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ABOUT AAMRI 

AAMRI is the peak body representing medical research institutes (MRIs) across Australia. Our 

45 member institutes are leaders in health and medical research, and collectively represent over 

10,000 staff and students and an annual turnover of more than $1 billion. The vast majority of our 

members are independent MRIs (iMRIs), that is, mission-driven charities legally independent of a 

university or hospital, and co-located with a hospital or healthcare provider. The remainder of our 

members are university- or hospital-based institutes, or an alliance of research partners.  

Australia’s MRIs work on an extensive range of human health issues, from preventative health and 

chronic disease, to mental health, Indigenous health and improved health services. Their research 

ranges from fundamental biomedical discovery through to clinical research and the translation of 

research findings from bench to bedside. Together, they aim to drive innovation in healthcare to 

improve the lives and livelihoods of people in Australia and world-wide.  

Unless specified otherwise, AAMRI data referred to throughout this submission relates only to 

the 37 iMRIs that were AAMRI members as at 31 December 2013, and excludes data provided 

by university-based or hospital- based AAMRI members.
1
 

 

  

                                                      

1
 Includes the Peter MacCallum Cancer Centre as an independent iMRI. 
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EXECUTIVE SUMMARY 

By all available measures of impact and success, Australia’s independent medical research 

institutes (iMRIs) are the jewel in the crown of Australia’s health and medical research sector. 

Through a unique model that combines a clear mission-based focus around improved health 

outcomes, strong links with health service providers and policy makers, and valuable support from the 

community and business sector, iMRIs provide an interface between research excellence, healthcare 

and community need that other research organisation models are not able to achieve. Through nimble 

organisational structures overseen by highly experienced voluntary boards including some of 

Australia’s most experienced business and community leaders, and rigorous processes of audit and 

financial control, iMRIs ensure that they continue to surpass other research organisations in outcomes 

and efficiency. 

iMRIs achieve this despite operating in an environment where they are not supported by the 

Federal Government in an equitable manner compared to other parts of the research sector, 

causing underlying structural issues and weakening the sustainability of the sector. AAMRI and its 

members, therefore, welcome the opportunity to participate in this review to demonstrate the 

importance of iMRIs, address any misconceptions about the sector, and discuss opportunities to 

strengthen the contribution of iMRIs to improved health outcomes.  

The iMRI model originally grew out of the need to increase the capacity, efficiency and quality 

of medical research taking place in tertiary hospitals, linked to improved health service provision 

and health outcomes. Many iMRIs ‘spun out’ of hospitals themselves, and remain embedded in the 

hospital campus, to provide the facilities and supportive environment for clinically-relevant research. 

Several iMRIs have evolved this model to embed research in other primary and secondary healthcare 

facilities, or to influence policy and population health outcomes.  

In each case a health service provider benefits from the resources of the iMRI, while the iMRI is 

aided in its mission to impact health outcomes by access to healthcare or health policy 

professionals, patients and/or health data. This enables iMRIs to undertake types of health and 

medical research, translation and implementation that other parts of the sector would have difficulty in 

pursuing. This level of proximity is not possible for many universities, which may explain why many 

have supported the establishment of iMRIs that are in a better location to deliver health benefits. It is 

for this reason – and the critical importance of proximity for the iMRI model – that there are in the 

order of 50 iMRIs directly linked to teaching hospitals or other healthcare providers. In each case, the 

priority focus is research and its translation into the clinical and community setting for a direct impact 

on health outcomes.  

Of course, universities and hospitals are also critical players in the health and medical 

research sector, but have different (and, at times, competing) priorities, capabilities and 

measures of success. Research-intensive universities are ultimately driven by improving their 

standing in world-wide university rankings, and their ability to attract students nationally and 

internationally, both critical to the sustainability of the university sector and an important export earner 

for the Australian economy. As a result of both their size and the way the Government provides major 

infrastructure support (e.g. National Collaborative Research Infrastructure Scheme), universities also 

host a major component of large-scale national research infrastructure, vital not only to their own work 

but to all institutions engaged in health research. While the university model breeds research 

excellence (as part of international university rankings), the motivation to improve healthcare provision 

in our hospitals and other community services, a specific disease or population health focus, and links 

with the community are not present at the uppermost levels of governance.  
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While it is acknowledged that research-active healthcare services provide better health outcomes, key 

performance indicators (KPIs) that drive Local Health District (LHD) priorities generally do not include 

metrics for research, and many healthcare facilities do not have the capacity in the resource-

constrained environment within which they exist to sufficiently support research. The fact that the 

Strategic Review of Health and Medical Research (the McKeon Review) could not find reliable data to 

ascertain the level of research expenditure in the hospital sector is testament to this. This is where 

iMRIs play a crucial role in supporting health professionals and policy makers to undertake research in 

an organised environment conducive to research excellence.  

It is vital that any evaluation of the efficiency and impact of iMRIs both appraises best practice 

within the sector, and compares the iMRI sector with other parts of the research sector, 

including universities and hospitals. Where comparators are available, we have attempted to provide 

some of these in our submission; but other information held within government agencies would no 

doubt also be of use to the review panel.
2
  

Unfortunately, there are major distortions in the reporting of output and outcome measures of 

iMRIs, hospitals and universities, with the outputs of iMRIs often attributed to the university sector 

(see page 16). This should be carefully considered when comparing sectors and in any 

recommendations to strengthen the iMRI sector. 

In this submission we highlight the following key points for consideration in strengthening the 

iMRI sector: 

 MRIs are extraordinarily diverse – in their administration processes, links with affiliated health 

services and universities, nature of research, types of research outputs, level of in-house health 

service provision, and so on. This diversity is one of the sector’s greatest strengths as 

organisations respond to variations in structural situations, and should be encouraged by 

government policies and funding mechanisms. 

 The financial structure of each iMRI is also distinctive in terms of sources of income and 

accumulated assets. A characteristic of iMRIs is that research staff generally have defined-

term contracts that are renewable on performance. Although this can be demanding on 

researchers, it means that the financial exposure of iMRIs cannot be compared to universities 

with predominantly tenured staff; it also provides a greater opportunity for iMRIs to retain staff 

who are ‘at the top of the game’ rather than being encumbered with tenured staff who are no 

longer performing at the highest level. 

 The optimal organisational structure and size of an iMRI is determined by the focus and 

mission of the particular institution. There is no one-size-fits-all model.  

 The biggest gains in productivity for the medical research sector are to be obtained by 

focussing on the efficient running of the National Health and Medical Research Council 

(NHMRC) and indirect cost funding schemes, which impact every researcher, and the 

operations of organisations that receive the most government funding. Although there has 

been a fervent, almost ideologically-driven, focus on a perceived lack of efficiency of smaller 

iMRIs, the reality is that AAMRI’s ten smallest iMRIs receive less than 2.5% of the NHMRC 

budget.
3
 We contend that an over-emphasis of this review on smaller iMRIs is a distraction from 

the main game. 

                                                      

2
 E.g. Audits of NHMRC administering institutions, Department of Education financial information for universities (keeping in 

mind that they include data for iMRIs that administer their grants through a university), state governments (e.g. NSW MRSP 

program that hold data on finances, research governance and capabilities of NSW iMRIs). 

3
 Based on data provided to AAMRI by members for NHMRC grants and fellowships commencing 2012 (including out-years and 

including monies distributed to iMRIs regardless of who administered the grant). Includes 10 iMRIs ranging up to 77 full-time 

equivalent (107 headcount) staff and students as at 1 July 2013. 
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 The iMRI sector is highly efficient and productive, with stronger outputs and outcomes 

relative to inputs than other parts of the health and medical research sector.  

 By virtue of their smaller sizes and flatter governance structures, iMRIs are inherently 

more flexible and reactive than other research organisations, and are unencumbered by 

competing priorities. 

 iMRIs are widely seen by researchers as desirable places to work because of their 

research excellence, the lack of pressure for researchers to teach (which can detract from 

research outputs), easy access to support staff and facilities, and close links to the clinical 

setting.  

 iMRIs are regarded by businesses as desirable organisations with which to collaborate 

because they are nimble and much easier to work with than more bureaucratic research 

organisations.  

 iMRIs, by virtue of their close relationships with health service and public health 

providers undertake a plethora of research essential to addressing health questions that the 

university sector cannot easily undertake. 

 The existence of multiple iMRIs focussed on similar areas of research is a product of the 

iMRI model, whereby the co-location with a hospital or health service provider directly 

influences the research capacity and innovativeness of the hospital or health service, 

and provides health professionals with a conducive environment to undertake research. This 

should be seen as no more duplicative than multiple universities housing medical faculties, all of 

which have a similar mix of researchers. 

 A valuable and rapidly proliferating model of collaboration is that of geographically-

aligned health and medical research ‘precincts’ or ‘hubs’, involving a hospital, iMRI(s) and 

university partners, providing an overarching governance structure, while allowing individual 

partners to retain their independence, flexibility and singularity of focus.  

 The lack of equitable, transparent, efficient and sufficient funding for the indirect costs of 

research is the biggest threat to the efficiency, sustainability and impact of iMRIs, and 

should be rectified as an absolute priority of the iMRI review. It undermines iMRIs’ ability to 

retain researchers, provide best-practice support services, and translate research into new 

drugs, devices and healthcare practices. 

 The current system of iMRI indirect costs funding does not encourage iMRIs to diversify 

their funding base because (unlike the system that supports universities) it is awarded 

based solely on NHMRC grant income. Further, the insufficient funding for the indirect costs 

of research of iMRIs compromises access to philanthropic and commercial funders, which do 

not find subsidising the indirect costs of government grants an attractive investment proposition.  

 A further inequality imposed on iMRIs is their formal exclusion from ARC funding. This 

limits their ability to undertake research in the enabling sciences, which are increasingly 

underpinning new frontiers in health and medical research, and compromises both their 

international competitiveness and outcomes.  

 There is an opportunity for iMRIs to improve the commercial translation of research by 

bringing together sub-critical groups of commercialisation expertise at iMRIs and/or 

hospitals into larger, more viable arms. 
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SUMMARY OF OUR RECOMMENDATIONS 

1. The MRFF is a crucial opportunity to act on the recommendation of six separate Federal 

Government-commissioned reports over the past 16 years,
4
 and the recent National 

Commission of Audit to provide consistent, transparent, equitable and sufficient funding 

for the indirect costs of research for all research organisations as an absolute priority in 

improving the efficiency of these organisations, and freeing them up to be more entrepreneurial, 

including through interactions with global industry. This should cover full funding for the indirect 

costs associated with all Government grants and additional funding that rewards (and thus 

encourages) a more diverse funding base and/or research excellence/translation (see Qu 2). 

The ideal solution would be for the indirect costs of research component to be included with direct 

costs in the awarding of Commonwealth Government research grants, to reflect the true cost of 

the contract into which the Government and the iMRI have entered (as is best practice 

internationally, how in-house Government research operates, and the norm for any other form of 

tender process into which the Government enters); additional funding to encourage diversification 

of funding and excellent/translation of research could be provided through a modified ‘block grant’ 

scheme for all research organisations. A compromise that would require less cross-government 

reform, but which would be inherently unstable, is a more equitable system of indirect costs 

funding across the medical research sector through a modification of the present schemes. 

2. We urge the Government to allow iMRIs to be eligible organisations for ARC schemes, to 

enable them to build areas of expertise in the underpinning enabling sciences, which are 

increasing driving new frontiers in health and medical research.  

3. We propose that Government funding (such as the NHMRC Advanced Health Research and 

Translation Centre scheme or new funding for early-stage commercialisation activities) be 

used to bring together sub-critical groups of commercialisation expertise at iMRIs and/or 

hospitals into larger, more viable arms to boost iMRI commercial returns. Targeted funding for 

clinical trials would also be a good means of increasing the impact of iMRIs through their 

involvement in investigator-driven clinical trials. 

4. We recommend that the NHMRC transition to larger, 5-year grants, to help support the 

career stability and progression of (non-tenured) research-only staff employed by iMRIs, as 

well as the increasing number of staff in research-only positions at universities, as these 

organisations see the value of research-only positions in driving research excellence and 

university outputs.  

The iMRI sector is a crucial part of the coherent, multi-faceted national approach to health and medical 

research needed for the advances in health outcomes the Commonwealth Government seeks to 

achieve. To compromise the independence of iMRIs would be to compromise their agility, efficiency, 

strategic freedom, innovativeness, public profile and links to the community and business sectors. To 

strengthen the iMRI model is to provide iMRIs with equitable funding to support them to embed 

research in the health system, increase the efficiency and effectiveness of health services, and 

improve health outcomes in Australia and world-wide.   

                                                      

4
 McKeon, S, et al. (2013) Strategic Review of Health and Medical Research - Better Health Through Research, Australian 

Government, Canberra; Bradley, D, Noonan, P, Nugen, 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. 
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OPPORTUNITIES FOR EFFICIENCES 

1. Having regard for sources of medical research funding in Australia, current funding 

arrangements and other players in the sector 

a. Identify and describe key elements of a best practice model for iMRIs. Suggestions may 

address organisational structure, and capital and asset models 

iMRIs are a very diverse set of organisations in terms of their organisational structures, asset models, 

and reliance on different funding sources compared to the university and hospital sectors. 

Consequently, there is no one-size-fits-all best practice model. 

Attributes unique to iMRIs compared to other types of medical research organisations: 

 independent mission-based charities with a clearly-articulated focus on health and medical 

research and its translation into clinical practice and improved health outcomes;   

 independent, skills-based voluntary boards that draw on the expertise of business and 

community leaders, with delegated authority to the Executive Director, ensuring strategic, 

effective and agile governance free of red tape; 

 ASIC-regulated public companies limited by guarantee (or incorporated entities resulting from 

state Acts, or similar) requiring rigorous processes of audit and financial control; 

 co-located with a hospital or health service provider, or providing health services in-house, with 

access to health professionals, patients / population groups and health data;  

 support health practitioners and policy makers to undertake research in an organised 

environment, conducive to research excellence; 

 provide a training environment for higher degree students, but no articulated goal around under-

graduate education and no ability to confer degrees; 

 a reliance on variable, non-recurrent funding from a range of sources, including state and 

federal governments, industry, philanthropy and bequests, fundraising and competitive grants 

from trusts and foundations; and 

 predominantly defined-term contracts for research staff that are renewable based on 

performance, rather than primarily tenured staff.  

Areas of iMRI diversity that affect best practice models: 

 role of a state government in an iMRI’s establishment or continued governance structure;  

 size, ranging from 10-1,800 staff and students, and an annual turnover of $3-113 million;5  

 proportion of an institute’s revenue from different funding sources (e.g. commercial, 

government, philanthropy, bequests, trusts and foundations); 

 method of administering Federal Government research grants – self-administered versus 

administered on an iMRI’s behalf by an affiliated university; 

 presence of inter-state or international arms or subsidiary companies; 

 nature of affiliations with Local Health Districts (LHDs) or health services;  

                                                      

5
 Staff and student data refers to headcount as at 1 July 2013, or later, as provided. Annual turnover refers to 2011-12 or 2012 

financial period. 
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 affiliation agreements with universities; 

 relative focus of research on laboratory-based research, clinical research, and desk-top / 

community-based public health and policy research, and the concomitant requirement for 

specialised equipment and support services; 

 level of sharing or outsourcing of administration and support services, including human 

resources (HR), occupational health and safety (OH&S), grant administration, 

commercialisation services, information technology (IT), library services, ethics committees, 

etc.; and 

 degree to which research facilities and major capital items (e.g. animal house facilities, high-end 

microscopy, flow cytometry) are provided in-house, through partnership agreements, or co-

purchased/shared with other research organisations. 

Best practice: governance  

In AAMRI’s view, a best practice governance model for iMRIs is a truly independent, skills-

based board, including representation from the community and business sector, and no 

majority representation by an affiliated organisation.
6
 This provides true independence and the 

ability to act swiftly and in the best interests of the organisation in response to change without being 

encumbered by layers of bureaucracy or competing priorities of a parent organisation. Similarly, the 

streamlined governance structure of iMRIs means that the decision maker (the CEO/Director) is close 

to the ‘coal face’ of the organisation, and can address risk quickly – something lacking from the 

highest levels of governance of larger research organisations such as hospitals and universities. Many 

iMRI boards include representatives of their affiliated LHD or health service provider and their affiliated 

university. To varying degrees, iMRIs also involve the community and patients in the strategic planning 

processes of their institute and research program.  

Case Study: Community and consumer involvement in strategic planning 

The Consumer and Community Participation Program established by the Telethon Kids 

Institute in partnership with the UWA School of Population Health provides a range of resources 

and support to enable consumer and community participation to become standard practice in research 

and teaching programs. Community oversight is an integral aspect of the program. Consumer and 

Community Advisory Councils meet quarterly to provide advice and a community perspective on 

organisational issues such as strategic planning and research programs to enhance the quality and 

relevance of research activities. Council membership includes community members, senior staff 

members and researchers. As a consequence of the program, over 138 consumer and community 

members are contributing to research policy and practice on a diverse range of research teams and 

committees at the school and institute. 

Best practice: organisational structure 

The unique iMRI organisational model grew out of the need to provide a ‘strategic umbrella’ around 

research taking place in tertiary hospitals. Many iMRIs that ‘spun out’ of hospitals remain closely 

affiliated with a LHD. Others iMRIs help embed research in an affiliated primary or secondary 

healthcare facility (e.g. the Alice Springs arm of Baker IDI Heart & Diabetes Institute works closely  

with Indigenous health services) or run the iMRI alongside health service provision under the same 

organisation (e.g. Lions Eye Institute, Queensland Eye Institute, Brien Holden Vision Institute, 

                                                      

6
 An independent board (or a demonstrable level of independence from a parent organisation) is a criterion for AAMRI 

membership. 
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Woolcock Institute). Other iMRIs (e.g. Burnet Institute, The George Institute, National Ageing 

Research Institute) have a public health focus, and work with communities and government agencies 

to influence health policy, or directly implement their research through public health activities. Some 

other iMRIs were established by an Act of state government (e.g. QIMR Berghofer, Centenary 

Institute, Garvan Institute) to perform research of strategic importance or which may not have been 

responded to by other research organisations at the time. Others iMRIs (e.g. Bionics Institute) have 

emerged from universities to give the necessary flexibility to determine their own strategic direction.  

In each case, the geographical and organisational proximity of an iMRI to a LHD or health 

service is key, to provide clinicians and allied health professionals the opportunity to 

undertake research using the facilities of iMRIs and in close collaboration with other iMRI 

researchers. This organisational structure helps health professionals and the clinical environment to 

inform the research focus of an iMRI, enhancing opportunities to undertake research that has a direct 

clinical benefit. Most iMRIs employ the majority of their staff, and share employment of research-active 

health professionals with an affiliated LHD. There are a few cases where almost all of the research 

staff of an iMRI are employed through the affiliated LHD. To varying degrees, iMRI research staff have 

co-appointments with an affiliated university. The university in return provides certain support services 

to these staff (e.g. access to library facilities) and is generally acknowledged on publications to which 

these staff contribute.  

A characteristic of iMRIs is that research staff generally have defined term contracts that are 

renewable on performance. Although this can be demanding on researchers, it means that the 

financial exposure of iMRIs cannot be compared to universities, which have predominantly tenured 

staff. It also provides a greater opportunity for iMRIs to retain staff who are ‘at the top of the game’ 

rather than being encumbered with tenured staff who are no longer performing at the highest level. 

PhD students at iMRIs are enrolled in an affiliated university, and generally have a co-supervisor at 

the university (with some exceptions). iMRIs usually only get a small proportion (if any) of the funding 

the university receives from the Federal Government through the Research Training Scheme (RTS) 

towards the costs for higher research degree students. This is an example of some of the less 

favourable terms under which iMRIs work. 

Best practice: capital and asset models 

The financial structure of each iMRI is distinctive in terms of sources of income and 

accumulated assets. Many iMRIs have built investment portfolios for the long- term sustainability of 

their organisations. The capacity to do this is dependent on the ability to attract donations, the types of 

donation stipulations, and the need to balance investments with meeting capital expenditure and 

operating costs (increasingly difficult given the paucity of Government funding for iMRIs to meet the 

indirect costs of research). Funding for buildings or specialised research equipment is typically 

sourced from specific Government schemes or ‘one off’ investments, and/or donations from Australian 

or overseas philanthropic bodies. Most Government funding schemes (or ‘one off’ investments) for 

research infrastructure do not include funding to meet the additional operational costs incurred to run 

the piece of infrastructure; nor is Government funding for major pieces of infrastructure balanced with 

increases in people and project support for the additional research capacity this new infrastructure 

provides.  

While some iMRIs own their own building, other iMRIs located within a hospital or on a hospital-

university campus lease a building or space, while others lease some of their own building to other 

iMRIs, universities or hospitals. The model used to provide major capital facilities such as imaging 

facilities, flow cytometry equipment, and animal house facilities will depend on the size of the institute, 

its co-location with a university or hospital, and the nature of the research undertaken. Some iMRIs 

primarily conduct desktop and community-based research (e.g. public health or policy research) that 
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does not require major scientific equipment. For those iMRIs with researchers who do require 

specialised equipment, this is either provided in-house, shared with a co-located iMRI, hospital or 

university, or provided through a service-provider agreement.  

More and more, iMRIs, regardless of size, are sharing resources and major capital equipment 

items with their affiliated partners, or through their part in precinct or university-hospital 

campus partnership arrangements. In any consolidation or sharing of capital assets, accessibility 

and proximity is paramount.  

Case study: Shared research infrastructure 

The Centenary Institute (a medium-sized institute, i.e. 100-300 FTE staff and students) and the 

University of Sydney have a shared high-end cytometry facility, the Advanced Cytometry Facility 

(ACF). The facility has acquired a 10 laser analyser and a 10 laser sorter that were world firsts, and a 

cytometry time of flight machine that was an Australian first. The ACF also runs teaching seminars for 

cytometry operators across NSW. 

Alfred Medical Research and Education Precinct (AMREP) 

This precinct located on the campus of The Alfred Hospital is a good example of collaboration and 

sharing of resources.  The membership, consisting of a major hospital, two Monash University clinical 

schools, two iMRIs (the Burnet Institute and Baker IDI Heart & Diabetes Institute), and the allied health 

departments of La Trobe and Deakin Universities share a broad range of research platforms and back 

office functions.  The typical model here is one of the institutions taking a lead in a particular function 

on behalf of the other members, supported by multi-lateral service agreements. The result is a single 

set of campus-wide services covering activities as diverse as ethics, animal services, library and 

education, facilities and maintenance, supply, bio-imaging and biostatistics.   

A major issue regarding the funding of capital items and facilities (e.g. tissue banks, clinical 

trials facilities, related GMP level facilities, and other important clinical resources) is the 

paucity of long-term NHMRC funding for the creation and maintenance of these, and the 

exclusion of iMRIs from receipt of other Government funding schemes to support equipment 

(e.g. ARC Linkage Grants). This means that current resources are not maintained or shared at their 

optimal level. For larger capital items and facilities, the maintenance and optimal use of current 

facilities and the emergence of new cutting edge facilities is held back by the lack of a long-term 

Government investment strategy for national infrastructure (through NCRIS). It should be noted that 

infrastructure should include all aspects such as the retention of data sets, epidemiology and clinical 

trial records, tissue repositories, data and computing banks as well as the more traditional research 

equipment. It should also include funding for the operation of the facilities, including highly specialised 

support staff. As has been the case for many past buildings and large research facilities, there is 

plenty of potential for Government funding to leverage philanthropic and state government investment. 

Best practice: administration and support services 

Ultimately, it is the responsibility of iMRIs’ experienced boards to determine where resources 

are best allocated, and whether support services and administration should be outsourced or 

brought in-house, depending on cost, efficiency, flexibility, etc. In general, researchers at iMRIs have 

freer access to support staff than in universities or hospitals, where certain support services are 

centralised as a consequence of their large organisational structures (e.g. grant administration offices, 

staff travel, procurement). Generally, as the size of an iMRI increases, so too does the degree to 

which support services are provided in-house (e.g.  OH&S, HR, commercialisation services). For small 

to medium institutes, sharing some of the support services with an affiliated hospital or university or 

outsourcing these may be a more efficient and cost-effective model than providing services in-house.  
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The more complicated the regulation and bureaucracy of the sector, the more difficult it 

becomes to provide efficient administration and support services. For example, in the case of 

research administration, the decision to administer grants through an affiliated university rather than 

in-house is generally driven by access to greater funding levels for the indirect costs of research 

through a university, albeit at the expense of transparency and accompanied by a significant increase 

in red tape as funds go through an additional intermediary and a complicated formula agreed between 

the university and iMRI before reaching the iMRI (see Qu 2).   

iMRIs have established a range of networks for HR, Chief Financial Officer (CFO), Chief Operating 

Officer (COO), Director roles and commercialisation processes. This knowledge sharing assists in 

best practice across the sector.  

b. Is there an optimally sized and structured model for an MRI in Australia? For example, is 

there an optimal size for number of scientists, number of support staff, etc.? The Panel 

notes that most Australian MRIs are smaller than their international counterparts. Do 

Australian MRIs see themselves at a disadvantage to their typically larger offshore 

counterparts?  

Optimally sized iMRI 

There is a wide variety of iMRI sizes (Fig 1) with annual turnovers ranging from $3 million to 

$131 million. The optimal size of an iMRI is determined by the focus and mission of the 

particular institution. For example, should an iMRI be focussed on a single disease from a 

multidisciplinary perspective, it should not be too big or the disciplines will retreat to their own silos 

within. If an iMRI is focussed on a single discipline such as biochemistry, then a bigger size will allow 

the iMRI to make optimal use of the highly specialised research infrastructure required.  

 

 
        Figure 1. iMRI full-time equivalent staff and students, as at 1 July 2013*  

                                * 37 iMRIs provided data to AAMRI. Different colours represent groupings of iMRI sizes that  

                                 AAMRI considers small (<100 FTE), medium (100-300 FTE) and large (>300 FTE).  
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AAMRI has not found any correlation between iMRI size and metrics of research productivity 

and impact (see below), efficiency (indirect research costs relative to direct research costs) or 

primary funding source.
7
  

For example, examining the simple academic metric of research impact (i.e. average (weighted) 

relative citation index, RCI, of publications) of biomedical research publications arising from NHMRC 

funding, NHMRC data show that there is no obvious correlation between an iMRI’s size and the 

impact of its biomedical publications (Fig 2).
8
 Further illustrating this point, five iMRIs (Centenary 

Institute, Garvan Institute, The George Institute, the Heart Research Institute, and the Walter and Eliza 

Hall Institute) were found to have biomedical research (arising from NHMRC funding) of higher impact 

than the top Australian university. While two of these institutes are in the top five iMRIs for size (WEHI 

and the Garvan Institute), the other three are small or medium iMRIs.  

 

 

Figure 2. There is no correlation between iMRI size and research impact: The average 

(weighted) relative citation impact (RCI) of iMRI biomedical publications arising from NHMRC 

funding does not correlate with the size of an iMRI.*  

* Red markers indicate those iMRIs in the top 5 universities/iMRIs for average RCI. Average RCI data were not 

available for some smaller iMRIs due to the total publication output of the iMRI being too small to accurately determine 

an average RCI.  

                                                      

7
 Based on data provided to AAMRI by members for the 2011-12 or 2012 financial period. 

8
 National Health and Medical Research Council (2013) Measuring Up 2013, Canberra. This publication measured the number 

and citation of Australian biomedical publications between 2005 and 2009 for all Australian research organisations receiving 

NHMRC funding. Relative Citation Impact compares the number of citations of a publication to the average number of citations 

received by other publications in the same field. In this way it is objective (or ‘weighted’), and is not bias towards those research 

disciplines that generally receive higher citation rates. We have compared each iMRI’s average RCI for biomedical publications 

arising from NHMRC funding, rather than the average RCI for all biomedical publications, because the former data was 

available for more iMRIs (due to the way the NHMRC reported these data). FTE staff and students also include support staff, 

and are based on data provided to AAMRI for 31 December 2007. 
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Comparing research output (i.e. number of publications) per unit input (full-time equivalent staff and 

students) of iMRIs in the same NHMRC report, we found that there was no correlation between iMRI 

size and this simple measure of academic research productivity (Fig 3). Of course, these metrics are 

very simplistic, and don’t consider other research outputs and outcomes, but they certainly do not 

support any link between iMRI size and research excellence or productivity. 

 

 

Figure 3. There is no correlation between iMRI size and ‘research productivity’. The 

number of biomedical research publications (output) per FTE staff & student (input) does not 

correlate with the size of an iMRI.  

We acknowledge that larger institutions provide a critical mass that can attract national and 

international researchers. However, many smaller iMRIs are focused on engaging clinicians and 

health professionals in research at the local level to influence and enhance clinical practice directly in 

an efficient and timely manner. Larger iMRIs may also have better purchasing power for equipment 

and resources compared to smaller institutes. With this comes an increased level of independence. 

Smaller iMRIs, on the other hand, have actively moved towards attaining efficiencies by sharing or 

accessing equipment and consolidating back office resources with other institutes or affiliated 

partners, while allowing their unique identity and purpose to remain.  
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Case study: Small-medium iMRIs attain efficiencies by consolidating back office resources 

The planned Aikenhead Centre for Medical Discovery (ACMD) based on the St Vincent’s Hospital 

Campus in Melbourne will include St Vincent's Institute (medium iMRI) together with the Bionics 

Institute and O'Brien Institute (both smaller, niche iMRIs), St Vincent’s Hospital, the University of 

Melbourne, Australian Catholic University, University of Wollongong, and Alliance Partners of RMIT, 

the Royal Victorian Eye and Ear Hospital, and the Centre for Eye Research Australia (medium iMRI). 

The ACMD Business Plan outlines the opportunity to direct more available funds into research 

outcomes by consolidating back office resources, including general administration, information 

technology support, procurement, marketing, communications, laboratory management, reception and 

fundraising functions.  

A separate group of Sydney iMRIs, including the Woolcock Institute, Heart Research Institute, The 

George Institute for Global Health and the Centenary Institute (all small or medium iMRIs) are 

currently discussing a coordinated plan for ways to share resources and save on back office costs. 

There is also no apparent optimal ratio of support staff to research staff for the iMRI model. 

Support staff can include a range of ‘general’ support staff (e.g. finance, HR, OH&S, office 

administration, research governance, grants administration, IT, building maintenance, security, 

commercialisation and business development, fundraising, communications, etc.), as well as scientific 

support staff (e.g. animal house staff, imaging or bioinformatics support services, etc.). The nature of 

research conducted (e.g. laboratory-based versus public health/policy versus clinical research), 

reliance on different funding sources (e.g. fundraising versus industry), and a range of other factors 

dictate the type and number of support staff required. The size of an iMRI will also influence the 

number of administrative and support staff provided in-house compared with those shared with or 

accessed through an affiliated hospital, university or external provider.  

It is also problematic to compare iMRI support staff ratios with those of universities or hospitals, where 

it is difficult to dissect the time of support staff spent on research versus the other roles of these 

organisations in teaching and health service delivery. This is also the case for some iMRIs that also 

provide health services, or which are embedded within a hospital and often provide research-related 

support services (e.g. ethics committees, research governance) to hospital staff as well as their own 

research staff. 

Finally, we would like to re-emphasise that, if the goal of this review is to make 

recommendations that will lead to greater efficiency from the health and medical research 

sector as a whole, focussing on those smaller organisations that collectively receive less than 

2.5% of government support seems a misplaced effort.
9
 Much better to focus on improving the 

efficiency of the NHMRC and indirect cost funding schemes, which impact every researcher and 

research organisation, and the operations of larger research organisations that receive the bulk of 

government funding in this area. 

  

                                                      

9
 Based on data provided to AAMRI by members for NHMRC grants and fellowships commencing 2012 (including out-years and 

including monies distributed to iMRIs regardless of who administered the grant). Includes 10 iMRIs ranging up to 77 full-time 

equivalent (107 headcount) staff and students as at 1 July 2013. If we included all AAMRI members that had fewer than 100 

FTE staff and students (13 iMRIs), they still represented less than 3% of NHMRC funding. 
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Australian iMRIs and international counterparts 

Several iMRIs that benchmark themselves against relevant international counterparts do not observe 

a correlation between size and competitive advantage. In particular, with regard to financial 

sustainability, several larger international medical research institutes (e.g. Scripps Research Institute) 

are in significant financial difficulty.  Key areas where Australian MRIs are at a disadvantage 

compared with their international counterparts include:  

 Lack of equitable, transparent, efficient and sufficient funding for the indirect costs of 

research: Best practice countries such as the UK and USA provide close to full economic 

costing in relation to grants. In the USA, each organisation individually negotiates a fixed 

indirect funding rate with the Department of Health and Human Services; this better reflects the 

variable costs of different types of research.  In the UK, the Transparent Approach to Costing 

(TRaC) process measures the full cost of research for government grants; UK charities also 

provide the indirect costs relating to their grants. In Singapore, there has been a huge 

investment by the government in health and medical research – including in long-term funding 

of core facilities and overheads – which has given them an important competitive advantage in 

health and medical research in the Asia-Pacific region.  

As outlined in AAMRI’s submission to the National Commission of Audit (Appendix 1), the 

Federal Government provides iMRIs with 20 cents per dollar of NHMRC grants awarded, far 

less than the 60 cents per dollar incurred
10

 and less than the funding arrangements for 

universities (which also only receive partial funding for the indirect costs of research) and 

government agencies (whose indirect costs are fully funded). This is despite consistent 

recommendations by six separate Federal Government-commissioned reviews over the past 16 

years to fully fund the indirect costs of research.
11

 The lack of core grants to meet day-to-day 

indirect costs means that, compared to our international counterparts, Australian iMRIs expend 

much more time on finding funds to fill this gap rather than on research, putting Australia at a 

competitive disadvantage internationally.  

 Inability to apply for government grants for enabling sciences: Enabling sciences such as 

mathematics, bioinformatics, engineering and genetics are increasingly underpinning new 

frontiers in health and medical research. Federal Government funding for this research falls 

under the purview of the ARC. iMRIs are not eligible administering organisations for ARC 

schemes, and iMRI staff in areas such as bioinformatics and stem cell biology cannot directly 

access these funds unless they have a greater than 0.2 FTE appointment at a university. 

 Under-reporting of iMRI outcomes: There are major distortions in the reporting of output and 

outcome measures of iMRIs, hospitals and universities because more than half of iMRIs (and 

many hospitals) administer their NHMRC grants through an affiliated university.
12

 This together 

                                                      

10
 LEK Consulting (2010) Costing Medical Research to Reform Health outcomes, prepared for AAMRI, Sydney. 

11
 McKeon, S, et al. (2013) Strategic Review of Health and Medical Research - Better Health Through Research, Australian 

Government, Canberra; Bradley, D, Noonan, P, Nugen, 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. 

12
 Many iMRIs and hospitals administer their grants through an affiliated hospital in order to obtain increased funding for the 

indirect costs of research provided by the Federal Government to universities. The NHMRC reports grant success by the 

administering institution rather than the performing institution, with those grants submitted by an iMRI or hospital but 

administered by a university being reported as ‘university sector’, and collaborative grants being attributed to the administering 

institution rather than attribution being allocated according to the funds going to each of the participating institutions. In addition, 

the NHMRC includes organisations that are not iMRIs (e.g. several Cancer Councils and foundations) under the category of 

iMRIs in reporting of grant success rates. The one exception is the NHMRC bibliometric benchmarking report, Measuring Up 
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with university affiliation agreements and honorary/adjunct university appointments of iMRI staff 

mean that many iMRI publications that receive no direct funding or support from a university are 

nonetheless attributed to an affiliated university. There is no inherent problem with affiliated 

universities being named on iMRI papers; indeed it could be argued that this enhances the 

return on the Government’s investment in medical research by attracting fee-paying students to 

Australian universities, as does the investment in iMRIs through the higher impact these 

organisations have in terms of research output and translation. However, the consequence is 

that the success of iMRIs (compared with other parts of the sector) is not fully appreciated by 

the Federal Government or the public. This is not helped by the fact that the NHMRC reports 

funding data by administering organisation, rather than performing organisation. With more than 

half of iMRIs administering grants through a university, this NHMRC data significantly under-

represents the contribution the iMRI sector makes to Australian health and medical research. 

 Lower levels of Government investment in technology platforms, including no long-term 

strategy for research infrastructure. 

 Greater access to more diverse capital markets and philanthropic funds. 

 A stronger interface with industry and greater entrepreneurial encouragement of research 

staff within the organisation. 

  

                                                                                                                                                                      

2013, where the iMRI sector was classified as those institutes that are an AAMRI member (although, again, a handful of AAMRI 

members are not strictly independent MRIs).  
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2. Identify and describe opportunities for how iMRIs might increase efficiency and avoid 

duplication in the health and medical research sector. Suggestions may address capital 

and asset models, corporate and research infrastructure, and organisational structure. 

Efficiency 

As businesses overseen by experienced boards and run by professional business managers 

and senior executives, it is already incumbent on iMRIs to ensure that they are highly efficient 

and financially sustainable (see Qu 1). iMRI boards, with their experienced board members and 

directors of companies, are also well aware of their personal liability in the event of financial or ethical 

demeanours.  

It is vital that the evaluation of the efficiency (outputs/outcomes/impact relative to inputs) of 

iMRIs both appraises best practice within the sector, and compares the iMRI sector with other 

parts of the health and medical research sector, including universities and hospitals. 

iMRIs achieve greater efficiencies and outcomes than other parts of the sector, despite 

operating in an environment where they receive less Federal Government support for the 

indirect costs of research than universities and government agencies, are excluded from research 

funding schemes available to other research organisations (e.g. ARC grants and fellowships), and 

receive little of the Federal Government funding provided to universities for the PhD students they 

train: 

 Research excellence (RCI): The NHMRC publication Measuring Up 2013 shows that 

biomedical publications from the iMRI sector have an average (weighted) impact (RCI) 65% 

above the world average, 45% above the average for Australian universities, 61% above the 

average for hospitals, and 50% above the average for Government agencies (Table 1).
13

   

 Research productivity (total weighted citations per research expenditure): The total 

(weighted) impact of all biomedical publications (output) as a proportion of research expenditure 

(input) for the iMRI sector is higher than that of universities (Table 2).
14

 

 Commercialisation success: The LEK report commissioned by AAMRI in 2010 showed that 

iMRIs performed slightly better than the Group of Eight universities in commercialisation 

outcomes, based on the number of biomedical patents per NHMRC funding received (2005-07), 

and the total value of biomedical licences, options and assignments (LOAs) per NHMRC 

funding received (2005-2007).15 In 2012, AAMRI’s 40 members at the time collectively 

submitted 139 national phase patents, had 91 patents awarded, had 303 active licenses, and 

were involved in 1,187 active clinical trials (Table 3).  

 

                                                      

13
 National Health and Medical Research Council (2013) Measuring Up 2013, Canberra; calculated based on Figures 2 and 3 (p 

25) for all biomedical publications (whether linked or not linked with NHMRC funding). Relative Citation Index (RCI) compares 

the number of times a publication is cited compared to the average in that field of research. In this way, it is not bias toward 

research fields where the number of citations of a paper tend to be higher, and is an objective indicator of impact of an 

organisation’s or sector’s publications. 

14
 Total (weighted) impact of all biomedical publications refers to the total (weighted) citations from all biomedical publications 

(i.e. number of biomedical publications x average RCI for each paper). As for RCI, this is an objective measure not influenced 

by the fields of research undertaken by an organisation or sector. This is a better representation of output than publication 

number, which does not take into account the impact of publications. Research expenditure for universities refers to the total 

expenditure on research classified under the ‘Health’ socio-economic objective in 2012 [ABS (2012) Cat. No. 8111.0, 2012 

Research and Experimental Development, Higher Education Organisations, Australia, 2012]. For iMRIs, research expenditure 

refers to total research expenditure for 2011-12 or 2012 (depending on the financial period used by the iMRI) reported by iMRIs 

to AAMRI. 

15
 LEK Consulting (2010) Costing Medical Research to Reform Health outcomes, prepared for AAMRI, Sydney. 
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 Research grant efficiency: NHMRC data for 2008-2013 show that of the top 20 institutions for 

overall NHMRC grant success rate (by administering institution), 14 were iMRIs, and only one 

was a university (at position 20).
16

 Consistent with this trend, in the latest October 2014 NHMRC 

grant announcements, iMRIs that administered their own grants had a much higher success 

rate (22.5% of grants funded) compared to the university sector (11.4%).
17

 Of 37 universities 

that applied for funding, 10 (more than a quarter) were unsuccessful in securing any funding, 

compared with 2 of 16 administering iMRIs.  

 In other indicators of research excellence, leadership, international collaboration, and innovation 

used by the Scimago Institutions Rankings, iMRIs also surpass Australian universities and other 

sectors.
18

  

 

Table 1. Research excellence: The average (weighted) impact of biomedical publications  

from the iMRI sector was 41% above the Australian average and 65% above the world 

average.* 

 
No. biomedical 

publications 
% Australia 

Total 

Average 
Relative Citation 

Impact (RCI) 

AAMRI members 14,044 20.5% 1.65 

Universities 52,822 76.9% 1.14 

Hospitals 18,764 27.3% 1.02 

Government 6,578 9.6% 1.09 

CRCs 607 0.9% 1.33 

Australia Total 68,657 100% 1.17 

* Australian biomedical publications 2005-2009 and their average relative citation impact (RCI), by sector.         

Sectors do not add up to the Australia Total because publications with authors from multiple sectors were       

attributed to all relevant sectors.  

  

                                                      

16
 Note, because more than 50% of iMRIs administer their grants through universities, some iMRI data is hidden within 

university results; see http://www.nhmrc.gov.au/grants/research-funding-statistics-and-data/summary-funded-rated-institutions-

applying-nhmrc-resea-0.  

17
 Note, because more than 50% of iMRIs administer their grants through universities, some iMRI data is hidden within 

university results; see http://www.nhmrc.gov.au/grants/outcomes-funding-rounds.  

18
 See http://www.scimagoir.com/research.php?indicator=Output&sector=&country=AUS. For information on indicator 

methodology, and those indicators that can and can’t be used to compare organisations of different sizes, see 

http://www.scimagoir.com/methodology.php.  

http://www.scimagoir.com/research.php?indicator=Output&sector=&country=AUS
http://www.nhmrc.gov.au/grants/research-funding-statistics-and-data/summary-funded-rated-institutions-applying-nhmrc-resea-0
http://www.nhmrc.gov.au/grants/research-funding-statistics-and-data/summary-funded-rated-institutions-applying-nhmrc-resea-0
http://www.nhmrc.gov.au/grants/outcomes-funding-rounds
http://www.scimagoir.com/research.php?indicator=Output&sector=&country=AUS
http://www.scimagoir.com/methodology.php
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Table 2. Research productivity: The total (weighted) impact of all biomedical publications  

from the iMRI sector per health & medical research dollar input was greater than that for the 

university sector.* 

 

Expenditure on 
health & medical 

research 

Total weighted 
citations from 

biomedical 
publications 

Total weighted 
citations per $M 
health & medical 

research expenditure* 

AAMRI Members $1.09 B 23,173 21.3 

Universities $3.27 B 60,217 18.4 

* For each sector, the total number of biomedical publications in 2005-2009 was multiplied by their average relative 

citation impact (RCI) to get total (weighted) citations from biomedical publications. Health and medical research 

expenditure for universities is that reported for 2012 by the ABS for the Higher Education Sector classified under the 

socio-economic objective of ‘Health’. For iMRIs, research expenditure is based on data provided to AAMRI for the 

2011-12 or 2012 financial period. 

 

Table 3. Commercialisation metrics of iMRIs (for financial period 2011-12 or 2012).* 

 

# Provisional 
patent 

applications 

# National 
phase 

patents 
submitted 

# Patents 
awarded 

# Active 
licenses 

# Active 
clinical 
trials 

AAMRI Members 161 139 91 303 1,187 

* Based on data provided to AAMRI by 40 iMRIs. 

In 2010, a report by LEK Consulting surveyed iMRIs and found that on average, the indirect 

costs of research for iMRIs were 60 cents per dollar of peer-reviewed grant funding. However, 

for each research organisation, the actual indirect cost rate varies (as is seen in overseas institutions) 

depending on the nature of research undertaken by the organisation and a range of other factors. 

Therefore, it cannot be seen as an indicator of efficiency, except within the individual institute itself. A 

research organisation that undertakes mostly computer-based analytic research would have much 

lower overheads compared to a ‘wet lab’ organisation. More analysis would have to be done across 

the entire sector to determine the most appropriate metrics for research organisation efficiency.  

There are two major issues negatively impacting the efficiency of iMRIs: 

a. Lack of competitive neutrality, i.e. inequitable funding for the indirect costs of research 

and ineligibility of iMRIs for ARC funding 

b. Insufficient indirect cost funding 

Competitive neutrality is critical to any assessment of relative productivity and efficiency 

between various parts of the sector and ultimately for optimising returns from the 

Government’s investment in health and medical research. As outlined in Appendix 1, the Federal 

Government, through the Independent Research Institute Infrastructure Support Scheme (IRIISS), 

provides iMRIs with 20 cents per dollar of NHMRC grants awarded to help cover the indirect costs of 

research associated with these grants. This is far less than the average 60 cents per dollar incurred by 

iMRIs per dollar of NHMRC grant.
19

 It is also less than the funding for the indirect costs of research 

received by universities through ‘block grant’ schemes, which, while they do not providing full funding 

                                                      

19
 LEK Consulting (2010) Costing Medical Research to Reform Health outcomes, prepared for AAMRI, Sydney. 
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for the indirect costs of research, do provide funding based on formulae that include revenue received 

from Federal Government grants as well as other sources such as trusts, foundations and industry, 

and for research excellence.  

The discrepant treatment of iMRIs and universities by the Government is a major distortion in 

the sector, impedes collaboration between parts of the sector, and is a barrier to Australia 

achieving optimal returns through health and economic gains from the Government’s 

investment in health and medical research. 

Universities address the deficiencies in funding for the indirect costs of research by enrolling more 

students and using this revenue to subsidise research. For this reason, Australian universities are 

amongst the largest in the world, perhaps one reason why smaller mission-focused MRIs have 

emerged and prospered in Australia.  

Currently more than half of iMRIs administer their grants through universities to access some of the 

higher level of funding for the indirect costs of research. This is particularly important for those iMRIs 

with a revenue base that is not primarily reliant on NHMRC grants, which otherwise would receive a 

very low level of funding from the Government for the indirect costs of research through the IRIISS 

program. Universities, in turn, provide some (but rarely all) of the equivalent sum they receive from the 

block grant schemes associated with an iMRI’s income and outputs to the iMRI (from a separate 

discretionary fund). The outcome for iMRIs is that they receive more indirect cost funding than they 

would otherwise receive through the IRIISS scheme, albeit still not the equivalent level that 

universities receive. The outcome for universities is that they are generally financially better because 

they usually keep some of the indirect costs associated with iMRI performance, and can claim the 

outputs of the research carried out by iMRIs for whom they administer funding or provide iMRI staff 

honorary/adjunct appointments, which is crucial for maintaining their position in international university 

rankings. For many iMRIs, the ability to access greater indirect costs funding through universities is as 

crucial to their sustainability as claiming the research outputs of iMRIs is to the sustainability of 

universities. 

This flawed system means that not only does the Federal Government prevent competitive neutrality 

in the sector and inconsistently reward research organisations for research excellence and diverse 

funding sources, not all of the funds for the indirect costs of research go to the institution for which 

they were intended, funding for the indirect costs goes through an unnecessarily intermediary creating 

red tape, and the contribution of iMRIs to the sector in revenue and outputs is under-reported.  

In this way, the Federal Government puts the most productive part of the medical research 

sector at a competitive disadvantage, and creates unnecessary red tape. This was recognised 

as a serious barrier to productivity by the Federal Government’s own National Commission of 

Audit. 

Insufficient funding for the indirect costs of research also means that iMRIs spend a 

substantial amount of time piecing together funding from other sources to meet even the most 

basic of needs. Plugging the funding gap for indirect costs is not an attractive investment proposition 

for high net wealth philanthropists or commercial entities who want to see a return on their investment, 

meaning that sourcing this funding is far from efficient. On average, iMRIs receive 35 cents per dollar 

of competitive grant to meet the indirect costs of research from the Federal Government, state/territory 

governments and university sources.
20

 However, the rate received is highly variable depending on the 

                                                      

20
 Based on financial data provided to AAMRI by iMRIs for the financial period of 2011-12 or 2012. Note, while the NSW 

Government Medical Research Support Program (MRSP) provides up to 40 cents per grant dollar to the largest iMRIs to help 

meet indirect costs, this is only provided for NHMRC grants received by iMRIs, not other competitive grant income. When other 

competitive grant income is taken into account, the rate of indirect cost funding per grant dollar provided by the NSW 

Government almost halves for some iMRIs. 
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state in which the iMRI resides and its revenue sources (Fig 4). Collectively, the shortfall between the 

funding received for the indirect costs of research compared with the indirect costs incurred for all 

AAMRI members is $170 million per annum.
21

 For individual iMRIs, this annual shortfall ranges up to 

as much as $28 million.  

 

 

Figure 4. Variable funding rates for the indirect costs of research            

across the iMRI sector.*  

* The arrow refers to the average rate at which indirect research cost are incurred per       

grant dollar. The two iMRIs receiving above this amount are both located in hospitals,         

and presumably receive additional funding for the indirect costs of research for the services       

they provide to the hospital for research. 

Ultimately, the lack of equitable and sufficient funding for the indirect costs limits the competitive ability 

of iMRIs to retain the best researchers, provide best-practice support services, translate research into 

new drugs, devices and healthcare practices, support early-mid career researchers, and diversify their 

funding base from philanthropic and commercial sources. Ultimately, it reduces the ability of iMRIs to 

be entrepreneurial and reduces the nation’s ability to maximise its output from this important part of 

the ‘smart’ economy.  

By fully funding the indirect costs of research for iMRIs and other research organisations on a level 

playing field, the Government would allow the ‘market’ to determine which research organisations are 

most efficient and successful. 

Should  there be an equitable system of funding for the indirect costs of research (that, as for 

universities, also provides funding to iMRIs for revenue received from sources other than the 

NHMRC), all iMRIs would be likely to administer their own grants; (smaller iMRIs could use a shared 

administration service, as they do for other support services). This would reduce red tape and ensure 

that all of the funding for the indirect costs of research made it to the intended recipient. This, of 

                                                      

21
 Based on financial data provided to AAMRI by iMRIs for the financial period of 2011-12 or 2012. Includes indirect costs 

incurred for all research, not just that research associated with competitive grants. The shortfall in funding for the indirect costs 

of research specifically associated with competitive grants (i.e. not including indirect research costs incurred for research funded 

by other sources) is $92 million per annum. 
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course, could negatively impact those universities who currently benefit financially from administering 

iMRI grants. However, the freeing up of some of the block funding that currently (indirectly) goes to 

iMRIs could ultimately improve university indirect cost funding overall. Affiliation agreements or adjunct 

appointments could allow iMRI research outputs to be attributed to universities to ensure that 

Government funding to iMRIs continues to provide the optimal return on investment in terms of 

attracting fee-paying students to Australian universities. 

Recommendation: In line with recommendations from six Federal Government-commissioned 

reports over the past 16 years,
22

 and the current Government’s own National Commission of 

Audit, we recommend consistent, transparent, equitable and sufficient funding for the indirect 

costs of research for all research organisations as an absolute priority in improving the 

efficiency of these organisations, and freeing them up to be more entrepreneurial, including 

through interactions with global industry. This should cover full funding for the indirect costs 

associated with all Government grants and additional funding that rewards (and thus 

encourages) a more diverse funding base and/or research excellence/translation (see Qu 4).  

The ideal solution would be for the indirect costs of research component to be included with direct 

costs in the awarding of Commonwealth Government research grants, to reflect the true cost of the 

contract into which the Government and the iMRI have entered (as is best practice internationally, how 

in-house Government research operates, and the norm for any other form of tender process into which 

the Government enters); additional funding to encourage diversification of funding and 

excellent/translation of research could be provided through a modified ‘block grant’ scheme for all 

research organisations. A compromise that would require less cross-government reform, but which 

would be inherently unstable, is a more equitable system of indirect costs funding across the medical 

research sector through a modification of the present schemes. 

Duplication 

The concern about duplication of effort is one that surfaces in many scientific research reviews. Any 

given topic area is so vast that a simple label that covers, for example, infectious diseases, or more 

specifically, HIV, will not indicate duplication. Indeed the research world is very sensitive to duplication 

of studies, and those that fall into that category inevitably get lower visibility or acceptance by peer 

reviewers. The fact that there are multiple hospitals, iMRIs or universities focussed on the same areas 

of research is also not duplication, but a reflection of each working on different aspects of or 

approaches to a major health problem. 

In a similar vein, the existence of multiple iMRIs focussed on similar areas of research (e.g. 

iMRIs with a focus on heart disease) does not represent duplication or ‘fragmentation’ within 

the iMRI sector. In each case, these iMRIs improve the research capacity and innovativeness of the 

hospital or health service provider with which they are co-located (e.g. the Alfred Hospital in the case 

of the Baker IDI Heart & Diabetes Institute, St Vincent’s Hospital in the case of the Victor Chang 

Cardiac Research Institute, and the Royal Prince Alfred Hospital in the case of the Heart Research 

Institute). A unique and extremely important role of iMRIs is to provide health professionals within the 

co-located hospital/health service a conducive environment in which to undertake research in order to 

both help embed research in the health system, and for health professionals to inform iMRI research 

                                                      

22
 McKeon, S, et al. (2013) Strategic Review of Health and Medical Research - Better Health Through Research, Australian 

Government, Canberra; Bradley, D, Noonan, P, Nugen, 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. 
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programs. We agree that if there are cases of multiple institutions on the same hospital campus 

competing in a highly-related research space that this would provide an opportunity for merging or 

greater sharing of services. Indeed this has happened in Parkville, with the merging of Brain Research 

Institute, the Howard Florey Institute, the National Stroke Research Institute and the Mental Health 

Research Institute, and the co-location of the merged entity with the University of Melbourne’s 

Melbourne Neuroscience Institute in the Melbourne Brain Centre.  

Case study: Importance of the co-location of iMRIs with a hospital 

The Victor Chang Cardiac Research Institute (VCCRI): In 2014, 17 out of the 27 VCCRI Faculty 

(over 60%) held clinical appointments in the Cardiology Department at St Vincent’s Hospital. This 

structure facilitates the ‘bench to bedside and back again’ model of knowledge dissemination and 

translational research. The Institute’s Faculty also includes the SVH Director of Cardiology and senior 

members of the SVH Cardiothoracic Transplant Unit (CTU); the first such unit established in Australia.  

As a result, over 50% of its research articles report on studies performed in collaboration with 

members of SVH Cardiology Department. One of the recent benefits of this structure is the work done 

in re-animating ‘dead hearts’ for use in transplantation where work done by clinical faculty at the 

Institute was vital to the success of this innovative treatment. 

There have in fact been several mergers of iMRIs in recent years, including the Baker IDI Heart & 

Diabetes Institute (merger of two iMRIs), The Florey Institute of Neuroscience and Mental Health 

(merger of four iMRIs as outlined above), The Wesley-St Andrew’s Research Institute (merger of two 

iMRIs) and the MIMR-PHI Institute of Medical Research (merger of an iMRI and a university-based 

MRI). As with any dynamic, successful business, these decisions were made by the respective Boards 

in collaboration with stakeholders to meet the needs of the research and wider community.  

As all iMRI Boards contain a representation of Australia’s foremost researchers and business 

leaders, decisions to merge with other organisations are best left to these experts and should 

only be undertaken when viewed as a strategic necessity; mergers should not be enforced on 

perfectly sustainable and competitive organisations, and should not be based on overly simplistic 

factors such as size or areas of research. Sharing of an institutional brand and governance structure 

does not automatically result in better collaboration (especially for organisations that are not co-

located), and substantial risks include the loss of branding of individual iMRIs and thus a decrease in 

philanthropic and fundraising revenue, cultural incompatibility with respect to values and approach to 

research excellence, introduction of layers of bureaucracy, lost productivity during the merger process, 

loss of niche areas of expertise, and issues with the lack of proximity should a merger involve 

geographically isolated organisations for which it is in the best interests to remain co-located with their 

respective health service / hospital.  

A more valuable and rapidly proliferating model of collaboration and shared governance is the 

emergence of precincts, including a geographically co-located hospital, iMRIs and university 

(see Qu 1 & 5). In some cases this has occurred organically through obvious benefit of shared 

strategy, services and coordinated investment in infrastructure (e.g. Westmead campus, Sydney). In 

other cases, it has been encouraged through government policy and funding levers (e.g. NHMRC 

Advanced Health Research and Translation Centres scheme), through conditions tied to major pieces 

of infrastructure funding, through funding provided for the establishment of health and medical 

research precincts (e.g. SAHMRI, TRI, Harry Perkins Institute of Medical Research), or through policy 

that excludes funding to those institutes that are not part of a hub or precinct (e.g. NSW Government 

Health and Medical Research Hub Strategy). 
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3. Identify and describe opportunities for iMRIs to share resources and equipment with other 

health and medical research institutions (universities, other iMRIs, hospitals, healthcare 

providers). Suggestions may address sharing administrative services (e.g. HR, security, 

OHSE, research administration) or scientific facilities (e.g. equipment, staff, laboratories). 

The sharing and consolidation of resources and equipment is becoming increasingly common 

in the research sector, driven by the combined trends toward ‘big science’ and increasingly 

more expensive equipment, and the bid/increasing need to exploit efficiencies of scale. The 

emergence of more and more health and medical research ‘precincts’ or ‘hubs’ (see Qu 5) has 

provided a vehicle to formalise these arrangements and to be more strategic in the forward investment 

in and sharing of equipment and resources. In some cases, precincts (or smaller scale collaborations) 

have also involved the sharing of back office resources (see Qu 1 and 2).  

There is also non-geographically-aligned sharing of resources, (e.g. large tissue banks), and a range 

of other centralised resources, quite a number of which have been funded through the NCRIS 

initiative. Centralisation of these major resources ensures they build to a critical mass that makes 

them of increased value while also reducing unnecessary duplication.  

Case study: Sharing of centralised national resources 

The Murdoch Childrens Research Institute (MCRI) wholly owns the Victorian Clinical Genetics 

Service (VCGS), a clinical and laboratory genetics service with an emphasis on translating the latest 

research discoveries into innovative clinical care. VCGS provides its clinical services in Victoria, 

Northern Territory and Tasmania, and, through six diagnostic laboratories located at MCRI, offers 

genetic testing nationally and internationally with a growing business in the Asia-Pacific region. 
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4. Identify and describe possible opportunities for accessing more diverse funding sources.  

The iMRI sector has an annual turnover of $1.2 billion, approximately one third the size of the health 

and medical research carried out in the university sector.
23

 The iMRI sector sources 41% of its 

revenue from grants from federal and state/territory governments, trusts and foundations, and 

international sources (Fig 5). The remainder is sourced from fundraising, donations and bequests; 

commercial income (including royalties, industry collaborations and contract agreements); and other 

income (e.g. investment income). For peer-reviewed grants awarded to the iMRI sector, approx. 55-

75% are sourced from the NHMRC (equivalent to approx. 23-31% of total iMRI sector income), 2-5% 

from the ARC,
24

 4-10% from international sources, and the rest from other non-government Australian 

sources such as trusts and foundations.
25

  

 

 

 

Figure 5. Revenue of Australian iMRIs in 2012 by funding source.*   

* Includes data for 37 iMRIs 

  

                                                      

23
 Based on university R&D expenditure of $3.27 billion categorised under the ‘Health’ socioeconomic objective [ABS (2012) 

Cat. No. 8111.0, 2012 Research and Experimental Development, Higher Education Organisations, Australia, 2012]; iMRI data 

are based on revenue for 2011-12 or 2012, provided to AAMRI in an annual survey of its members. 

24
 ARC funding was either received through university-led grants on which iMRIs were a partner institute, or through a limited 

number of ARC programs that used to be (but are no longer) open to iMRIs and/or medical research (e.g. Future Fellowships 

and ARC Linkage Grants).  

25
 Excludes $35 million in IRIISS funding; based on iMRI income data supplied for the 2010 LEK Report commission by AAMRI, 

and iMRI data provided to AAMRI on the value of peer-reviewed grants awarded to iMRIs (regardless of administering 

institution) commencing in 2012, including out-years (corrected for funds provided to / received from other organisations for 

collaborative grants). 

$475M 
41% 

$162M 
14% 

$158M 
13% 

$89M 
8% 

$137M 
12% 

$144M 
12% 

Donations & Bequests 

Commercial income 

Other income 

Capital income 

Indirect Costs income 

Grant income 

iMRI 
Revenue 

$1.2B 



  

 
27 

iMRIs account for around 35-42% of NHMRC grant and fellowship commitments (based on performing 

organisation, rather than administering organisation).
26

 Just under half of iMRIs self-administer most or 

all of their NHMRC grant applications (representing an estimated 20% of NHMRC commitments), with 

the rest administering most or all of their grant applications through an affiliated university 

(representing an estimated 15
+
% of NHMRC commitments).

27
  It has been inferred that because 68% 

of iMRI publications reference NHMRC funding (compared with around a third for universities and 

hospitals),
28

 iMRIs are excessively reliant on NHMRC funding for their research. However, the 

referencing of NHMRC funding does not mean that it was the only source of funding for a body of 

research, and is not an appropriate proxy for reliance on NHMRC funding, as shown by earlier data on 

the relative amount of iMRI sector funding from different sources. In a similar vein, the finding that only 

34% of university biomedical papers acknowledged the NHMRC as contributing in some way to the 

research might be equally a reflection of NHMRC-funded research not resulting in as many 

publications as non-NHMRC-funded research at universities, or a lack of diligence in citing NHMRC 

funding, as it is a reflection of universities’ reliance on NHMRC funding. 

Virtually every medical research organisation in Australia is moving towards a strategy of 

diversified funding, and in particular towards becoming less dependent on competitive grants. 

The proportion of an iMRI’s revenue from different funding sources varies significantly, again 

representing the very diverse nature of the iMRI sector: 

 Competitive grants (including from trusts & foundations): 18% - 74% of total iMRI revenue 

 Bequests and donations: <1% - 78% of total iMRI revenue 

 Commercial revenue: <1% - 82% of total iMRI revenue.
29

 

In comparison, the university sector sources 56% of its total R&D expenditure from general university 

funds, 31% from the Commonwealth Government (grants and block funding), 4% from industry, 4% 

from state/local government, 1% from donations, bequests and foundations, and 3% from other 

sources.
30

  Of course, iMRIs do not receive the more stable funding sources available to universities, 

including the range of Commonwealth block funding schemes (providing $1.9 billion in funding in 

2014-15),
31

 and funds from fee-paying students.  

Because iMRIs, unlike universities, have easily articulated missions centred around 

community need, they can attract philanthropy to the health and medical sector that other 

parts of the sector cannot (reflected by the 13% of total sector income from donations and bequests, 

compared to 1% for universities). However, as noted above, philanthropy, commercial income and 

other income currently subsidise the indirect costs associated with competitive grants of iMRIs. This is 

obviously not an attractive investment proposition for high net-wealth donors or industry partners, who 

want to see direct outcomes from the investments they make, and limits the ability of iMRIs to 

leverage government funding, a situation that places the sector at a competitive disadvantage 

internationally compared with, for example, the USA, where indirect costs are transparently and fully 

                                                      

26
 NHMRC grants excludes $35 million in IRIISS funding; based on data provided to AAMRI by iMRIs on the value of NHMRC 

grant and fellowship commitments for grants commencing in 2012, including out-years (corrected for funds provided to / 

received from other organisations for collaborative grants) of $338 million. For NHMRC Project Grants, $164 million (36% of 

total NHMRC grants awarded commencing 2012) was awarded to iMRIs based on the same data. This is in contrast to NHMRC 

data, which is generally provided by administering institute. 

27
 Of 37 iMRIs for which AAMRI has information, 16 administer most or all their NHMRC grant applications and 21 administer 

most or all of their NHMRC grant applications through a university.  
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 National Health and Medical Research Council (2013) Measuring Up 2013, Canberra. 
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 Based on iMRI data provided to AAMRI for 2011-12 or 2012. 

30
 ABS (2012) Cat. No. 8111.0, 2012 Research and Experimental Development, Higher Education Organisations, Australia, 

2012. 
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funded and philanthropy is vibrant. Australia also doesn’t compare with the likes of the USA, where 

there are proportionately more funds available from industry, philanthropy, endowments and bequests. 

Importantly, while block grant schemes for universities allocate some funding based on 

research outputs and on funding received from non-Commonwealth Government sources, the 

IRIISS scheme does not. It could be argued that this penalises organisations for revenue received 

from other sources (particularly because some of these other sources do not provide funding for the 

indirect costs of research, e.g. competitive grants from philanthropic trusts or ‘tied’ philanthropic 

donations), and encourages more ‘academic’ lines of funding and research. The other consequence is 

that iMRIs that have a more diverse funding base not so reliant on NHMRC funding are forced to 

administer their grants through universities in order to obtain sufficient funding for the indirect costs of 

research via the research block grants scheme. This results in a range of distortions outlined in Qu 2. 

The Government could encourage diversification of the iMRI sector’s revenue base by:  

a. providing full funding for the indirect costs of research associated with Government 

grants in line with international best practice (see Qu 1 (b)) so not to deter 

philanthropic and industry funding to iMRIs (which do not find subsidising indirect costs an 

attractive investment proposition); and 

b. like the university block funding scheme, reward funding secured by iMRIs from 

alternative sources.   
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OPPORTUNITIES FOR COLLABORATION  

5. Identify opportunities for iMRIs to expand existing and develop new national and 

international strategic collaborations with other institutions (universities, MRIs, health 

sector and/or industry), including collaboration with those fields, disciplines and scientific 

resources needed for research growth and expansion over the next decade (e.g. 

mathematics and big data expertise, behavioural sciences, engineering). 

Collaboration at the institute level 

As outlined earlier, iMRIs generally have very strong linkages with affiliated hospitals or health service 

providers, including the sharing of staff, resources, administration, and support services, helping 

embed research in the health system. iMRIs also have affiliation agreements with one or more 

universities, including honorary/adjunct appointments of some staff and the enrolment of iMRI PhD 

students at the university. The relationship between universities and iMRIs, it is fair to say, is often a 

strained one. The reality is that universities and MRIs need each other – MRIs for access to support 

services such as library facilities, access to PhD students, and the academic accreditation of senior 

research staff; universities for the influence the excellent publication record of iMRIs has on their 

international rankings, so crucial in attracting international students and ensuring a sustainable funding 

base. Because of the complex and inequitable funding system for the indirect costs of 

research, and anomalies this causes in funding pathways and organisational behaviour, often 

the relationships between universities and iMRIs are focussed on each improving their own 

financial bottom lines rather than a true strategic alliance. 

The past decade has seen a changing landscape in the health and medical research sector, 

with the emergence of an increasing number of geographically-aligned ‘precincts’ or ‘hubs’, 

involving a LHD, iMRI(s) and university partners. The precinct model in many ways is an extension of 

principles underpinning the iMRI model, whereby close ties with a hospital helps embed research in 

the health system, while an affiliation with a university provides iMRIs with a range of services and 

affords PhD students a unique training environment closely linked to clinical practice. Some precincts 

have established an overarching governance structure, while still allowing individual partners to retain 

their independence, flexibility and singularity of focus. Many have an overarching research committee 

and a precinct management committee to establish precinct-wide strategic plans, purchase large 

capital items and oversee other shared services and resources (e.g. ethics committees, 

commercialisation services). These hubs or precincts, many of which are relatively new (less than 5 

years), have been shown overseas to work with varying level success, depending on a range of 

factors.  

In line with this, a new ‘collaborative’ iMRI model has also evolved, involving multiple partners 

(including a university and LHD) captured under the iMRI umbrella organisational structure. Examples 

of this include:  

 Hunter Medical Research Institute (HMRI) – HMRI facilitates collaborations between 

researchers at the affiliated university and LHD through seven research programs, which bring 

together research groups into key focus areas governed by strategic plans. HMRI does not 

employ staff directly, but rather helps drive translation through these programs and some 

funding for research. It also provides core facilities for researchers. 

 Harry Perkins Institute of Medical Research – Staff and students of the affiliated university 

and hospitals and multiple iMRIs are provided with facilities by the Harry Perkins Institute in its 

purpose-built facility. The institute also undertakes its own research as a separate legal entity 

with its own independent board. 
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 Translational Research Institute (TRI) – A partnership between institutes of multiple 

universities and a LHD, the TRI houses staff from each partner institute in its building on site at 

the hospital campus, and includes a biopharmaceutical manufacturing facility. Each partner 

institute has its own governance structure, and several partner organisations have their own 

original building on another site housing the rest of their staff; the TRI board sits over these 

individual governance structures and includes representatives from each partner institute. 

 SAHMRI – SAHMRI is at the heart of a new health and medical precinct in South Australia. It 

employs its own staff, and also houses those researchers from South Australia’s three major 

universities and CSIRO whose research closely aligns with SAHMRI’s research themes, thus 

fostering collaboration. 

There is also a range of strategic collaborations that are aligned by research discipline or 

disease/outcome focus, rather than being geographically co-located. Some examples are provided 

below. 

Case study: Strategic collaborations based on discipline rather than geography 

Paediatric research joint venture: In NSW, a new joint venture agreement will soon establish an 

overarching umbrella for paediatric research. This will include two iMRIs and the Children’s Hospital 

Network. While this initiative will bring these organisations closer together, they will remain 

independent. This form of state-wide collaboration has already been in place within the cancer areas 

in the form of the Kids Cancer Alliance. 

Victorian Infection and Immunity Network: This formal alliance between Victoria’s infectious 

disease medical research institutes and Melbourne and Monash Universities has a focus on 

developing links between academia and industry and developing new research collaborations. 

In general, external organisations, particularly from industry, find the smaller more nimble 

governance structure of iMRIs, free of bureaucratic layers, an advantage for collaborative 

research and contracts. iMRIs vary in the level to which they interact with industry. This is in part due 

to the nature of research carried out (e.g. laboratory-based research versus public health research 

whose translation does not involve intellectual property (IP)). Several iMRIs have their own 

subsidiaries that run clinical trials (e.g. Baker IDI Heart & Diabetes Institute) or genetic support 

services (e.g. Murdoch Childrens Research Institute). The nature of biomedical research means that 

pharma companies that want to invest in research or IP seek out the best researchers regardless of 

the organisation, while smaller biotech companies often spin out of research originating from a 

university or iMRI in the first place. 

As outlined in the iMRI sector overview previously provided to the iMRI Review secretariat, 

several iMRIs have strong international links, including their own international arms (e.g. 

George Institute, Burnet Institute, Brien Holden Vision Institute, Woolcock Institute). Many iMRIs 

proactively build strategic relationships internationally, particularly in recent times with Asia-Pacific 

neighbours, both due to the strengthening economic and research position of several of these nations 

(and the potential for links with industry and for access to new markets), and to contribute to capacity 

building in developing countries. 
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Collaboration at the research level 

Researchers, in general, are naturally opportunity-seeking, and undertake collaborations as dictated 

by specific needs and opportunities for their research. Of course, the culture and organisational 

structure of a research institution can substantially influence the degree to which research groups 

collaborate, both within an institution and with other institutions (each of which is important). Data on 

collaboration between research groups within institutions is obviously not available. Further, 

publication data on the levels of collaboration between the iMRI sector and other sectors is distorted 

by the fact that many iMRI publications are also attributed to universities as part of the affiliation 

agreements between these organisations. Consequently, data overestimate collaboration between the 

iMRI and university sectors, and should be disregarded.
32

  

Regarding collaboration with international researchers, the NHMRC has shown that publications with 

only Australian authors have an average impact (RCI) 15% below the world average, while those with 

at least one international collaborating author have an average RCI 65% above the world average. 

NHMRC data also show that for publications linked to NHMRC funding, the iMRI sector has the 

largest proportion of papers with an international author: 45% compared with 40% for universities 

and 28% for hospitals (Fig 6).
33

 

 

Figure 6. The iMRI sector has the highest of all research sectors in the level of international 

collaborations in biomedical publications.* 

All biomedical publications for 2005-2009; percentages are a proportion of the total sector biomedical output. Figure from 

National Health and Medical Research Council (2013) Measuring Up 2013, Canberra, p 27. 

Regarding access to (and collaboration with) fields of future expansion, including mathematics, big 

data expertise and engineering, iMRIs (big or small) have varying degrees of this expertise in-house. 

A massive barrier to providing this enabling science expertise in-house, of course, is the 

inability of these iMRI staff to directly access Federal Government funding for their research, 

which falls under the purview of the ARC, because iMRIs are not eligible administering 

organisations for ARC funding. This will limit the ability of iMRIs to expand research programs in these 

key underpinning disciplines for health and medical research into the future.  

  

                                                      

32
 Similarly, in earlier NHMRC bibliometric data referred to in this submission, university publication output and impact are 

‘propped up’ by iMRI publications. However, because the iMRI sector is significantly smaller than the university sector, these 

data are still of some use (with this caveat in mind). 

33
 Data not available for biomedical publication not attributable to NHMRC funding. 
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Case study: Importance of in-house enabling science expertise for iMRIs 

Bionics Institute: The Bionics Institute is a small iMRI co-located in St Vincent’s Hospital Melbourne 

and in very close proximity to the Royal Victorian Eye and Ear Hospital that undertakes medical 

bionics research, focussed particularly on neural prostheses. A unique feature of the Bionics Institute 

is that it employs a high proportion of research engineers. These researchers are at an immediate 

disadvantage as they cannot apply for NHMRC grants, which are directed at medical research 

scientists. The research these engineers do is more suited to ARC funding, but as an iMRI, the 

Bionics Institute is not an eligible administering organisation and therefore can only apply through an 

eligible university, necessitating complex, inefficient project structures. 
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OPPORTUNITIES FOR THE FUTURE –  
IMPACT AND TRANSLATIONAL OUTCOMES 

6. Identify and describe opportunities for iMRIs to implement policy, governance or other 

arrangements to more readily translate research into health policy, and with this, positive 

health outcomes.  

The McKeon Review acknowledged the inherent conflict between the academic mission of a university 

and the clinical service mission of a health provider in the translation of research into improved health 

policy and outcomes. iMRIs have an important role to play as a conduit between these stakeholders. 

The strong ties between iMRIs and health service providers, including co-location and co-appointment 

of clinical staff, and the provision of health services in-house by some iMRIs, aids the translation of 

research into health policy and practice. Some iMRIs also have a direct focus on population health 

and influencing government and health policy (e.g. George Institute, Burnet Institute, Telethon Kids 

Institute), and work directly with government agencies in Australia and abroad. 

Mechanisms to enhance translation of research into health policy or practice may include the use of 

KPIs in tertiary hospitals that recognise and promote the translation of research outcomes into health 

policies and practices, and the dissemination/uptake of new policies and practices to/from elsewhere. 

In terms of governance, strong relationships of iMRI senior academic and executive staff with senior 

executives and clinicians in leadership roles at the affiliated hospital is key in encouraging synergies, 

driving a research culture in the hospital, and improving translation of research into practice. Other 

iMRIs employ strategies to include clinicians (and patients or the community, where possible) in 

setting the research agenda of the institute, as well as being participants in research activities (see 

case study under Qu 1(a)). There may be the potential for stronger ties of iMRIs with colleges of 

physicians, etc. to help embed research knowledge into the professional development of their 

members. 

Another major influencer on the translation of research into health policy is the allocation of Federal 

Government funding to drive this. NHMRC programs such as Practitioner Fellowships, Translating 

Research Into Practice (TRIP) Fellowships, and Partnership Projects and Centres are all important in 

improving the links between research and health policy.  

The McKeon Review report also provides more general recommendations on how to better embed 

research in the health system for better translation of research into health outcomes.  
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7. Identify ways iMRIs can actively build the capacity of the health and medical research 

sector in Australia to respond to future challenges. Suggestions may address innovations 

in the areas of research methodology, workforce and training.   

As outlined in Qu 1(a), the flexible and highly responsive governance structures of iMRIs mean that 

they are amenable to changes in strategic direction and new innovative models to respond to new 

challenges, as this does not have to align with the direction and strategy of a parent organisation such 

as a hospital or university. 

Case study: Innovations in research methodology & translation 

The Murdoch Childrens Research Institute (MCRI) has established a collaboration with a software 

development company that has resulted in rapid growth and development of a pipeline of digital health 

technologies at the institute, and a rapid increase in researcher engagement and interest in the area. 

The key to this success was the co-location of the company within the institute so that there was 

regular interaction, and over time cultural barriers were removed and relationships established. There 

have also been enormous benefits for the company that have seen the number of staff double in 12 

months and has led to a strategic focus on digital health.  

Raising Children Network is a not-for-profit company founded by MCRI, the Parenting Research 

Centre and the Smart Population Foundation. It provides reliable and scientifically validated 

information and resources online to help parents with the day to day decisions of raising children, and 

to help parents and carers look after their own needs. The content is developed and translated into 

everyday language so parents can understand and use it in a way that works for them. This provides a 

powerful and engaging vehicle to translate research into direct benefit to the community, attracting 

several hundred thousand unique visits per month. 

An important part of building capacity of Australia’s research sector to address emerging or continuing 

health needs is building capacity of health professionals (including health policy professionals) to be 

actively engaged in research and to be more receptive to implementing practices based on new 

research findings. This is where iMRIs play a crucial role. In many clinical environments, there is little 

incentive or support for health professionals to undertake research. Every clinical location with an iMRI 

is improved by providing clinicians and other health professional with an organised environment 

conducive to research excellence. iMRIs also help train health professionals in the research discipline 

or connect them with research teams to help ensure research happens.  

Across health care providers, the clinical academic workforce is deficient in both number and 

skill mix. The workforce is also imbalanced across discipline areas with lower level representation in 

nursing, allied health, surgical disciplines, procedural/imaging specialties and health systems 

research. There is an opportunity for iMRIs to explore new strategies to assist health care providers to 

grow their multidisciplinary clinical academic workforce.  

Representing a workforce of over 10,000 staff and students, including over 1,600 Higher 

Degree Research students,
34

 iMRIs have an important role to play in research workforce 

professional development and capacity building. There is an opportunity to improve PhD training 

to include mandatory training in technology transfer/business development as well, for example, 

project management, team and leadership skills, grant writing). There could also be an increased 

focus on mentoring early-career researchers as well as positive policies with respect to promotion and 

gender equity. There are many examples of best practice professional development in Australia’s 

iMRIs, such as Molecules2Medicines program (below).  

  

                                                      

34
 Based on data provided to AAMRI from iMRIs as at 1 July 2013. 
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Case study: Innovations in workforce professional development 

Molecules2Medicines: The Walter and Eliza Hall business development intern program has 

graduated nearly 40 post-doctoral interns who now have a greater understanding of translation and 

business development and are therefore more focused on translation outcomes. This program has 

been adopted by the Cancer Therapeutics CRC and is now available to more than 15 iMRIs and small 

biotechnology companies through the Molecules2Medicines intern program. The 12-month program, 

sponsored by the Victorian Government, is open to early-career post-doctoral researchers, providing 

them with practical on-the-job training, as well mentoring and regular seminars in technology transfer.  

Of course, the NHMRC also plays a role, as the major funder of medical research grants and 

fellowships, in supporting Australia’s health and medical research sector to respond to future 

challenges. This can be achieved by targeting funding to improve capacity (e.g. health economics 

research fellowships, funding for cutting-edge platform technologies). The Federal Government can 

also enhance the ability of iMRIs and other research organisations to improve the research career 

pathways through:  

 improved indirect cost funding to free up other sources of discretionary funding to support 

promising early-mid career researchers, provide greater job security, and deliver more 

comprehensive professional development programs;  

 shifting to predominantly larger, 5-year NHMRC grants, as recommended by both the Wills and 

McKeon Reviews, to provide increased job security to the research-only staff in iMRIs and the 

increasing number of research-only staff in universities, in the research sector’s move towards a 

model that nurtures a sole focus on research to help drive research excellence and outcomes;   

 allowing iMRIs direct access to ARC grants so that they can help build capacity in emerging 

critical areas requiring improved capacity, including bioinformatics, biostatistics, systems biology 

and medicinal chemistry; 

 ensuring iMRIs receive Government funding for the PhD students that they train, so that they 

can more readily provide professional development in-house; and   

 increasing the number of Industry Fellowships (currently just two awarded each year) and 

Practitioner Fellowships to support researchers in work environments outside the research 

institution. 
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8. Outline strategies that could be implemented by iMRIs to boost their commercial and fiscal 

returns in the health and medical research sector.   

As outlined earlier, the LEK report commissioned by AAMRI in 2010 showed that iMRIs performed 

slightly better than the Group of Eight universities in commercialisation outcomes, based on the 

number of biomedical patents per NHMRC funding received (2005-07), and the total value of 

biomedical licences, options and assignments (LOAs) per NHMRC funding received (2005-2007).
35

 

Many iMRIs actively engage and collaborate with the industry sector, are actively involved in 

Cooperative Research Centres, clinical trials and a range of tech transfer activities. However, 

commercialisation of inventions is difficult for all research organisations in Australia and we are well 

below world standards for the country as a whole.  

As outlined in our recent submission to the Boosting Commercial Returns from Research 

discussion paper,
36

 the primary barrier to commercial returns from the health and medical 

research sector is limited access to finance for early-stage IP protection, commercialisation 

activities and proof-of-concept experiments. For example, less than 1% of the NHMRC 

grant/fellowship budget is allocated to the Development Grant program to support proof-of-concept 

experiments, and the annual funding cycle and 5-6 month lag time between application and funding 

mean that this program is not responsive to commercialisation timelines. The lack of finance for 

commercialisation activities is an issue shared by all publicly-funded research organisations, but 

because iMRIs receive a lower rate of funding than other organisations for the indirect costs of 

research, they have less discretionary funding to put towards research commercialisation activities 

(i.e. IP protection and commercialisation activities are an indirect cost for which grant funds must not 

be used). This is yet another illustration of how the lack of competitive neutrality in the way 

indirect costs are allocated in Australia is a major impediment to maximising entrepreneurship 

in the iMRI sector. 

The steps from discovery to translation that are mediated by linkages with industry are very dependent 

on the evidence that a particular finding has clinical relevance. Frequently this requires an early-phase 

clinical trial. Funding for this is difficult to obtain through the NHMRC. Donations from the public can 

assist the initial phase of this work and again the iMRIs are best placed to attract and use this money 

to advance the research on the path of translation. Targeted funding for clinical trials would be a 

very good means of increasing the impact of iMRIs through their involvement in investigator-

driven clinical trials 

iMRIs have a unique opportunity to boost commercialisation and research translation, as their 

organisational structure is more amenable to an institution-wide approach to translation than 

other bigger, more diverse research organisations. However, it is fair to say that not all iMRIs have 

access to comprehensive in-house commercialisation and product development expertise. It is widely 

recognised that commercialisation skills in Australia are thinly spread across the 39 universities, 

around 50 iMRIs and over 100 hospitals where potentially commercialisable research is performed. 

Many of those employed in the field lack the necessary specialist capabilities, experience and 

resources needed to identify projects, capture and manage IP, help bring products through 

development, development investment proposals and present them to potential investors, and 

manage engagement with commercial sponsors. Some iMRIs, and importantly many hospitals, do not 

have a single full-time person dedicated to the many-faceted task of commercialisation.  

                                                      

35
 LEK Consulting (2010) Costing Medical Research to Reform Health outcomes, prepared for AAMRI, Sydney. 

36
 http://aamri.org.au/news-events/aamri-news/submission-on-boosting-the-commercial-returns-from-research/  

http://aamri.org.au/news-events/aamri-news/submission-on-boosting-the-commercial-returns-from-research/
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In our submission to the McKeon Review,
37

 AAMRI outlined the potential to bring together sub-

critical groups of commercialisation expertise into larger, more viable commercialisation arms 

at the precinct level. These could provide critical mass in IP management, product development 

expertise, etc., and have a clear mandate to coordinate, integrate and look for synergies, while 

respecting organisation sovereignty. They would have the necessary local knowledge and could help 

instil a commercialisation culture through localised personnel. This would ideally be done at the 

precinct level, and could include multiple iMRIs in the precinct, and possibly also hospitals or other 

partners. 

The Medical Research Commercialisation Fund (MRCF), a collaboration between several MRIs, 

Statewide Super and AustralianSuper and with support from several state governments, provides 

seed funding to support the development and commercialisation of early-stage medical technologies 

from its >20 member institutes. It provides another useful model for later stages of commercial 

development.  There are some issues with this model in that membership is expensive, and for 

smaller MRIs, may not be worthwhile, particularly given constraints on indirect cost funding. 

  

                                                      

37
 http://aamri.org.au/wp-content/uploads/2014/05/12086_aamri_mckeon_review_final1.pdf  

http://aamri.org.au/wp-content/uploads/2014/05/12086_aamri_mckeon_review_final1.pdf
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9. Apart from publications and citations, what other impact criteria are used by your 

institution as indicators of individual or institutional success? 

Metrics used by iMRIs reflect their unique objective as mission-based organisations with a primary 

focus on research and its translation into the clinic or community setting:  

Scientific discovery success and reach 

 grant income per FTE research staff; research income per FTE research staff 

 # publications per FTE research staff; weighted citations per FTE research staff; % of 

publications in the top 10% or 1% of their field  

 $ or # fellowships per FTE research staff 

 % of publications with international collaborators 

 % of funding from international competitive grants 

Translational success 

 # of clinical trials (phases 1, 2 & 3) using MRI intellectual property 

 # of staff involved in development or implementation of clinical practice guidelines or public 

health policy (local, national and international adoption) 

 $ in government grants to aid commercialisation per FTE researchers or as % of total income 

 $ or # of grants involving industry or other end-user partners; $ or # of grants involving 

international partners  

 top three examples of health impact or savings (with quantitative information where possible) 

 license income per FTE research staff; commercial income as % of total income 

 national phase patents per FTE research staff 

Community engagement 

 # of people who attend iMRI events, tours and symposia 

 sebsite and social media traffic; # of media mentions 

 public speaking commitments by staff in the community 

Education and professional development 

 gender balance 

 # of clinically-trained researchers; # of PhD students that are medically trained 

 % of staff participating in professional development programs, including in commercialisation 

Financial sustainability and efficiency 

 cash surplus sufficient to cover capital expenditure (excl. depreciation & amortisation)  

 indirect cost income per research dollar  

 $ of donations, bequests and grants from philanthropic trusts/foundations per FTE research 

staff or as % of total income 

 indirect costs as proportion of research costs (internal trend) 

 average fundraising cost for each dollar raised  
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CONCLUSION 

In summary, iMRIs have thrived and delivered more benefits per dollar to the health sector than 

other research organisational structures. This has happened despite a Government-imposed handicap 

of lower rates of support for the indirect costs of research and exclusion from the second major 

Commonwealth Government research funding agency (the ARC). In all competitive funding 

opportunities, iMRIs compete with universities, which benefit from significantly greater Government 

support for the indirect costs of research and access to income from student fees. Nonetheless, 

two iMRIs are in the top ten institutes for total NHMRC funding, and collectively, from a much smaller 

base, iMRIs receive a third of NHMRC funds. The proposition has been made for many years by some 

in key decision making positions that the iMRI sector is unsustainable and should be coerced into 

integrating with universities. The track record shows that iMRIs are very resilient, flexible and 

responsive by virtue of their smaller size and flatter governance structures. They also provide a better 

return in outputs and outcomes per Government dollar invested, and are able to undertake a spectrum 

of research that other parts of the health and medical research sector cannot easily perform.  The 

review could well reflect on using iMRIs as a model for other research deliverers, and consider the 

amplification of benefits to health and wellbeing that would flow from providing improved and equitable 

funding support to these organisations. 
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Association of Australian Medical Research Institutes (AAMRI) 

AAMRI is the peak body for Australia’s independent medical research institutes. Our 41 
member organisations, along with universities and hospitals, receive funding from the 
Australian Government and other sources to carry out medical research to improve health 
service delivery and health outcomes. Collectively, our members have a research income of 
over $700 million and account for over 10,000 staff and students.  
 

 
      

 
          

 
   

              

 
 

 
 

 
          

 
       

             

            
      

    
          

  

 
            

                 
 

Definitions 

Medical Research Institutes (MRIs) – Charitable institutions that undertake health and 
medical research; MRIs are located on hospital campuses and are closely affiliated with 
hospitals and/or universities, but are independent legal entities. 

Direct costs of research – Those costs that can be attributed to an individual research 
project, including researchers’ salaries and research materials; Commonwealth Government 
research grants fund the direct costs of research. 

Indirect costs of research – Those costs that cannot be attributed to an individual research 
project, but are incurred by an institution to provide the platform technology and services 
required to deliver a program of research (e.g.  laboratory equipment, IT, overheads, building 
maintenance, HR and finance, research ethics approvals, etc.).   

Administering institute – The institution that administers a research grant (i.e. is responsible 
for financial administration and reporting). Generally, this is the university, medical research 
institute or hospital that employs the chief investigator of a research grant.  
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Summary 

Issue 

Commonwealth Government funding for the ‘indirect costs’ of research is inefficient, 
inequitable and burdened with red tape. The product of historically adding new schemes 
to fill funding gaps, the current labyrinth of schemes for the indirect costs of research 
across multiple Commonwealth Government departments (and, in some cases, state 
governments) wastes money and time, while inequitable funding and restrictions on 
transferring funds encourages gaming of the system. 

Impact 

Funding for the indirect costs of research is the number one issue affecting the 
productivity of the medical research institute sector and its ability to deliver outputs that 
improve the productivity of the health care sector, and improve health outcomes and 
consequently labour participation and productivity.  

Relevance to National Commission of Audit Terms of Reference 

 Split of roles and responsibilities across departments and governments 

 Efficiency of government programs 

 Ensuring tax payers’ money is allocated as intended 

 Productivity of the government and the research & health sectors  

Relevant Commonwealth Government agencies 

Whole of Government (i.e. all departments with grants on the Australian Competitive 
Grants Register), particularly the Department of Health, National Health and Medical 
Research Council, Department of Education, and Australian Research Council. 

Opportunity 

1. Streamlining the labyrinth of Commonwealth Government schemes for the indirect 
costs of research across multiple government agencies, such that the indirect costs of 
research are simply linked at a fixed rate to research grants would: 

 Reduce the administrative burden on the government and research sector of the 
myriad of funding schemes, each with different, often complicated funding formula   

 Overcome the split of roles and responsibilities across Commonwealth Government 
agencies that engender inconsistencies and inefficiencies in funding 

 Prevent gaming of a clunky, inequitable system, and the inefficiencies this creates. 

2. Removing unnecessary restrictions on the sharing of funding for the indirect costs of 
research between research organisations (e.g. for collaborative projects) would: 

 Simplify collaboration between research organisations 

 Ensure that taxpayers’ money for research is allocated and controlled as intended 
by the organisation carrying out the research 

 Improve the productivity of the research sector by reducing the amount of time 
spent overcoming unnecessary restrictions and complicated funding arrangements. 
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Explanation of issue 

Current system 

The medical research sector consists of three major players: hospitals, universities and 
medical research institutes. Medical research institutes receive around 28 per cent of the 
funding provided by the National Health and Medical Research Council (NHMRC, the 
Commonwealth Government agency primarily responsible for funding medical research) and 
account for around 50 per cent of outputs from this funding (based on publication output 
and impact metrics). Medical research institutes, based at hospital campuses, play a unique 
role in the Australian medical research sector, helping embed research and innovation in the 
health system for improved services and health outcomes. Being mission-based charities 
with the principle focus to improve health outcomes through research and its translation, 
medical research institutes also attract significant philanthropy to the sector. Their board-
based organisational structures mean they have the agility and flexibility to steer their 
research program to focus on emerging health challenges.  
 
Research grants awarded to medical research institutes, universities and hospitals by the 
NHMRC and other Commonwealth Government agencies (see Australian Competitive Grants 
Register, ACGR) cover only the ‘direct costs’ of carrying out the research project (e.g. salaries 
of research staff and costs of materials to carry out experiments). Grants specifically exclude 
the costs incurred by institutions to provide the platform technology and services required 
to deliver the program of work (e.g. laboratory equipment, IT, overheads, building 
maintenance, human resources and finance, research ethics approvals, etc.).  These costs 
are referred to as ‘indirect costs’ and are estimated in Australia and internationally to be 60 
cents per ‘direct cost’ grant dollar. 

 
The indirect costs of research are (partially) funded through a range of programs across the 
Department of Education1 and NHMRC, and, in some cases, state governments. Depending 
on the type of institution (i.e. university, medical research institute or hospital) that employs 
the chief investigator of a research grant, the institution will receive funding for the indirect 
costs of research at a different rate from a different range of schemes with different funding 
formulae and administered by different government departments (Figure 1).  

 
Complicating things further, grants almost always have multiple investigators involved. 
Where these investigators are from different institutions, the institution of the chief 
investigator generally administers the grant, and a Multi-Institutional Agreement sets out 
how grant funds (i.e. for the direct costs of research) will be distributed amongst the 
institutions of the other investigators. However, Commonwealth Government restrictions 
prevent funds for the indirect costs of research being similarly transferred between 
organisations (Figure 1). The Department of Education does not allow funds for the indirect 
cost of research of universities to be shared with medical research institutes or hospitals. 
Similarly, while the NHMRC allows medical research institutes to share funding they receive 
from the NHMRC for the indirect costs of research between each other, it does not allow 
these funds to be transferred to universities or hospitals.   

                                                        
1
 Currently funding schemes for the indirect costs of research at universities are listed on the website of the Department of 

Industry, but presumably the Department of Education will take responsibility for these schemes. 

http://www.innovation.gov.au/RESEARCH/RESEARCHBLOCKGRANTS/Pages/AustralianCompetitiveGrantsRegister.aspx
http://www.innovation.gov.au/RESEARCH/RESEARCHBLOCKGRANTS/Pages/AustralianCompetitiveGrantsRegister.aspx
http://www.nhmrc.gov.au/_files_nhmrc/file/grants/funding/funded/manage/policy/direct_research_costs.pdf
http://www.nhmrc.gov.au/_files_nhmrc/file/grants/funding/funded/manage/policy/direct_research_costs.pdf
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Figure 1. Commonwealth funding for the direct and indirect costs of research 

 

a) Hospitals are not eligible for funding for the indirect costs of research for 
competitive research grants they attract. 

b) Medical research institutes receive funding for the indirect costs of research at a 
rate of 20 cents per dollar of NHMRC grants they receive via the NHMRC-
administered Independent Research Institutes Infrastructure Support Scheme (IRIISS). 
No funding is provided by the Commonwealth Government for the indirect costs 
associated with other Australian Competitive Grants or competitive grants from other 
sources. Selected state governments provide various levels of support for the indirect 
costs of research associated with Commonwealth and other competitive grants. 

c) Universities are eligible for indirect research costs support for all Australian 
Competitive Grants they receive as well as funding they attract from other sources 
via four discrete research block grant (RBG) schemes administered by the 
Department of Education, each allocated by a different performance-based formula: 

i. Research Infrastructure Block Grants (RIBG) scheme – provides funding for the 
indirect costs of research for Australian Competitive Grants. 

ii. Sustainable Research Excellence (SRE) scheme – supplements the RIBG scheme, 
but uses a different method to allocate funding. 

iii. Joint Research Engagement (JRE) scheme – provides funding for research 
income secured from sources other than Australian Competitive Grants. 

iv. Research Training Scheme (RTS) – provides funding towards the costs for 
students undertaking research doctorate and research masters degrees. 

Estimates vary, but on average universities will receive around 40-50 cents of funding 
for the indirect costs of research per dollar of competitive research grant from the 
various funding schemes once the SRE scheme is fully implemented.  
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https://www.nhmrc.gov.au/grants/apply-funding/infrastructure-grants
http://www.innovation.gov.au/research/ResearchBlockGrants/Pages/AustralianCompetitiveGrantsRegister.aspx
http://www.innovation.gov.au/research/ResearchBlockGrants/Pages/default.aspx
http://www.innovation.gov.au/research/ResearchBlockGrants/Pages/ResearchInfrastructureBlockGrantsScheme.aspx
http://www.innovation.gov.au/research/ResearchBlockGrants/Pages/SustainableResearchExcellence.aspx
http://www.innovation.gov.au/research/ResearchBlockGrants/Pages/JointResearchEngagement.aspx
http://www.innovation.gov.au/research/ResearchBlockGrants/Pages/ResearchTrainingScheme.aspx
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Why this is a problem 

a) Administrative burden of an inefficient labyrinth of funding schemes: The Government 
is burdened with administering a complex and inefficient mix of funding schemes for the 
indirect costs of research, each with a different and sometimes complicated funding 
formula with substantial reporting requirements.  

b) Discordant split of responsibilities across departments: Responsibility for funding the 
indirect costs of research is determined by the type of organisation receiving funding, 
rather than the department administering the relevant research grant scheme. This 
engenders inefficiencies and inconsistencies in funding rates and regulations. 

c) Hampering innovative services in our hospitals: Research is being driven out of our 
hospitals because no indirect cost funding is available to hospitals for Commonwealth 
Government research grants they have competitively secured.  Ultimately, this impinges 
on the quality, effectiveness and efficiency of healthcare provision by the Government. 

d) Reduced productivity of the research sector: Research institutions are burdened with 
trying to navigate (to their best financial advantage) a complicated mix of inefficient and 
unnecessarily restrictive funding schemes for the indirect costs of research. 

e) Tax payers’ money is not effectively or strategically distributed: Because the indirect 
costs of research associated with a grant are not fully funded by government, the more 
successful an institution at securing research grants, the bigger the funding gap for the 
indirect costs of research. Plugging the funding gap for the indirect costs of research left 
by government is not an attractive investment proposition for philanthropists and 
commercial funding sources, discouraging the leveraging of this investment.  

f) Lack of transparency and gaming of a clunky, inequitable system: The lack of parity in 
funding for the indirect costs of research means that many hospitals and medical 
research institutes form agreements with universities whereby universities administer 
Commonwealth Government grants on their behalf, and in return provide some funding 
(above what the MRI/hospital would have otherwise received from the Commonwealth 
Government) from a discretionary funding pool to the MRI/hospital for their successful 
grants. The university benefits because, as the ‘administering institute’ of the grants, it 
receives Commonwealth funding for the indirect costs associated with successful grants 
at the ‘university rate’. In general, only a proportion of the funding thus generated is 
passed on to the institution actually doing the research, in effect subverting funds 
intended for the research for other purposes unconnected with it. The university is also 
able to ‘claim’ outputs from these grants in their success measures, meaning 
measurement and reward of institutional performance by government is undermined.  

g) Collaboration is stifled: The lack of parity in funding for the indirect costs of research and 
the inability to transfer this funding between organisations for collaborative grants stifles 
collaboration and research outcomes. 

h) Penalising our most productive medical research institutes: It is well established from a 
range of success measures that there is reward to the community, economy and health 
sector in having independent medical research institutes as nimble organisations closely 
linked with health service delivery. But lack of parity in funding for the indirect costs of 
research has driven some efficient, niche research organisations established as discrete 
specialised entities to merge with large diverse universities where their specialist 
purposes are less well supported and their independence is stifled. 
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Case Study 1 – Complicated mix of inequitable, inefficient funding schemes 

Professor A from The University of Queensland (UQ) and several researchers of her team 
have multiple grants from Cancer Australia (a Commonwealth Government agency with 
grants on the Australian Competitive Grant Register). Professor A also has four PhD students 
in her laboratory, and has received funding from industry to research a potential cancer 
drug. Consequently, UQ will receive funding from the Department of Education for the 
indirect costs of research for Professor A’s: Cancer Australia grants (via the RIBG and SRE 
schemes); industry funding (via the JRE scheme); and to help support the research and 
training costs associated with Professor A’s four PhD students (via the RTS scheme). 
 
Professor A decides to move her research team to a Queensland-based medical research 
institute specialising in cancer. The medical research institute will not receive any indirect 
cost funding from the Commonwealth Government for the work carried out by Professor A’s 
laboratory, since it is only eligible for indirect cost funding for NHMRC grants, not other 
Australian Competitive Grants or funding received from industry. It will also not directly 
receive funding to help support the research activities of Professor A’s four PhD students, 
which will go to UQ, where the students are registered for their degree. There is also no 
general Queensland Government program that broadly supports the indirect costs of 
research of medical research institutes. 
 

 
 
Case Study 2 – Restrictions on the transfer of funding penalises organisations 

Professor B from the Burnet Institute (a Victorian medical research institute) and Professor C 
from Melbourne University have successfully secured an NHMRC grant for a research project 
on malaria vaccines worth $500,000 over 3 years. Each researcher is contributing equally to 
the proposed research project.  
 
Should Professor B be named as the primary Chief Investigator on the grant, Commonwealth 
funding for the indirect costs of research would be provided via the NHMRC-administered 
IRIISS program at 20 cents per dollar to the Burnet Institute. The Victorian Government also 
provides limited funding for the indirect costs of research for medical research institutes. 
Melbourne University would not have access to any of the funding for the indirect costs of 
research required to help support Professor C to carry out her part of the project. 
 
Should Professor C be named as the primary Chief Investigator on the grant, Commonwealth 
funding for the indirect costs of research would be provided via the Department of 
Education via several funding formulae at a rate of approximately 40-50 cents per dollar. The 
Burnet Institute would not have access to any of the funding for the indirect costs of 
research required to help support Professor B to carry out his part of the project. 
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Recommendations 

The National Commission of Audit provides an opportunity to overhaul and simplify the 
complex, restrictive and inefficient system of government funding for the indirect costs of 
research, for the benefit of government and the research and health sectors. 

 
1. We recommend a system in which the indirect costs of research are simply linked at a 

fixed rate to Australian Competitive research grants, i.e. paid together with the funding 
for direct research costs to the administering institution.  
 
Advantages: 

 A much simpler system reduces the administration overheads for both the 
government and research institutions. 

 The discordant split of departmental responsibilities for administering the indirect 
costs of research is removed, as are the inconsistencies and inefficiencies of funding 
this engenders. 

 A more effective distribution of tax payers’ money based on research success, not 
organisation type, is achieved. 

 Improved transparency of a simple, impartial system puts an end to the effective 
subversion of funding for the indirect costs of research that currently takes place.  

 The Australian health and medical research sector becomes a more attractive focal 
point for philanthropy, international granting bodies and the commercial sector. 

 Perverse financial disincentives to performing research in hospitals, and the negative 
consequences of this on health care services, are removed. 

 

2. We recommend that funding for the indirect costs of research be freely transferrable 
between universities, medical research institutes and hospitals in the way that grant 
funding can be shared, so that the institution at which the research is performed receives 
the indirect cost funding to support this research. 

 
Advantages: 

 A more efficient system is achieved, where funding for the indirect costs of research 
are awarded to the institution undertaking the research.  

 Collaboration between research organisations would be encouraged, not impeded, 
improving research outcomes and impact. 


