funding under the current system.  

The same investigator at a university creates for his or her 
employer eligibility for four Federal Government programs 
designed to provide indirect cost support and run through 
the Department of Industry, Innovation, Science, Research 
and Tertiary Education (DIISRTE): the Research Training 
Scheme (RTS); Research Infrastructure Block Grants 
(RIBG); Joint Research Engagement (JRE) scheme; and 
the Sustainable Research Excellence (SRE) scheme. At 
present, funding of indirect costs through universities 
amounts to around 40 cents per research grant dollar 
and by 2014 will reach up to 61 cents per dollar with the 
implementation of the SRE scheme.  

At an MRI, an NHMRC research grant triggers eligibility 
for up to 20 cents per research grant dollar through 
the NHMRC-based Independent Research Institutes 

Infrastructure Support Scheme (IRIISS), plus additional 
funding of between 14 and 25 cents per dollar from the 
plethora of state-based programs that exist to support 
indirect costs of research at MRIs in each state and 
territory.  

Compounding this complexity is the fact that all of 
the funds outlined above are awarded on the basis of 
slightly differing metrics, including, but not limited to, the 
research grant funding received. The State Government 
of Victoria, for example, rewards not only grant revenue 
but also clinical innovation and commercial engagement, 
and the funding it provides per dollar of direct research 
income will therefore vary between the institutions it 
supports depending on the view taken of the extent to 
which the institute’s grant-funded work meets these wider 
objectives. For universities, funding from the four schemes 
is determined on very wide ranging metrics including 
successful completions of post-graduate students.

Figure 5. Current indirect costs funding of health and medical research – mixed portfolio and jurisdictional responsibilites for 
funding (courtesy of David Lloyd, Baker IDI Heart and Diabetes Institute)

Hospital No funds allocated

State programs

NHMRC grant

DIISRTE funding
(Commonwealth – 

RIBG/RTS/JRE/SRE)

NHMRC funding
(Commonwealth – 

IRIISS)

Negotiated share 
of DIISRTE funding 
to university

University

MRI

Direct costs of research Indirect costs of research
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The solution
Moving toward funding the full cost of health and medical 
research would radically change the Australian health and 
medical research landscape by allowing all health and 
medical research organisations to focus on what they do 
best and redirecting philanthropic efforts to supporting 
groundbreaking research and capital items. It is absolutely 
essential that indirect cost funding always fl ows with the 
research grant to remove the gross ineffi ciencies of sourcing 
indirect costs from multiple agencies and across jurisdictions, 
eliminate cost shifting, and remove barriers to collaboration.

Full funding of the indirect costs of research for MRIs and 
hospitals (at an average rate of 60 cents per dollar of peer-
reviewed funding) is estimated to cost the Federal Government 
an additional $130 million per annum.18 This would free up 
state government resources (which partially fund the indirect 
costs of MRIs and hospitals) to fully fund the indirect costs of 
state government-funded health and medical research grants.

Recommendation 4:
• The Federal Government should commit to fully funding 

the indirect costs of research at an average of 60 cents 
per dollar for all Federal Government peer-reviewed 
research funding programs by 2014.

• State and territory governments should fully fund indirect 
costs for state research grants, as well as charity and 
foundation grants to encourage philanthropy. 

• All state and federal indirect costs funding should fl ow 
with grant funds. 

Initiative 5: 
Institute a program of Iconic 
Centre grants

The problem
To compete on the world stage, Australia needs to 
establish and support campuses and organisations that are 
genuinely world class based on scale and quality. However, 
high-performing MRIs and universities cannot achieve their 
full potential if their scientifi c focus is simply the sum total 
of the competitive grants won by individual research teams. 
This allows them virtually no strategic freedom to determine 
their scientifi c direction or to back higher risk, potentially 
breakthrough research to compete globally. Because the peer 
review process is geared towards “safer” research projects, 
no competitive pool of funding exists to support highly novel 
projects with the potential for high impact. 

The solution
The introduction of competitive Iconic Centre grants 
awarded competitively to a limited number of high-
performing campuses and organisations of scale would 
enhance Australia’s capacity to undertake potentially 
breakthrough research and compete on the global stage. 
This competitive pool of funds would allow elite research 
teams to pursue early stage, blue sky initiatives, and could 
reinforce support for early- and mid-career researchers with 
high potential. This initiative would also reward institutions 
and campuses that can act with agility and move quickly to 
address scientifi c and health improvement opportunities.  

Successful institutions must demonstrate their capacity to 
meet the following criteria:

• an ability to assemble teams of the highest ability to 
conduct valuable early stage and blue sky research;

• a superior level of quality research outputs (metrics to 
be agreed);

• effi cient management – e.g. administration costs less 
than 20% of total revenue;

• suffi cient critical mass to justify additional investment;

• a proposal for the use of the Iconic Centre funds;

• active involvement of early- and mid-career scientists with 
high potential; and

• the use of Iconic Centre funds for direct research costs only, 
with no “off the top” allocation to administering institutions.

Recommendation 5:
• A new category of Iconic Centre grants should be 

introduced that will enable a select number of high-
performing universities and research organisations of scale 
to fund research teams to pursue high potential, early 
stage research. 

• Grants should be competitive and be available for a period 
of 5 years.

• Access to the Iconic Centre grants program should be 
based on meeting stated criteria and on the submission of 
a proposed program of research.

• Approximately $70 million to $80 million a year, or 10% of 
the ABRC competitive funding pool, should be allocated to 
the Iconic Centre program.  

18. Calculations based on internal AAMRI records.

“ THE INTRODUCTION OF COMPETITIVE ICONIC CENTRE GRANTS AWARDED COMPETITIVELY 
TO A LIMITED NUMBER OF HIGH-PERFORMING CAMPUSES AND ORGANISATIONS OF SCALE 
WOULD ENHANCE AUSTRALIA’S CAPACITY TO UNDERTAKE POTENTIALLY BREAKTHROUGH 
RESEARCH AND COMPETE ON THE GLOBAL STAGE.”
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A national vision and strategic plan 
for health and medical research

To set the agenda for the next 10-15 years of Australian 
health and medical research, a bold national vision is 
required, one that provides an agreed end point for the 
efforts of government, funders, researchers, clinicians, 
philanthropists, industry, patients and other key 
stakeholders. 

Australia’s national governance of health services and 
health and medical research is uniquely complex, consisting 
as it does of the Commonwealth, eight state and territory 
governments and local government. In the broad health 
services and medical research sectors there exist eight state 
and territory health departments, myriad other state and 
federal health entities, professional bodies, disease-based 
charities, patient advocacy groups, industry organisations, 
commercial suppliers, philanthropic donors, and private and 
not-for-profi t health services and regulators. Australia has 40 
public and private universities, many of which have teaching 
schools of medicine, allied health, nursing, health services 
and health economics as well as several research entities of 
varying size, scale and focus.

Complexity and multiplicity is not, however, necessarily a 
problem in itself if it is possible to align, coordinate and focus 
national health and medical research efforts and to allocate 
roles and accountabilities.

AAMRI is of a view that health and medical research would 
benefi t from a unifying vision – and a strategic plan – that 
focuses attention on delivering benefi ts from research to all 
Australians. The need for a national vision and plan is one 
AAMRI has been articulating for several years.19 

Health and medical research plans, priorities, funding 
mechanisms and outcome measures must be aligned as 
far as is useful and applicable across the relevant research 
organisations, government entities and stakeholders (Figure 
6). For example, as noted, there are moves in place to 
develop a national cancer research plan.20 One of the 
recommended outcomes of the 2011 Wills Review of health 
and medical research in New South Wales is also a state 
strategic plan.21 

Ensuring alignment between the many potential plans and 
priorities is a tremendously important and potentially diffi cult 
task. Yet there are promising signs that a desire for alignment 
is growing and that such alignment can be achieved with due 
attention to organisational and jurisdictional independence. 
A draft vision statement for Australia’s health and medical 
research sector is included at Appendix 3.

Recommendation 6:
• The Australian Health & Medical Research Board should 

develop a national vision, priorities and strategic plan for the 
Australian health and medical research sector. The board 
should consult widely in developing the strategic plan.

Coordination of Commonwealth 
health and medical research activities

AAMRI is of the view that ABRC (formerly the NHMRC) and 
AHRIC should report to a single board to coordinate activities 
and share common processes. It is also of great importance 
that ABRC in particular works closely with the Australian 
Research Council (ARC), which also funds research 
performed by the health and medical research sector.

Currently, the employer of a researcher affects his or 
her ability to apply to particular agencies. For example, 
mathematicians performing bioinformatics employed and 
working at a hospital or MRI are ineligible to apply for ARC 
funding, although the same people become eligible if they 
become university employees. These and other similar 
scenarios create real barriers to collaboration at an individual, 
project and institutional level.

Recommendation 7:
• The ARC should work closely with the Australian Health 

& Medical Research Board to streamline processes to 
establish grant eligibility and enhance sharing of platform 
technologies such as grant application systems.

• Government granting bodies should eliminate any funding 
criteria based on a researcher’s employing organisation 
type immediately. 

Strategic framework 
to support the Optimal Model

19. AAMRI submission to: NHMRC (2009) NHMRC Consultation Paper: A draft national strategy for medical research and public health research, NHMRC, Canberra.

20. Cancer Research Leadership Forum (2012) White Paper: Towards a National Cancer Research Plan, CRLF, Sydney.

21. Wills, P et al. (2011) NSW Health and Medical Research Strategic Review, Discussion Paper, 31 October 2011, NSW Ministry of Health, Sydney.
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Figure 6. Aligning the vision and priorities for Australian health and medical research

National Vision for Health and Medical Research (HMR)

Agreed national HMR priorities, goals & accountabilities (strategic plan) 

– developed by the Australian Health & Medical Research Board (AHMRB)

Coordinated national & 
state HMR funding

Coordinated approaches from 
other funding providers

Commonwealth HMR Plans 
& Priorities 

as recommended by the AHMRB

State & Territory HMR Plans 
& Priorities 

(including state health services)

Plans & Priorities of HMR 
organisations 

(charities, MRIs, universities etc.)

Benefi ts to patients, 
communities, etc.

HMR programs, projects 
and activities

“ AAMRI IS OF A VIEW THAT HEALTH AND MEDICAL RESEARCH 
WOULD BENEFIT FROM A UNIFYING VISION – AND A STRATEGIC 
PLAN – THAT FOCUSES ATTENTION ON DELIVERING BENEFITS 
FROM RESEARCH TO ALL AUSTRALIANS.” 
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Enhance workforce, capacity planning 
and career structures

 “The availability of a highly skilled workforce is central to 
knowledge-based societies and an enabling element of 
national innovation systems.” 22

 “Without future clinical researchers, the care of patients 
will suffer as new treatments will not be developed.” 23

Workforce and career issues are recognised by AAMRI as a 
primary strategic challenge for Australian health and medical 
research. Health and medical research is a knowledge-
intensive industry, and like other knowledge-intensive 
sectors, the major competitive advantage held by nations and 
organisations is through their researchers’ education, skills 
and experience.

This view aligns with that of other national bodies, including 
the Australian Society for Medical Research (ASMR), the 
Australian Academy of Science, and the National Association 
of Research Fellows, and has been addressed broadly by 
the Federal Government’s Research Skills for an Innovative 
Future: A Research Workforce Strategy to Cover the Decade 
to 2020 and Beyond. 24 

The key workforce issues for MRIs include:

• poor career structure and lack of employment security;25

• impending skills shortfalls (clinical, population health, 
health economics, health services research);26

• pipeline issues and failure of undergraduate training to 
provide the requisite grounding in research skills (particularly 
in multi-disciplinary and translational research); and27

• lack of gender equity particularly evident in senior 
research roles.28

These issues have also been recognised and addressed 
internationally by the European Union Seventh Framework 
Programme,29 the European Molecular Biology Laboratory,30 
the Howard Hughes Medical Institute,31 the UK Careers 
Concordat,32 and through establishment of Vitae, a UK 
organisation championing the personal, professional and 
career development of doctoral researchers and research 
staff in higher education institutions and research institutes.33 

Locally, the ASMR has implemented national mentoring and 
professional development programs to support early- to mid-
career medical researchers.34 The Group of Eight Universities 
has implemented the Future Research Leaders Program, 
specifi cally to address research workforce and career issues.35 
The Walter and Eliza Hall Institute for Medical Research has 
led the way in establishing a program to specifi cally redress 
the gender imbalance through fellowships, childcare support, 
family rooms, meeting and travel support, technical support 
while on maternity leave, additional time for contract renewal 
and Women in Science lectures and mentoring.36 The 
Australian Academy of Science has recently established the 
Australian Early-Mid Career Researchers Forum to address 
education, funding, job security, career structure, different 
career paths, the brain drain, gender equity and professional 
skills development across multiple research disciplines.37

22. Department of Innovation, Industry, Science and Research (2011) Research Skills for an Innovative Future: A Research Workforce Strategy to Cover the Decade to 2020 and Beyond, 
Australian Government, Canberra.

23. Professor Sally Davies, Director General, Research and Development, Department of Health, UK, Government agrees new pathway to create the medical researchers of tomorrow, Media 
release, 30 March 2005.

24. Department of Innovation, Industry, Science and Research (2011) Research Skills for an Innovative Future: A Research Workforce Strategy to Cover the Decade to 2020 and Beyond, 
Australian Government, Canberra.

25. Kavallaris, M, Meachem, SJ, Hulett, MK, West, CM, Pitt, RE, Chesters, JJ, Laffan, WS, Boreham, PR and Khachigian, LM (2008) Perceptions in health and medical research careers: the 
Australian Society for Medical Research Workforce Survey. MJA 188:520-524.

26. Durham, G and Plant, A (2005) The Public Health Education and Research Program, Review 2005. Strengthening Workforce Capacity for Population Health, Department of Health and Ageing, 
Australian Government, Canberra; Department of Innovation, Industry, Science and Research (2011) Research Workforce Strategy, Discipline Case Studies, Australian Government, Canberra.

27. Department of Innovation, Industry, Science and Research (2011) Research Workforce Strategy, Discipline Case Studies, Australian Government, Canberra; Kavallaris, M, Meachem, SJ, 
Hulett, MK, West, CM, Pitt, RE, Chesters, JJ, Laffan, WS, Boreham, PR and Khachigian, LM (2008) Perceptions in health and medical research careers: the Australian Society for Medical 
Research Workforce Survey. MJA 188:520-524.

28. Department of Innovation, Industry, Science and Research (2011) Research Skills for an Innovative Future: A Research Workforce Strategy to Cover the Decade to 2020 and Beyond, 
Australian Government, Canberra; http://www.wehi.edu.au/about_us/gender_equity/

29. http://cordis.europa.eu/fp7/people/home_en.html

30. www.embl.de/training/eicat/index.html

31. www.hhmi.org/research/index.html

32. www.vitae.ac.uk/policy-practice/505181/Concordat-to-Support-the-Career-Development-of-Researchers.html

33. www.vitae.ac.uk/policy-practice/167/Home.html

34. http://asmr.org.au/Career.html

35. www.go8.edu.au/university-staff/programs-_and_-fellowships-1/go8-future-research-leaders-program

36. www.wehi.edu.au/about_us/gender_equity/

37. www.science.org.au/ecr/ecr-newsletters/ecr7.html 

“ HEALTH AND MEDICAL RESEARCH 
IS A KNOWLEDGE-INTENSIVE 
INDUSTRY... THE MAJOR COMPETITIVE 
ADVANTAGE HELD BY NATIONS AND 
ORGANISATIONS IS THROUGH THEIR 
RESEARCHERS’ EDUCATION, SKILLS 
AND EXPERIENCE.”
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Recommendation 8:
• A joint agreement (Research Careers Compact or 

Concordat) should be struck between funders and 
employers of health and medical researchers to align 
and harmonise expectations and responsibilities of 
each stakeholder in researcher careers – researchers 
themselves, their managers, employers and funders. 

• A national health and medical researcher development 
framework should be created. 

• Plans should be developed to urgently address gender 
inequality in health and medical research. 

• AHRIC should develop a strategy to address skills and 
capacity building in clinical research. 

Improve processes for clinical trials

Clinical trials are an essential aspect of research translation 
and clinical research. Clinical trials support high quality, 
evidence-based health care, make new treatments and drugs 
available to Australian citizens, inject large funding into the 
Australian research sector, and strengthen ongoing research 
translation processes in the clinical community.38 The revenue 
generated by clinical trials employs Australian doctors, funds 
PhD candidates, and provides global access to resources and 
knowledge to public and private hospitals. Clinical trials also 
provide a valuable training ground for clinicians and students. 

As with other areas of research, global competition for clinical 
trials is growing rapidly. Australia risks losing its competitive 
edge due to rising costs and slow approval processes.39 
Of particular concern are the high costs and slow approval 
processes of human research ethics reviews associated with 
multi-site clinical trials. AAMRI supports the recommendation 
of the Clinical Trials Action Group to harmonise the human 
research ethics approval process across states and 
territories,40 including the establishment of national human 
ethics review committees modelled on the system in New 
Zealand, where there are just seven ethics committees.41  

The multiple and often unquantifi able risks of adverse clinical 
outcomes arising from clinical research creates a strong 
disincentive and highly risk averse environment for Australian 
medical researchers to undertake potentially important clinical 
research.42 Other jurisdictions, including New Zealand and 
Sweden, have addressed this issue through national, no-fault 
medical injury schemes.43 These schemes produce a boost 
to clinical research while ensuring clear responsibility for 
misfortune or misadventure.

Further, while clinical trials underpin improved health care, 
uncertainty about how best to use such evidence versus 
alternative options in the “real world” can result in variable, sub-
optimal clinical practices. There is an opportunity to improve 
the uptake of new research outcomes and the effectiveness 
and effi ciency of clinical practice through comparative 
effectiveness research, that is, clinical research that tests 
standard health practice to optimise health care, including the 
applicability of new products, services and technologies.44

Recommendation 9:
• National responsibility for clinical trials policy and strategy 

should sit with AHRIC. AHRIC should coordinate and 
oversee implementation of current work on clinical trials 
being done by a range of government and not-for-profi t 
groups, including the Clinical Trials Action Group and 
Cancer Trials Australia.

• AHRIC should implement the recommendations of 
the Clinical Trial Action Group’s 2011 report, Clinically 
Competitive: Boosting the Business of Clinical Trials in 
Australia.45 This should include a nationally harmonised 
system of ethical review for clinical research, including the 
establishment of national human ethics review committees.

• A review should be conducted into the appropriateness 
of a national no-fault medical injury scheme, as part of 
the National Disability Insurance Scheme, to prevent 
liability issues from deterring important clinical research in 
Australia while ensuring clear responsibility for liability.

• Comparative effectiveness research should be included in 
the remit of AHRIC.

38. Clinical Trials Action Group (2011) Clinically Competitive: Boosting the Business of Clinical Trials in Australia, Australian Government, Canberra; Claiborne Johnston, S, Rootenberg, JD, 
Katrak, S, Smith, WS and Elkins (2006) Effect of a US National Institutes of Health programme of clinical trials on public health and costs. The Lancet 367:1319-1327.

39. Shaw, B (2011) Key issues affecting the medicines’ industry’s medical research in Australia, Presentation to the Research Australia Forum, 18 February 2011, http://medicinesaustralia.
com.au/fi les/2011/02/20110216-prs-Talk-to-Research-Australia-forum-medical-research-industry-18-February-2011.pdf; Clinical Trials Action Group (2011) Clinically Competitive: Boosting 
the Business of Clinical Trials in Australia, Australian Government, Canberra; Therapeutic Goods Administration (2011) TGA Half-Yearly Performance Report, July-December 2010, Clinical 
Trials (Medicines), TGA, Canberra.

40. Clinical Trials Action Group (2011) Clinically Competitive: Boosting the Business of Clinical Trials in Australia, Australian Government, Canberra.

41. www.ethicscommittees.health.govt.nz/moh.nsf/indexcm/ethics-about?Open&m_id=2 

42. Kessler, DP, Summerton, N and Graham, JR (2006) Effects of the medical liability system in Australia, the UK, and the USA. The Lancet 368:240-246.

43. Gaine, WJ (2003) No-fault compensation systems: Experience elsewhere suggests it is time for the UK to introduce a pilot scheme. BMJ 326:997-998; Douglas, T (2009) Medical injury 
compensation: beyond ‘no-fault’. Med Law Rev 17:30-51.

44. Zalcberg, JR (2012) Comparative effectiveness research – a proposal for a new NHMRC funding stream. MJA 196:22-23.

45. Clinical Trials Action Group (2011) Clinically Competitive: Boosting the Business of Clinical Trials in Australia, Australian Government, Canberra.

“ AAMRI SUPPORTS THE RECOMMENDATION 
OF THE CLINICAL TRIALS ACTION GROUP 
TO HARMONISE THE HUMAN RESEARCH 
ETHICS APPROVAL PROCESS ACROSS STATES 
AND TERRITORIES.”



26

AAMRI   /   2020: A Healthy Australia

Enhance local integration 
and translation of research into 
clinical practice

AAMRI members recognise the importance of ongoing 
efforts to integrate and coordinate teaching, research and 
service delivery. This has the overarching aim to enhance 
and inform clinical outcomes and improve evidence-based 
decision making at all levels of the health system. This 
greater productive integration presents a particular challenge 
in the Australian context because health service provision 
is a state responsibility that is partially federally funded, 
and universities and independent MRIs both have their own 
separate governance structures. This is quite different to 
the USA, where large medical schools typically operate 
sophisticated teaching hospital campuses that often include 
research institutes.46 In Holland, university medical schools 
and university hospitals have been merged under a university 
Medical Centre model facilitating collaborative endeavours.47 
In the UK, the national government deals directly with Health 
Trusts without interference from states. As Australia’s MRIs 
focus on research and are located on major health campuses, 
they could potentially play a unique role in integrating/
translating research into health service delivery. 

Several NHMRC initiatives aim to improve the integration 
of research with health services, including the Centres of 
Research Excellence program, the Partnership Projects 
scheme that promotes collaboration between researchers and 
bodies involved in health practice and policy, and Fellowships 
such as the Practitioner and Translating Research into Practice 
Fellowships.48 The NHMRC has also investigated Advanced 
Health Research Centres or academic health centres.49 

This submission will focus on two particular initiatives to help 
integrate the so-called tripartite mission of research, teaching 
and service: Academic Health Science Centres (AHSCs) 
and Practice-Based Research Collaborations (PBRCs). Both 
AHSCs and PBRCs have at their core largely geographically 
localised efforts to strengthen the translation of research and 
evidence into more effective clinical treatments and education. 

Academic Health Science Centres (AHSCs)
“Academic Health Science Centre” is a convenient label 
given to a wide variety of ventures between health services, 
researchers and teaching organisations such as universities. 
In using the AHSC nomenclature, AAMRI refers to all such 
collaborations and recognises that no two AHSCs are the 
same in history, structure, membership focus or culture. In fact, 
some highly effective campus collaborations choose not to 
refer to themselves as AHSCs (see case studies, Appendix 4).

The focus, purpose and structure of AHSCs have evolved 
differently across jurisdictions.50 Several AAMRI members 
participate in formal and informal AHSCs with variable 
reported degrees of success and return on resources 
expended. At their worst, AHSCs have resulted in AAMRI 
members relaying experiences such as the following: 

 “AHSCs are set up to deal with fragmentation between 
the health system, universities and research institutes, but 
don’t. Instead they add a layer of bureaucracy above the 
fragmentation.” (Senior MRI leader) 

However, several MRIs participate in effective AHSCs (see 
case studies at Appendix 4 of The Royal Children’s Hospital 
(RCH) Campus and Westmead, Sydney, campus). AAMRI is 
in broad agreement with the RCH view on the role of AHSCs, 
which in turn builds on the NHMRC defi nition. AHSCs can:

• promote excellence in health and medical research where 
clinical care is provided;

• encourage collaboration between researchers, healthcare 
professionals and academic staff;
promote the uptake of research into improving clinical 
practice at that centre and in the wider community;

• encourage innovation in healthcare policy and models of 
clinical care;

• ensure effi cient use of administrative support services and 
research facilities;

• foster increased training in research of healthcare 
professionals; and

• provide national leadership in excellence in research 
translation, to provide “fl agship” examples to the whole 
health care system.51

46. Levine, J (2002) Considering alternative organisational structure for academic medical centres. Academic Clinical Practice 14:2-5.

47. Nederlandse Federatie van Unviversitair Medishce Centra (2009) At a glance: Facts and fi gures for the Netherlands’ University Medical Centres, NFU, Utrecht.

48. www.nhmrc.gov.au/grants/apply-funding/partnerships-better-health; www.nhmrc.gov.au/grants/apply-funding/centres-research-excellence-cre; www.nhmrc.gov.au/grants/apply-funding/
fellowship-awards/people-support

49. National Health and Medical Research Council (2010) Discussion Paper: Developing Advanced Health Research Centres in Australia, December 2010, NHMRC, Canberra.

50. Barrett, DJ (2008) The Evolving Organisational Structure of Academic Health Centres: The Case of the University of Florida. Acad Med 83:8040808; Bressler, B and Campbell, B 
(2009) Securing the Future of Canada’s Academic Health Sciences Centres, A Case Study Describing the Current State and Future Issues, Academic Health Science Centres National Task 
Force, Canada; Dzau, VJ, Ackerly, DC, Sutton-Wallace, P, Merson, MH, Williams, RS, Krishnan, KR, Taber, RC and Califf, RM (2010) The role of academic health science systems in the 
transformation of medicine. The Lancet 375:949-953; Levine, J (2002) Considering alternative organisational structure for academic medical centres. Academic Clinical Practice 14:2-5; 
National Health and Medical Research Council (2010) Discussion Paper: Developing Advanced Health Research Centres in Australia, December 2010, NHMRC, Canberra; Nederlandse 
Federatie van Unviversitair Medishce Centra (2009) At a glance: Facts and fi gures for the Netherlands’ University Medical Centres, NFU, Utrecht.

51. National Health and Medical Research Council (2010) Discussion Paper: Developing Advanced Health Research Centres in Australia, December 2010, NHMRC, Canberra.

“ AS AUSTRALIA’S MRIS FOCUS ON RESEARCH AND ARE LOCATED ON MAJOR 
HEALTH CAMPUSES, THEY COULD POTENTIALLY PLAY A UNIQUE ROLE IN 
INTEGRATING/TRANSLATING RESEARCH INTO HEALTH SERVICE DELIVERY.”
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Policy framework for AHSCs and similar 
collaborative ventures
AAMRI supports AHSCs as a mechanism for integrating 
research, teaching and clinical service delivery that is useful 
within the following framework:

• Each AHSC should be free to determine its own unique 
governance structure as best suited to its particular history, 
membership and other requirements.

• AHSCs should not provide the mandated corporate 
structure through which research and other funds are 
channelled from government to the campus.

• Joint leadership and equal membership of all partners 
is preferred.

• Cross-appointments across institutional boundaries is 
actively encouraged and measured.

• AHSCs are most likely to succeed if they are initially 
limited in their geographic scope, but subsequent 
networking may be desirable. 

• A shared vision should exist to integrate and blend 
administrative processes, data systems, intellectual 
property, etc. as appropriate to local needs and 
aspirations.

• Specifi c funding is needed to support AHSCs. No 
additional funding is currently proposed by the NHMRC 
to those Advanced Health Research Centres it proposes 
to accredit. 

• Any allocation of new funding to an AHSC should be 
based on the capacity to show signifi cant current and past 
collaborative outcomes. Funding should not be provided to 
AHSCs that propose to begin collaborating and integrating 
only after funded to do so.

• Ongoing funding and/or accreditation should be based on 
three broad categories:

 > knowledge creation (publications, conference papers, 
 etc.);

 > inputs to research (grants of all kinds: peer reviewed, 
 charities, foundation, students); and

 > translational outcomes (commercialisation, clinical and 
 public health outcomes, policy adoption, clinical 
 protocol formation and adoption).52

52. Royal Children’s Hospital Campus (2010) Research on the Royal Children’s Hospital Campus 2010, RCH, Melbourne.

Courtesy of the Garvan Institute of Medical Research
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Practice-Based Research Collaborations (PBRCs)
Practice-Based Research Collaborations (PBRCs) offer 
a similar approach to AHSCs. The objective of PBRCs is 
to strengthen collaboration and partnership by integrating 
research and clinical activities locally. They provide an 
analogue to AHSCs, with the following characteristics:

• They are focused on conducting and applying health 
research that is transferable to a health system, that 
is, they identify and evaluate effective and appropriate 
everyday interventions within a health system, and ensure 
implementation into routine practice.

• They are defi ned by local need, typically working in a 
small geographic area where individual researchers and 
clinicians can meet and work together regularly to develop 
meaningful and long lasting relationships.

• They typically focus on the interface between clinical 
and service-based research, policy and practice.

As with AHSCs, the premise for this idea is that the 
Australian health system and the Australian biomedical 
and health research system are not optimally aligned. 
Implementation of PBRCs would be through an open 
competition, which would focus on the quality of partnership, 
track record in translating research into clinical practice and 
policy, and future strategic plans to strengthen the health 
system through action-based research.

Two case studies of PBRCs are provided at Appendix 5.

Recommendation 10:
AAMRI’s view is that AHSCs, particularly those enforced 
from a top down perspective, should not be a major focus of 
health and medical research funding, but that some additional 
funding for functioning collaborations may be of use. Given 
this view, we recommend: 

• Responsibility for campus-based integrations such as 
Academic Health Science Centres (AHSCs) and practice-
based research collaborations (PBRCs) that are focussed 
on the translation and implementation of research into 
clinical practice should sit under the new AHRIC.

• AHRIC should develop a policy framework for accreditation 
and funding of not more than 10 AHSCs nationally.

• Any funding to an AHSC should be based on its capacity 
to demonstrate signifi cant current and past collaborative 
outcomes.

• A program audit should be conducted prior to funding any 
new PBRC initiatives to ensure that there is a gap PBRCs 
could fi ll and/or that existing programs could be informed 
by or re-focussed towards PBRC-style activities.

Improve commercialisation initiatives

While some initiatives exist in the research commercialisation 
area, such as the newly introduced R&D tax credit incentive 
and NHMRC Development Grants, Australia’s investment 
in commercialisation of research is poor and lacking 
an overarching strategy or vision. Previous and current 
commercialisation programs have not been adequate in 
addressing what has generally been termed “the valley of 
death” – a lack of informed investment, be it public or private, 
in critical proof-of-concept experiments that transform 
research results into transformational investment opportunities. 
R&D Syndicates, Factor F, the Pharmaceutical Industry 
Investment Program (PIIP), Commercialisation Australia, 
NHMRC Development Grants, ARC Linkage Grants and the 
ongoing CRC program have all contributed to development 
of the health and medical research industry but have not 
addressed the “valley of death” in any signifi cant way.  

A major issue is fragmentation of evaluation and investment 
decisions in the context of a lacking national investment 
strategy for proof-of-concept medical research. Australia 
is not alone and should aspire to the performance levels of 
Scandinavian nations with respect to innovation effi ciency. The 
UK has recently acknowledged the challenge of the “valley 
of death”, noting a key recurring issue from the Science and 
Technology Committee’s previous enquiries is the diffi culty 
of translating research into commercial application and 
community benefi t, resulting in a formal Commons Select 
Committee investigation announced in late 2011.53

Australia has one of the lowest per capita numbers of triadic 
patent applications fi led per year in the OECD.54 The new 
R&D tax credit scheme will hopefully make Australia a more 
attractive location for pharmaceutical companies to conduct 
research. However, given the current system, this will have 
almost no benefi t to publicly-funded research organisations in 
terms of their commercialisation pathway, as they have limited 
assets to sell. 

A national commercialisation strategy for health and medical 
research that is intrinsically linked to spending in discovery 
research is urgently required. 

Recommendation 11:
• AHRIC should work in partnership with the research sector 

to develop a new incentive scheme to assist research 
organisations in gaining access to the advice and support 
they need to protect and maximise the commercial value 
of their intellectual property (IP) assets. 

• The Federal Government should commission a review into 
overcoming issues with the commercialisation of research, 
and the so-called “valley of death”, which could act in 
parallel to a similar review being conducted in the UK.

53. www.parliament.uk/business/committees 

54. OECD (2008) Compendium of Patent Statistics 2008, OECD, Paris.
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Engage the community and 
consumers in research 

No Optimal Model would be complete without addressing the 
opportunity to better engage the broader community in the 
process and outcomes of health and medical research. Surveys 
consistently indicate that the community believes health and 
medical research is important and that they would like to see 
more resources allocated to research.55 Yet few consistent 
attempts are made to engage the community more deeply in 
the world of health and medical research and to report back to 
the public the outcomes of the several hundred million dollars 
of government funds invested annually on their behalf.

AAMRI would like to promote consumer and stakeholder 
engagement in the health and medical research cycle.

Recommendation 12:
• Consumer representatives should be members of AHRIC 

research stream advisory committees and the Australian 
Health & Medical Research Board.  

• The Australian Health & Medical Research Board should 
develop a consumer friendly annual report on the state of 
health and medical research, which should be presented to 
Parliament and made widely available. 

55. Research Australia (2011) Shaping up: Trends and Statistics in Funding Health and Medical Research, Occasional Paper Series 2, Research Australia, Melbourne.

“ SURVEYS CONSISTENTLY INDICATE THAT 
THE COMMUNITY BELIEVES HEALTH AND 
MEDICAL RESEARCH IS IMPORTANT AND THAT 
THEY WOULD LIKE TO SEE MORE RESOURCES 
ALLOCATED TO RESEARCH.”

Optometrist using a slit lamp during an eye examination at the Brien Holden Vision Institute in Sydney; 
Photo by Dean Saffron, courtesy of Brien Holden Vision Institute
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RECOMMENDATION 1:
Create an “Australian Health Research 
& Implementation Council” (AHRIC)

• A new Australian Health Research & Implementation 
Council (AHRIC) should be created to specifi cally fund 
and oversee priority-driven research, and to be tasked 
with aligning research with Australia’s health priorities, 
coordinating research efforts across disease and 
populations groups, and embedding research outcomes 
in Australia’s health care system.

• An audit of all health research schemes should be 
conducted with a view to integrating all relevant funding 
and governance under the new AHRIC. AHRIC should 
include the National Institute of Clinical Studies, the 
Australian National Preventive Health Agency and other 
agencies as relevant.

• The NHMRC should be renamed the Australian Biomedical 
Research Council (ABRC).

• Both organisations should report to a single board (the 
Australian Health & Medical Research Board), which in 
turn should report to Parliament.

• AHRIC should develop a specifi c plan and implementation 
strategies to fund capacity building in health systems, 
health economics, health services, health policy and 
implementation research.

• The Commonwealth should create a role of Health and 
Medical Research Ombudsman to report directly to the 
Australian Health & Medical Research Board.

• AHRIC should propose a Request for Application (RFA, 
see Appendix 2) to examine future use of the valuable 
health and research datasets held around the country.

• Private sector organisations should be allowed to bid for 
AHRIC grants in consortia and, over time, consideration 
should be given to private organisations directly bidding 
for grants.

RECOMMENDATION 2:
Reform the NHMRC (Australian 
Biomedical Research Council)

• NHMRC grant and fellowship schemes should be 
rationalised and a Single Grant Support Scheme (SGSS) 
introduced, whereby the research programs of principal 
investigators (including salaries and research costs of the 
principal investigator and up to fi ve staff) are supported 
by single 5-year grants. A range of grants and funding 
quanta should be available based on career stage and 
track record. Grants should include a one-year safety 
net extension.

• The budget for the ABRC secretariat should be increased 
to enable it to function in a more strategic manner and to 
enhance the level of support available to grant applicants.

• ABRC and AHRIC should share a single peer review 
process. Charities and philanthropic organisations should 
be encouraged to engage in the reform process for peer 
review, including making use of the shared ABRC-AHRIC 
peer review process.

• An RFA should be called to propose new approaches to:

 > enhance the evidence base for peer review;

 > streamline and reform the current peer review 
 process; and

 > suggest organisational structures, for example a Centre 
 for Knowledge Generation, to best support the above.

Summary of 
Recommendations
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RECOMMENDATION 3:
Lift the scale of philanthropic funding

• The Federal Government should introduce a one-off tax 
incentive to establish the endowment for an Australian 
Health Research Charitable Trust, with a signifi cant tax 
write-off available for charitable donations to the trust.

• The Federal Government should make an initial $50 million 
contribution to the trust, with ongoing annual contributions 
from state/territory governments (totalling $50 million 
annually).

• The trust should be restricted from accepting donations 
of less than $10 million to avoid competing with existing 
sources of philanthropic funds.

RECOMMENDATION 4:
Fund the full costs of health and 
medical research

• The Federal Government should commit to fully funding 
the indirect costs of research at an average of 60 cents 
per dollar for all Federal Government peer-reviewed 
research funding programs by 2014.

• State and territory governments should fully fund indirect 
costs for state research grants, as well as charity and 
foundation grants to encourage philanthropy. 

• All state and federal indirect costs funding should fl ow with 
grant funds. 

RECOMMENDATION 5:
Institute a program of Iconic 
Centre grants

• A new category of Iconic Centre grants should be 
introduced that will enable a select number of high-
performing universities and research organisations of scale 
to fund research teams to pursue high potential, early 
stage research. 

• Grants should be competitive and be available for a period 
of 5 years.

• Access to the Iconic Centre grants program should be 
based on meeting stated criteria and on the submission of 
a proposed program of research.

• Approximately $70 million to $80 million a year, or 10% of 
the ABRC competitive funding pool, should be allocated to 
the Iconic Centre program.  

RECOMMENDATION 6:
A national vision and strategic plan 
for health and medical research

• The Australian Health & Medical Research Board should 
develop a national vision, priorities and strategic plan for the 
Australian health and medical research sector. The board 
should consult widely in developing the strategic plan.

RECOMMENDATION 7:
Coordination of Commonwealth 
health and medical research activities

• The ARC should work closely with the Australian Health 
& Medical Research Board to streamline processes to 
establish grant eligibility and enhance sharing of platform 
technologies such as grant application systems.

• Government granting bodies should eliminate any funding 
criteria based on a researcher’s employing organisation 
type immediately. 

RECOMMENDATION 8:
Enhance workforce, capacity 
planning and career structures

• A joint agreement (Research Careers Compact or 
Concordat) should be struck between funders and 
employers of health and medical researchers to align 
and harmonise expectations and responsibilities of 
each stakeholder in researcher careers – researchers 
themselves, their managers, employers and funders. 

• A national health and medical researcher development 
framework should be created. 

• Plans should be developed to urgently address gender 
inequality in health and medical research. 

• AHRIC should develop a strategy to address skills and 
capacity building in clinical research.  
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RECOMMENDATION 9:
Improve processes for clinical trials 

• National responsibility for clinical trials policy and strategy 
should sit with AHRIC. AHRIC should coordinate and 
oversee implementation of current work on clinical trials 
being done by a range of government and not-for-profi t 
groups, including the Clinical Trials Action Group and 
Cancer Trials Australia.

• AHRIC should implement the recommendations of 
the Clinical Trial Action Group’s 2011 report, Clinically 
Competitive: Boosting the Business of Clinical Trials in 
Australia.56 This should include a nationally harmonised 
system of ethical review for clinical research, including the 
establishment of national human ethics review committees.

• A review should be conducted into the appropriateness 
of a national no-fault medical injury scheme, as part of 
the National Disability Insurance Scheme, to prevent 
liability issues from deterring important clinical research 
in Australia while ensuring clear responsibility for liability.

• Comparative effectiveness research should be included 
in the remit of AHRIC.

RECOMMENDATION 10:
Enhance local integration 
and translation of research into 
clinical practice

• Responsibility for campus-based integrations such as 
Academic Health Science Centres (AHSCs) and practice-
based research collaborations (PBRCs) that are focussed 
on the translation and implementation of research into 
clinical practice should sit under the new AHRIC.

• AHRIC should develop a policy framework for accreditation 
and funding of not more than 10 AHSCs nationally.

• Any funding to an AHSC should be based on its 
capacity to demonstrate signifi cant current and past 
collaborative outcomes.

• A program audit should be conducted prior to funding any 
new PBRC initiatives to ensure that there is a gap PBRCs 
could fi ll and/or that existing programs could be informed 
by or re-focussed towards PBRC-style activities.

RECOMMENDATION 11:
Improve commercialisation initiatives

• AHRIC should work in partnership with the research sector 
to develop a new incentive scheme to assist research 
organisations in gaining access to the advice and support 
they need to protect and maximise the commercial value 
of their intellectual property (IP) assets. 

• The Federal Government should commission a review into 
overcoming issues with the commercialisation of research, 
and the so-called “valley of death”, which could act in 
parallel to a similar review being conducted in the UK.

RECOMMENDATION 12:
Engage the community and 
consumers in research

• Consumer representatives should be members of AHRIC 
research stream advisory committees and the Australian 
Health & Medical Research Board.  

• The Australian Health & Medical Research Board should 
develop a consumer friendly annual report on the state of 
health and medical research, which should be presented to 
Parliament and made widely available. 

56. Clinical Trials Action Group (2011) Clinically Competitive: Boosting the Business of Clinical Trials in Australia, Australian Government, Canberra.
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Appendix 1 – The role of Australia’s Medical Research Institutes

Australian MRIs
MRIs are not-for-profi t medical research organisations that 
operate independently from a university or hospital. That 
is, they are separately established via an Act of Parliament 
or, more commonly, as incorporated companies. Many 
of Australia’s MRIs are internationally recognised leaders 
in health and medical research, with research spanning 
fundamental biomedical discovery to clinical trials and public 
health research. Each MRI has affi liations with universities 
and trains higher degree research students. 

MRIs have a distinct and vital role in the health and medical 
research sector, providing a direct interface between 
laboratory-based research and clinical practice. Australia’s large 
number of MRIs – over 50 in all – has few parallels in other 
developed countries. This fact has at times led to the view 
amongst some health and medical research stakeholders that 
MRIs are a hindrance to more collaborative processes as they 
add yet another class of organisation to that experienced in 
other jurisdictions. However, the results MRIs generate speak 
for themselves. Australia’s MRIs consistently demonstrate the 
highest level of research impact compared with other research 
sectors, including universities and hospitals.57 They are also 
more successful at generating commercialisation revenue than 
Australia’s leading universities.58

When combined, MRIs receive around $350 million in peer-
reviewed grants each year (including around $200 million 
in NHMRC grants, 32% of the NHMRC annual budget).59 
This leverages an estimated $350 million in funds from other 
sources.60 Australia’s MRIs vary in size from 27 to over 700 
staff and students, and represent over 7,800 full time equivalent 
researchers, support staff and higher degree students.61

Strengths of the MRI model
The unique strengths of Australia’s independent MRIs include:

• the independence to focus on research and its  
translation. They are free of the burden of competing 
priorities, resulting in higher productivity and excellent 
post-graduate training.

• vigorous and nimble organisational models. They are 
based on niche areas of expertise and genuine community 
need, and are rapidly responsive to new opportunities and 
changing needs.

• relatively small organisational structures. This minimises 
bureaucracy and maximises innovation. 

• productive, merit-based business models. They are 
overseen by experienced boards, including some of 
Australia’s most knowledgeable business professionals.

• ability to attract philanthropic funding. This funding may 
otherwise not be directed to health and medical research.

• high collaborative potential and translational capacity. 
This is built on the close affi liations many MRIs already have 
in place, and have the potential to develop, with hospitals.

• excellent community connections. Thanks to their 
independence, MRIs provide a public face for health and 
medical research and for attracting business/legal/political 
talent to take part in health and medical research boards.

Opportuntities and challenges 
for the MRI sector
MRIs face many of the same opportunities and challenges as 
other research organisations in, for example, better integrating 
their activities with the health sector and other key stakeholders 
such as universities, and continuing to attract and retain the best 
researchers. Some MRIs also face issues of scale and fi nancial 
sustainability and may need over time to strike up new alliances 
and relationships. An example already in place is the Florey 
Neuroscience Institutes where three MRIs have joined forces 
and share facilities with a fourth co-lated research institute.

MRIs are committed to contributing to this review to establish 
the future direction and focus of the Australian health and 
medical research sector and to working towards the strategic 
goals we share with other key stakeholders.

Appendices

57. Henadeera K and Biglia B (2009) A bibliometric analysis of biomedical research in Australia, Research Evaluation and Policy Project, The Australian National University, Canberra.

58. L.E.K. Consulting (2009) Costing Medical Research to Reform Health Outcomes, prepared for the Association of Australian Medical Research Institutes, Sydney.

59. L.E.K. Consulting (2009) Costing Medical Research to Reform Health Outcomes, prepared for the Association of Australian Medical Research Institutes, Sydney; NHMRC Research 
Funding Dataset 2002-2011, accessed 10 March 2012.

60. L.E.K. Consulting (2009) Costing Medical Research to Reform Health Outcomes, prepared for the Association of Australian Medical Research Institutes, Sydney.

61. AAMRI internal records.
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Appendix 3 – Draft vision for Australian health and medical research

In order to set the agenda for the coming 10-15 years of 
Australian health and medical research, a bold national vision 
is required, one that will provide an agreed end point for 
the efforts of government, funders, researchers, clinicians, 
philanthropists, industry, patients and other key stakeholders. 

AAMRI’s suggested vision focuses on the benefi ts that health 
and medical research should seek to deliver.

National vision for health and medical research
That Australia continues to develop and enhance its global 
reputation as a high quality, innovative contributor to health 
and medical research within a national policy framework that 
enables the sustainable delivery of new knowledge, improved 
health and economic outcomes that are of benefi t to:

• patients, their families and communities;

• clinicians and others involved in care delivery;

• our public, private and not-for-profi t healthcare providers;

• government decision-makers;

• funders and philanthropists; and

• commercial enterprises and investors.

Aspiration for the health and medical research 
sector
The vision for the outcome of health and medical research 
is directly related to, but should not be confl ated with, the 
aspirations of the health and medical research sector. For this 
reason it is important to articulate an aspiration for the sector 
as a whole.

Statement of Aspiration for the 
health and medical research sector

The aspiration of AAMRI members is to see the Australian 
health and medical research sector and its constituent 
organisations – including biomedical, clinical, health services, 
health policy and population health research providers – 
broadly recognised across the community, government 
and business as necessary and vital to Australia’s health, 
economic and social wellbeing. This will be achieved by 
making major and ongoing contributions to:

• the growth in scientifi c and medical knowledge;

• the health and wellbeing of individuals and communities;

• the development and implementation of better treatments 
and models of care delivery;

• the informing of community debate on health-related issues;

• the formation of government policy and decision making; and 

• economic prosperity.

Appendix 2 – NIH Requests for Application (RFA) scheme

Requests for Applications (RFAs) are a grant scheme of 
the NIH.62 An RFA solicits research grant applications in a 
well-defi ned area in order to accomplish specifi c program 
objectives or stimulate research in a priority area. RFAs 
might support research in an understudied area, take 
advantage of scientifi c opportunities, address high priorities 
of an NIH program or institute/centre, or meet needs in 
research training and infrastructure. The types of research 
funded by RFAs span the range of NIH grant categories 
(or ‘activity codes’), including (but not limited to) research 
projects, training and development programs, shared 
facilities, exploratory/development grants, and small business 
technology transfer grants. 

RFAs are issued on an “as needed” basis and include a highly 
detailed description of the objectives of the project. RFAs 
also indicate the amount of funds earmarked for the initiative, 
the number of awards likely to be funded, submission and 
commencement dates, the selection criteria and review 
process involved, and the maximum duration of a project. 
Reviewing of applications can take around 6-12 months, 
and generally involves a scientifi c merit review (assessing 
the likelihood the project will have a strong infl uence on the 
research fi elds involved), with recommended applications then 
undergoing an advisory council review. Generally, applicants 
receive a written critique of their application.

Eligible organisations vary, but can include government 
departments, higher education institutions and not-for-
profi t organisations, community organisations, for-profi t 
organisations and, on some occasions, foreign institutions.

62. http://grants.nih.gov/grants/guide/search_results.htm?year=active&scope=rfa 
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Appendix 4 – Case studies of campus integration involving AAMRI members

Case study 1: Royal Children’s Hospital (RCH) 
campus (Melbourne)63

The RCH campus comprises: 

• The Royal Children’s Hospital

• Murdoch Childrens Research Institute

• The University of Melbourne Department of Paediatrics

• The Royal Children’s Hospital Foundation

Vision

The campus vision is to be: 

 “A world-class children’s hospital campus incorporating 
clinical care, research and teaching.”

 “The Royal Children’s Hospital (RCH) campus will fulfi l 
its purpose by being a major contributor to the creation 
of knowledge for disease prevention and treatment, by 
educating health professionals and the community, and by 
applying the knowledge clinically and through appropriate 
population interventions. The environment will attract and 
retain the most talented and highly motivated staff to give 
effect to this vision.”

Structure and funding

The RCH is not incorporated and members’ experience 
demonstrates that a model of joint leadership can facilitate 
effective integration and collaboration. The hospital, university 
department, research institute and fundraising arm each 
retain their own independent structure but work together 
through a campus council to set strategic goals and develop 
campus-wide initiatives.

The RCH campus raises $10 million of philanthropic funding 
each year, which is invested directly in medical research. 
This support helps increase their research capacity and 
global competitiveness. It allows the RCH Campus to take 
risks on exciting new but unproven projects that later can 
be expanded through competitive funding support as the 
science is demonstrated. In addition to seed funding for 
research projects, philanthropic funding also supports the 
recruitment of leading clinicians with research appointments, 
facilitates the purchase of equipment to develop research 
capacity, contributes to primary care and community training 
programmes, provides gap research funding and top-ups for 
indirect costs. The campus members have estimated that for 
every dollar of philanthropic funding received, they are able to 
leverage an additional $5 of peer-reviewed funding.

Governance

The campus council was established to create an overarching 
campus strategy to achieve a shared purpose and vision. 
The council comprises an independent chair, and two 
representatives of each of the three campus partners 
and The Royal Children’s Hospital Foundation. The Royal 
Children’s Hospital Foundation, the fundraising arm of the 
hospital, engages the community to raise funds and works 
with the campus partners to identify fundraising projects 

or initiatives for research, training, education and medical 
equipment. Philanthropic funds are distributed to our research 
teams based on performance and research excellence. The 
aspiration of the campus council is to develop sustainable 
agreements, systems and structures that enhance and 
advance the collaborative relationship between the three 
partners, supporting them in their ambition to rank as one of 
the best children’s hospital campuses in the world. To this 
end, the council has established research and education 
committees across the campus to align strategies and foster 
collaborations, and has progressed with harmonisation of 
branding and human resources.

The campus research committee is responsible to campus 
council. Its purpose is to maximise child and adolescent 
health research outcomes for the campus, whilst recognising 
and supporting the achievement of research-related 
performance objectives for each campus partner. It develops 
a campus-wide research agenda and associated research 
performance measures; identifi es high-level strategic priorities 
for the consideration of campus council; convenes and 
considers input from a broad-reaching research advisory 
forum; and encourages effective communication between 
researchers and clinicians. The campus research committee 
comprises nine members: the executive leaders and two 
nominated researchers from each of the three campus 
partners. Membership is balanced to include representation 
from clinical, public health and laboratory research disciplines.

Research performance measures

The Murdoch Childrens Research Institute measures research 
performance annually across three broad categories: 
knowledge creation (publications), inputs to research (grants, 
students), and translational outcomes (commercialisation, 
clinical and public health outcomes, policy adoption). This 
annual evaluation is a powerful tool for assessing the 
Institute’s progress towards achieving its strategic goals, 
and is a key driver for research excellence. Demonstrating 
excellence in the translation of research to clinical and public 
health outcomes is an integral part of the performance 
evaluation. 

The campus annual report regularly highlights examples of 
research programs that have impacted clinical outcomes and 
changed clinical practice at local and state levels, with some 
adopted nationally and internationally.

Research grants

Grants from government and external funding bodies are 
awarded based on the quality and signifi cance of research 
and are an external measure of research excellence. In 2010, 
campus researchers were awarded a record $28.8 million from 
NHMRC and $0.8 million from ARC for new research initiatives 
commencing in 2011. The number of campus publications also 
increased, from 684 in 2009 to 819 in 2010, with many of 
these in the world’s highest ranked journals.
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Case study 2: Westmead campus hub 
collaboration, Sydney64

 “In regard to the way we integrate activities on Westmead 
campus, people and organisations do together the things 
they see an advantage in doing but at the same time we 
maintain our separate identities. In this sense the campus 
has successfully developed organically rather than having 
processes such as amalgamations thrust on us from 
above. We are now at the point where we share equipment, 
and make joint grant applications, and we are coordinating 
planning of major building projects so that all laboratory 
research and hopefully also the clinical schools on campus 
will all be located in close proximity to each other.  

 We are very conscious of the need to maximise the 
value of every research dollar for the benefi t of patients 
and the community. The donors who support our research 
make it very clear that they appreciate the fact that we all 
work together.” 

 Professor Roger Reddel, CEO, Children’s Medical 
Research Institute

History

Westmead campus in Western Sydney has operated an 
effective, unincorporated collaborative venture between 
researchers, academics and health service clinicians for 
approximately 10 years. As with all successful teaching, 
research and service collaborations, its membership refl ects 
the unique structure of the Westmead campus.

Members include:

• Westmead (adult) Hospital

• Westmead Millennium Institute (an independent MRI)

• Children’s Medical Research Institute (CMRI) (another 
independent MRI)

• Children’s Hospital Westmead/Kids’ Research Institute 
(the key research entity of Children’s Hospital Westmead)

Each Hub member maintains its own branding, marketing and 
fundraising activities but work in collaboration as required

Governance

Governance processes are similar to those in operation on the 
RCH campus. Overall leadership is provided by a hub council, 
which meets quarterly and consists of representatives from 
each of the member entities as well as the NSW Department 
of Health and the University of Sydney. The chair of the 
council is rotated over time.  

The operational aspects of the Hub are managed through a hub 
executive, which consists of the CEOs and one senior leader 
from each of the four member entities. Refl ecting the unique 
makeup of the Westmead campus the hub executive also 
includes representatives of the University of Sydney adult and 
paediatric clinical schools located on the Westmead campus.

Focus of activities

The hub makes joint submissions for funding and to expert 
bodies. The hub also plays a major role in equipment 
purchase. All equipment for the campus over an agreed dollar 
value is handled by a hub process. Equipment is then owned 
and hosted by one of the hub entities and made available to 
other users, including to research institutions elsewhere in 
Western Sydney.

Staffi ng appointments

Many researchers and clinicians have conjoint or clinical 
appointments at the University of Sydney.

Future directions

Although unincorporated, members are moving towards 
physical co-location of research on campus. Over the coming 
years CMRI intends to re-build and expand. CMRI and Kids’ 
Research Institute (KRI) are already located immediately 
adjacent to each other, and Westmead Millennium Institute is 
about to commence building its new facility next to CMRI and 
KRI. There are also plans to ultimately house the University 
clinical schools (medical and dental) in proximity to the 
combined research facilities.

64. Information provided by Professor Roger Reddel, CEO, Children’s Medical Research Institute.
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65. www.nihr.ac.uk/infrastructure/Pages/infrastructure_clahrcs.aspx; National Institute for Health Research (2012) Collaborations for Leadership in Applied Health Research and Care 
(CLAHRCS), 4.5 CLAHRCs version 4 (January 2012), NIHR, London. 

66. Conklin, A, Hallsworth, M, Hatziandreu, E and Grant, J (2008) Briefi ng on linkage and exchange: facilitating diffusion of innovation in health services, RAND Corporation Europe, prepared 
for the UK Department of Health, Cambridge.

Appendix 5 – Case studies of practice-based research collaborations

Narrowing the second translation gap in the UK 
through practice-based research collaborations – 
CLAHRCs65

Nine collaborations for leadership in applied health research 
and care (CLAHRCs) were established in October 2008 
by the English National Institute for Health Research. Their 
aim is to encourage and strengthen collaborations between 
universities and local NHS organisations. These collaborations 
are focused on improving patient outcomes through 
changing the way applied health research is conducted, 
and strengthening the use of research results in health 
care practice. Each of these collaborations shares some 
overarching purposes, but there are also many differences 
refl ecting local circumstances, including local research and 
health care priorities and historic strengths. The CLAHRCs 
have a remit to identify and address problems facing the 
NHS and its patients through the application and the conduct 
of applied health research. Their focus is therefore not only 
on the translation of research (whether undertaken locally 
or elsewhere) but also on developing ways of doing applied 
research that maximise its chances of being useful to the 
service and of being implemented.

Linkage and exchange in Canada66

The concept of “linkage and exchange” is both a philosophy 
and a strategy focused on closing the gap between 
research (innovation) and practice (action). Linkage and 
exchange initiatives actively aim to bring research fi ndings 
and decision-making closer together by emphasising 
interpersonal connections (interactions). Specifi cally, linkage 
and exchange strategies involve initiatives that seek to (1) 
promote research use in decision contexts, and (2) encourage 
research that generates evidence that is of use to decision 
makers. Since 1990, researchers have argued that formal 
linkages and frequent exchanges between researchers 
(knowledge producers) and decision makers (knowledge 
users) are necessary if scientifi c information is to inform 
policy development. For example, the concept of interaction 
between producers and users of research has been promoted 
as a necessary strategy for health researchers in Canada: 
The Canadian Health Services Research Foundation 
(CHSRF) mandated the inclusion of decision makers in 
its research programs. Moreover, between one third and 
two thirds of research organisations across Canada involve 
representatives of their target audiences in various stages of 
the research process.

Courtesy of the Lions Eye Institute
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