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The Alliance welcomed confirmation in the Federal Budget (13 May) of more
undergraduate medical places and GP Registrar positions for rural areas, but reiterated

its opposition to the Government’s proposed
changes to Medicare and bulk-billing. 

The changes currently proposed will not
fix the immediate indemnity or morale
problems, and will not help directly to
build the combined rural health

workforce team.

The universality of Medicare
should be retained and the

scheme boosted to provide direct
support to people in more remote

areas and to the rural health
workforce overall. There should be

further discussion of a
meaningful increase in the
Medicare rebate and the

possibility of differential rural rebates. In the longer term the scheme could be made
more cost-effective overall by covering such things as the work of psychiatric nurses for
mental illness and physiotherapists for musculoskeletal illness.

The Alliance supported the Federal Budget’s renewed focus on prevention in the health
system. Prevention of illness and early intervention in its management are most effective
and cost-effective actions for good health. The Alliance will follow the Federal
Government’s lead on prevention and encourage it to build on its rural initiatives for
nursing, pharmacy, and allied health – and to work with the States on oral health.
These would be valuable for health promotion. The Alliance will keep pressing the
role of the inter-disciplinary team in primary care and illness prevention.

The Budget delivered ongoing funds for some of the four-year programs
initially announced in 1999, such as retention payments for rural GPs, the
Rural Women’s GP Service, and RAMUS. Medical indemnity support for
rural obstetricians is also very welcome. 

The Budget also confirmed another $200 million for the Regional Health Strategy
(‘More Doctors, Better Services’). The Strategy, announced in 2000, includes Regional
Clinical Schools, University Departments of Rural Health, and the Regional Health
Services Program.

The Alliance will continue to work with others to see that these special programs are
effective and sustained. ❖

Medicare + Workforce + Prevention: 
A ‘Lifestyle Prescription’ for Good Rural Health
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Hello: Dino here. There is currently

a rather unsightly debate about who can

give us the biggest tax cuts and when they

can do it. Few people seem to remember

that the natural corollary of this has to be

a greater emphasis on user pays in health

and higher education. And a massive

switch from public to private debt. All in

the name of smaller government

and freedom of choice. 

If we don’t like it, we must learn again

how to give encouragement to leaders

who are prepared to levy taxes and spend

them on public education, public health

and rural infrastructure. Australia is a low-

taxing country. Our grandparents gave us

the Snowy and connecting roads and

railways, and town water and parks in

country towns. What will we leave for our

grandchildren? We have the opportunity

and responsibility to bequeath a better

and stronger rural Australia – and we

know more now about the fragility of

lands and the value of culture and diverse

species so can avoid some of the

downsides of what our grandparents did.

For this we will need strong government

support and leadership. From all levels:

Federal, State and local. If we are left to

our own devices and those of the free

market, Hanrahan may yet turn out to

be right. 

This is how ‘progress’ is achieved:

Dinosaurs don’t fit with a changed

environment and die out. It’s hard to

challenge a new paradigm. The current

species of taxpayer, leader and

commentator are selected by a new

climate, and even slightly old-fashioned

ideas seem for a while to be quite out

of reach. 

The 8th National Rural Health

Conference will be in Alice Springs in

March 2005. Its location will guarantee

something different from the recent 7th in

Hobart. For one thing there will be fewer

fishing boats and harbour views. More

serious will be how this major biennial

event will deal with Indigenous health

issues when it’s in The Centre. 

The Hobart Conference resulted in eleven

priority recommendations. A workshop

on the Wednesday began to refine the

proposals made during the main

Conference. Questions about the ‘raw’

recommendations, such as “Who will

lead?” “Who will pay?” and “Which are

the most important?” were asked by a

group facilitated by Norman Swan.

Some of the answers are provided in the

eleven revised recommendations. They set

an ambitious agenda for the future of

rural health.

People loved being in Tasmania; Hobart is

beautiful. There was a call for greater

community participation in the event and

people at the Conference enjoyed the

opportunity to meet and greet old friends.

(The Dinner-Dance was just great!) 

The key issues determining the overall

shape of Australia’s health system

(Medicare, PBS, hospitals) were dealt with

marginally at the Conference. We

recognise these as the context in which we

do our work but do not always seem to

have the courage of our beliefs or the

confidence in our place in the overall

scheme of things to speak out. Maybe by

the time the 8th comes around we will

have grown strong and mature enough to

be heard on these issues. Always assuming

that we have a shared view on them! For

this to happen we need to include in our

gaze the broader horizon as well as local

issues.

The scenery is changing: not so much as

to bring us harbour views in Alice, but

quite enough to determine a new shape

for our health system.

Good health! – Dino ❖
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Editorial details

PARTYline is the Newsletter of the National Rural Health Alliance, the peak body working to improve health and well-being in rural and remote

Australia. The Editorial Group for this PARTYline was Michele Foley (Editor), Shelagh Lowe, Gordon Gregory and Irene Mills. PARTYline is distributed

free. Articles, letters to the Editor, and any other contributions are very welcome. Please send these to: 

Michele Foley, Editor, PARTYline PO Box 280, Deakin West ACT 2600 Phone: 02) 6285 4660 Fax: 02) 6285 4670 

Email: michele@ruralhealth.org.au

The opinions expressed in PARTYline are those of contributors and not necessarily of the National Rural Health Alliance or its 
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“It never ceases to impress me how
resilient, resourceful and pragmatic

rural leaders are in Australia – and
how willing and able they are to

apply their intelligence to
practical outcomes.

And all that was amply in
evidence at the follow-up
workshop ‘From Energy to
Action’, the day after the 7th
National Rural Health

Conference.

People who had
a right to be

‘conferenced-out’ sat together, synthesised
the recommendations from the
conference, put them under the umbrella
of ‘Healthy Horizons’ and as a
consequence, compressed several months’
work for an organisation like the NRHA
into a single day.

It was a pleasure to facilitate such a
productive meeting. The benefits will be
significant.” ❖

Norman Swan 
ABC Radio National

The workshop was held in Hobart on
Wednesday 5 March. The event enabled
the Alliance and a number of other bodies
to reach some agreement on which ideas
are most sensible, practicable and
important.

The revised recommendations relate to: 

1. reporting on the status of Indigenous
health; 

2. data for planning and management of
the rural and remote health workforce; 

3. how to develop a sustainable and high-
quality rural placement system for
students and short-term professional
health staff; 

4. support for a collaborative rescue
package for procedural medical
services;

5. a re-examination of classification
systems currently used for funding and
resource allocation for rural and
remote health (ARIA, RRMA and
ASGC); 

6. support for the seven goals and eight
principles of Healthy Horizons

Outlook 2003–2007; 

7. a call for the implementation of the 
7-Point Action Plan on Nursing in
Rural and Remote Areas (and for
equivalent work on allied health); 

8. work on the post-trauma crises likely
to be associated with flood, drought
and fire; 

9. a call for a funded national strategic
approach to rural and remote health
research; 

10. the need for early intervention in
child and adolescent health; and 

11. an increased commitment to
a comprehensive system of aged care
and other services for the elderly in
rural and remote areas. 

It is the Alliance’s hope that all
organisations interested in any of the
issues discussed will find the collection
useful for progressing action.

Our thanks to Lesley Fitzpatrick for her
work on the recommendations at the
Conference and the Workshop; to Kim
Snowball and Geoff Lavender for leading

the Conference work on Healthy
Horizons; to Norman Swan for facilitating
the Workshop; and to Nigel Stewart and
other members of Council for their
leadership. ❖

Norman Swan in action at the

post-conference ‘Energy to

Action’ workshop

PHOTO: SAM ROSEWARNE

From Energy to Shared Action

Singing Your Way To a Happier Life – 

Fay White.

Let us know what you and 
your organisation are doing 

on these topics.

7th Conference – Highlights



Fishing at Charleville
The organisers of the Charleville District
Health Fishing Club have struck a winner
with the locals and believe they have
found the key to engaging those who are
socially isolated.

Baffled by how to engage a group of high
users of their health service who were
excluded from the main activities of the
town, health care workers at Charleville

asked the group what they wanted
and came up with a Fishing Club.
Three women and four men are

enthusiastic participants in the project,
with the starting time now moving to
daybreak in an effort to maximise the

catch. 

“Current mainstream activities only reach
those who are socially competent and self-
motivated,” say the organisers of the
project, Jill Carroll and Carmel Baker.

Fishing is fun, low cost and provides an
opportunity for social interaction outside
the home. It can be organised in small
groups, is culturally appropriate and once
established can be continued by
community groups. Organisers encourage
other health services to think laterally and
provide flexible programs that suit
individual needs. 
◗ For further information, contact the
Charleville District Health Service on 
07 4654 4309. ❖

Swimming Pools Help
Indigenous Health
Encouraging children to attend the
swimming pool can have positive effects
on specific health problems. This is the
preliminary finding of the two-year
research project funded by the WA
Department of Housing and Works
and Healthway.

Indigenous children in the remote
WA communities of Burringurrah and
Jigalong have been involved in the study
which focused on three prevalent
conditions – ear disease, nasal discharge
and skin sores.

Over an 18 months period, the results
have been promising. In one community
the incidence of skin sores reduced from
62% to 22% after pool. Ear disease
reduced from 31% to 13%.

And there has been the added bonus of
teaching the children to swim and
reducing the risk of drowning. School
holiday programs are utilising the pool
and encouraging healthy eating by
providing healthy lunches. Anecdotal
evidence has also suggested juvenile crime
has been reduced since the opening of
the pool.

◗ For further information on the research
findings contact Mary Tennant on
08 9489 7788. ❖

Laughing Is Healthy –
Seriously
Research shows that enjoying a good
laugh helps lower your blood cholesterol,
reduces stress hormones, triggers
endorphins which help reduce pain, and
enhances our well-being, attitudes and
relationships.

Taking this research on board and
conducting their own pilot studies, staff
at the Tasmanian Aged Care
Rehabilitation Unit have developed their

THINKING OUTSIDE THE SQUARE >>>>>>>>>>
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Fishing is good for your health

>>>>>>>>>>>>

Sometimes the answers are simple and don’t require large amounts of money – they require people to stand
back from what they are doing and think outside the square.

The 7th Conference highlighted many rural and remote initiatives that are having dramatic effects on people’s
physical and mental health. From fishing to swimming, laughing to singing or just sitting and having a yarn,
rural and remote health consumers and practitioners show that there are answers to be found.

The following snippets highlight some creative and innovative solutions. 
◗For more information on other papers, visit the Alliance’s website at www.ruralhealth.org.au or the ABC’s at
www.abc.net.au/rural/ruralhealth2003

7th Conference – Highlights
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own six-week laughter therapy program
and are having great success. The two-
hour sessions engage participants in deep
breathing and relaxation, joke telling,
playing games, laughter chanting, positive
affirmations and a lively morning tea. 

The interest and enquiries have become so
great the Unit has launched a “Laughter
Therapy Action Kit” which comes fully
quipped with laughing accessories such as
wigs, joke books and a video.

The designers of the Kit encourage people
to consider laughter therapy as a serious
option for people with chronic health
problems, socially isolated or those that
are emotionally challenged.

◗ For more information, contact 
Robyn Bishop at the Department of
Health and Human Services, Hobart on
03 6222 7312. ❖

Sing your way to 
a healthier, happier
life
In Victoria, rural communities are finding
their voice. Community singing groups
known as ‘Vocal Nosh’ gatherings
(nourishment for soul and body) are
popping up all over rural Victoria, with
astounding effects on the physical and
mental health of participants. 

Initially funded as a pilot project by Vic-
Heath and co-ordinated by singer and

songwriter, Fay White, Vocal Nosh has
had great benefits for rural communities;
overcoming isolation and social stigma,
providing a sense of community and a
palpable sense of hope and energy.

Each Vocal Nosh has its own unique voice
depending on the organisation and
culture of the community. No prior
singing experience is required. The success
of the program has in part been in the
intensive and thorough training sessions
for group leaders and a community
support person. Topics on strategies for
organising a session, graded challenges so
people never fail and a collection of
suitable repertoire have assisted in
developing strong leadership.

Why not set up a community singing
group in your community?  
◗ For further details contact Fay White on
03 5461 5471. ❖

The Power of 
the Yarn
“Councillors call it ‘narrative therapy’,
anthropologists call it ‘cosmology of
mythology’. Aboriginal people call it ‘the
yarn’”.

Larry Towney, the Aboriginal Program
Manager for the Three Rivers Men’s
Group in Central West, NSW, reminded
Conference of the importance of the
‘yarn’ in Aboriginal culture. 

With many Aboriginal men losing their
traditional role as providers and
protectors of their tribal group, the need
to reconnect with their culture and
spirituality and redefine their role
in their community has never
been greater.

Funded by Centacare, the
program allows for Aboriginal
men to attend drug-and alcohol-
free camps where they explore issues of
culture, spirituality and values through
art, dance and conversation. Being “just
like medicine”, participants  report
increases in self-esteem, reduction in
alcohol and drug abuse, decrease in family
violence and criminal offences and
increased motivation in study and
business pursuits. 

◗ For more information concerning the
program, contact Central West Centacare
on 02 6851 2772. ❖

Eating your way to
good health –
together
The chances are that if you are elderly
and eating alone, you may be at risk of
malnutrition leading to a downward spiral
of reduced appetite, poor health and an
increased dependence on health and
community services. 

The Tasmanian Eating With Friends
project provides the opportunity for
elderly people to eat in the company of
others. Whilst Meals on Wheels programs
address the nutritional needs of the
elderly, Eating With Friends provides
nourishment for the soul.

The project is a collaborative one with
support from local businesses, volunteers
and local and state government. 
◗ For more information about the project
contact Jackie Dermody at the
Department of Health and Human
Services, Hobart on 03 6222 7222. ❖
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Robyn Bishop (far right) and her Laughter Therapy colleagues
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The Rural Doctors’ Association of
Australia (RDAA) was delighted to have
the opportunity for multidisciplinary
discussion which the 7th National Rural
Health Conference in Hobart provided.
The decline in rural procedural medicine
could leave rural communities without
local obstetric, anaesthetic and surgical
services. In 2002, RDAA, in conjunction
with the Australian College of Rural
Remote Medicine (ACRRM) and
Australian Rural and Remote Workforce
Agencies Group (ARRWAG) prepared a

paper on Procedural Rural Medicine:
Strategies towards Solutions. 

This work grew into the concept of an
interactive symposium to develop
practical approaches to these strategies.
About 160 people from medicine,
midwifery, nursing and all levels of
government did just that in the facilitated
discussion groups which were the core of
the event. Feedback from the event was
used to develop a National Strategic
Framework for targeted recommendations
to a number of national bodies.

The 13 discussion groups developed a
number of recommendations related to: 

1. Recruitment and training of the next
generation of procedural doctors,
nurses, midwives and other health
professionals.

2. Monitoring and evaluation of current
initiatives.

3. Integration of current initiatives and
support systems for procedural rural
medicine into a national strategic
framework.

4. Collaborative ways of supporting the
existing procedural workforce.

5. Collaboration between all levels of

government to support procedural
medicine.

6. The identification of good working
models which can be used in
other areas.

The following is a summary of the salient
points from the symposium and previous
work by ACRRM and RDAA:

• There are already a number of
strategies to support procedural rural
medicine. They should be linked
within an overall framework to
increase their impact and evaluated in
relation to both their immediate
outcomes and the value they add to
broader initiatives and approaches.

• Flexibility is an essential attribute of
recruitment, training, career planning
and credentialing systems.

• The team rather than the individual is
seen as the hub of procedural
medicine. This approach is typified by
collaborative working arrangements
between professionals and practices,
formal and informal mentoring
arrangements and integrated
recruitment strategies that target
doctors, nurses and midwives.

• Collaboration was emphasized in all
presentations and discussions. This
must occur within and between all
levels of government, between
professional colleges and organizations
and between professionals themselves.
There needs to be greater respect and
better working relationships between
specialists and rural proceduralists. 

• The aspirations and needs of the
future workforce require as much
attention as those of current
proceduralists. Feminization, changing
value systems, and the increasing

proportion of doctors from diverse
cultural backgrounds were seen as
stimuli for change rather than a cause
for pessimism.

• Cultural change that focuses positively
on the excitement and challenge of
procedural medicine was seen
as crucial to recruitment. (Dismissive
attitudes still permeate some teaching,
training and service delivery
environments.)

• Portability of qualifications and
recognition of prior experience are
essential to a new view of rural
procedural practice as an important
part of a career structure rather than a
life commitment.

• Monitoring and evaluation of current
curricula, recruitment programs and
support initiatives should include
a specific focus on content
and outcomes relevant to rural
procedural medicine.

• The recommendations include
specific strategies to enhance
procedural training and skills
maintenance, and directions for
urgently needed research.

• Indemnity issues were not discussed at
the symposium, though their crucial
place was recognized.

◗ Contact the Rural Doctors Association
of Australia on 02 62739303 or 
email policy@rdaa.com.au ❖

Rural Procedural Medicine Strategies Towards Solutions

7th Conference – Highlights
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For John McGrath, Inaugural Chair of

the Mental Health Council of Australia

(MHCA), the issue of mental health is a

personal one. 

Whilst the statistics say that one in five

Australians will suffer from a mental

illness in their lifetime, and 14–18% of

children and young adults experience

mental health problems of clinical

significance, John and his family have

suffered a double blow. Two of their five

children, both boys, were diagnosed with

a mental disorder in their teens. His

younger son suffered the ultimate cost of

the battle with schizophrenia. 

John gave a very moving testimony of his

experiences with mental health at the

recent 7th National Rural Health

Conference. He says the biggest challenge

a community faces is overcoming the

stigma or shame of mental illness, and

this needs education, resources and the

building of partnerships.

A review of the mental health care system

released by the MHCA entitled Out of
Hospital, Out of Mind, found that the

community cannot support people with a

mental illness. The review interviewed

more than 1000 sufferers, carers, mental

healthcare providers including the nation’s

peak bodies, mental healthcare services in

all states and territories, general

practitioners, psychiatrists and nurses. 

The review found that current

community-based systems are failing to

support recovery from illness or protect

against human rights abuses. At least

62 per cent of people with a mental

illness are not accessing any kind of

mental healthcare.

With mental illness contributing

20 per cent of the national health burden,

the MHCA is calling for an increase in

the expenditure from 7 to at least

12 per cent of the total health spend over

the next five years.

Professor Ian Hickie, CEO of beyondblue,

the national depression initiative, and co-

author of Out of Hospital, Out of Mind,

said each State must commit real

investments.

“Governments must commit to real intent

and national leadership, real

accountability and real and ongoing

review,” Prof Hickie said. ❖
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John McGrath speaks about his personal loss to

mental illness at the 7th National Rural Health

Conference

Details of a new initiative

Community Life – building

community capacity for suicide

prevention, is available at

www.community-life.org.au.

This is a collaborative project

between, the Centre for

Development Education (Perth),

Auseinet (Adelaide), NACCHO

and Suicide Prevention

Australia funded under the

National Suicide Prevention

Program.

The Alliance’s Position Paper

“Mental Health in Rural Areas”

is available on the website at

www.ruralhealth.org.au ❖

John Flynn Scholar update
PARTYline promised to keep you updated with news from Michelle Watson

(nee Hyatt), the John Flynn Scholar from Burnie Tasmania who had a life

changing experience whilst on location in Wongan Hills, WA. (see pg 10, Dec

2002, Issue 13). Michelle met and has since married Lee Watson, a grain farmer

from Calingiri. The couple are currently living in Perth where Michelle has taken

a year off study and is teaching pathology at the College of Natural Medicine.

They hope to move back to the bush to set up in their own practice.

Congratulations Michelle and Lee. A great scholarship success story!❖

John Flynn Scholar Michelle Watson 

(nee Hyatt) with her husband Lee.

Mental Health

>>>>>>
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How’s this for dedication? Emily Vagg, a
student from Kirwan State High School
in Townsville, worked as a waitress in her
school holidays to raise enough money to
come unescorted to Hobart for the
Conference – and she is 16!

Whist she was tempted to put the money
towards a car for university, Emily
decided that moving outside her comfort
zone would be a challenge and the
opportunity to attend a health conference
with such a diverse range of people was
too good to miss.

“It is one of the best things I have ever
done. I’ve met so many medical students
who have given me some great tips on
studying medicine. I now know about the
wide variety of scholarships that I am
eligible for.”

“I think more high school students
should be encouraged to attend the
Conference because it is a great way to
learn about the different health
professions and rural health in general.”

On yer Emily! ❖
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The youngest delegate at the Conference at

aged 16, Emily Vagg says there is a lot

students can learn from attending.

Laura Spencer from the Mallee in South Australia wants the Community theme followed through at

the 8th National Rural Health Conference

The Conference was a great way to
explore the hard work being conducted
throughout rural Australia to improve
the health outcomes of rural people and
communities.

I was impressed with the theme of
community – I firmly believe in the link
between the social, economic,
environmental, cultural status of a
community and the health outcomes a
community and its people experience.
I was pleased to hear about work being
undertaken to explore this further and to
provide more evidence for this approach. I
would like to see it followed through at
the next conference. 

The conference has really motivated me to
work harder to gain more recognition for
the community development approach
and provide more evidence to
demonstrate how effective community
development practices are in improving
the health outcomes of a community.

Would like to see the ‘community’ theme
followed through at the next conference
in some way.

Laura Spencer
Community Development Officer
Mallee Health Service, South Australia ❖

The key benefit I found was seeing what
others do both practically and
theoretically. 

The opportunity to meet others working
in isolation and mining towns and being
able make new contacts was very also
useful. 

I was impressed that those at the ‘coal
face’ made the presentations, not
managers showcasing others’ work. 

The major disadvantage was that the
program was jam-packed and I was
wanting to go to everything. I have
already recommended to other staff
members to put papers to and aim to
attend the next conference.

Kathy Wooldridge
Roxby Downs Health Centre, SA. ❖

Reflections
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Almost without us noticing, the

landscape of Australia’s health system is

changing. This landscape has at least five

main features: funded public hospitals;

Medicare rebates for general practice,

pathology and other out-of-hospital

services; subsidised access to

pharmaceuticals through the

Pharmaceutical Benefits Scheme; health

research, much of it funded through the

National Health and Medical Research

Council; and Indigenous health.

Public Hospitals

The Commonwealth and the

States/Territories jointly fund the public

hospital system. They are currently trying

to agree on a new 5-year Australian

Health Care Agreement (AHCA) – or

rather a series of bilateral agreements

between the Commonwealth and each of

the States/Territories. What are we to

think of a negotiation (2 May) in which

the States say they are offered “a

$1 billion real cut” and the

Commonwealth that it is $10 billion

more over five years? Can it just be the

difference between real and nominal

dollars? or obfuscation? or just lies? 

Even those of us who are poor at maths

will be surprised at such discrepancies. It

is odd that we can fly to the moon but

not track and agree on expenditures on

public hospitals. Probably we can, but

there is too much vested interest opposed

to us – the public – finding out. We

would also like to know how much is

being spent on particular hospitals in

country areas. 

Then (and this is REALLY hard!) we want

to know the distribution of health need.

When we have that as well, we can see for

sure
that health resources are

currently distributed more by income and
geography than by health need. 

It had been hoped that this time the
negotiations between the Commonwealth
and the States would be different (better
– we wrote in PARTYline last September
about the possibility of “a sudden
outbreak of collaboration between the
Commonwealth and the States” – no such
luck yet). Reference Groups to the AHCA
were established a year ago. One of them
was on “Improving Rural Health”. It
came up with sensible ideas about
anomalies in funding mechanisms,
twenty-year old assumptions, and a set of
"principles to guide action to improve
health services and health outcomes in
rural Australia" (see separate article). Are
those ideas captured in the Agreements
now being fought over? 

Medicare and Bulk-Billing

The Alliance is strongly of the view that
two important issues are needlessly
combined in this: workforce programs
and the arrangements for bulk-billing. 

There are planned increases in the
number of undergraduate places for
medicine, and new training places for GP

Registrars
(they’re junior doctors who are

deciding to specialise in general practice
rather than, say, cardiology or bones). 

The Alliance supports these workforce
commitments – but not under all or any
conditions. New undergraduate places
need to be properly resourced in the
Medical Schools; they need to have good
placements in rural areas – decent
accommodation, support from mentors
with time to spend, etc etc. (And it would
be great if the placement system provided
medical, nursing and allied health
students with team placements; but that’s
another story!) 

The Alliance would endorse these
workforce changes as part of "measured
and supported initiatives which will help
rural consumers" (the Media Release is at
www.ruralhealth.org.au). 

But it does not support the proposed
changes to Medicare and bulk-billing. If
accepted, the changes would result in a
system that is less fair, less safe, more
costly to administer (because payment
through the tax system has a low admin.
cost), and less affordable for those ‘in the
middle’ (with low incomes but no
concession card). The package doesn’t
deal with specialists or pathology at all,
and even if most doctors opted in it
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We would like to

know how much

is being spent on

particular

hospitals in

country areas



would not result in more doctors overall

or more of them in rural and

remote areas.

The Alliance’s preferred path is to increase

the rebate to levels that will encourage and

enable GPs to bulk bill, and to consider

the full implications and operations of a

system of rural consultation item

numbers. 

One of the main benefits of bulk-billing is

that it can keep the lid on the cost of a

medical consultation. But for there to be a

high rate of bulk-billing, two things are

required: an adequate rebate and an

adequate level of competition between

doctors. Rural GP bodies argue that a

differential (higher) rebate in rural and

remote areas would recognise the higher

costs of their practice and the greater

complexity of their scope of practice. But

there would still be a very low level of

competition in country areas between

doctors; many have closed their books and

others have no competitor within cooee.

So when there is an adequate rebate again,

the rate of bulk-billing will still depend on

the decisions of individual GPs. 

In the meantime we should worry a lot

about potentially losing the universality of

Medicare in return for some greater

convenience for patients whose doctors

opt in and for GPs themselves. This

‘universality’ means an insurance scheme

to which everyone contributes according

to their ability to pay, in which everyone

has a right to coverage, and in which

additional payments (subject to the overall

decisions of GPs) may, in aggregate, also

be made according to the ability to pay. 

The PBS

The third pillar of the health system is the

Pharmaceutical Benefits Scheme (PBS).

The Federal Government’s proposal to

increase the PBS co-payment has been

defeated twice in the Senate and is

currently in abeyance. The plan was to

increase the concessional fee under the

PBS by one dollar, and the full fee from
about $22 to about $28. Rather like the
proposed changes to Medicare this could
well result in more strife for ‘those in the
middle’ – people on low incomes without
concession cards, particularly with large
families or chronic illness. 

Meanwhile, back at the ranch, there is a
move to include the PBS in negotiations
with the US over a Free Trade Agreement
and the US would like to knock off the
subsidies under the PBS. This would
mean better access for US companies to
the Australian market – and higher prices
over the counter. Many Australians see the
PBS as a cental part of social policy and
not as something that can be negotiated
away in a trade agreement. But Australian
farmers would like unfettered access to the
US’s beef and sugar markets and could get
major pay-offs if they did. 

Health Research and Indigenous Health
Fourth and fifth are health research
directions, and Indigenous health. 

A new triennium for the NHMRC begins
on 1 July this year. The Alliance has
written to the NHMRC about one of the

priority recommendations from the 7th
Conference. The gist of it is this: can we
please have more funding for health
research that relates particularly to rural
areas; of the research that is
undertaken, can we please have more
of it done in institutions that are
located in rural and remote areas
(partnerships with researchers
from the capital cities are just
fine); can we ask that research
that is undertaken helps to
build up the capacity of rural
communities; and can the
rural health research
encompass the whole range
of research types – applied
as well as more theoretical
activity. 

Fifth is Indigenous health. Why does it
often come last? There are several answers:
the main one is that it is harder to fix
because it clearly involves many non-
health sectors as well as health services:
employment, transport, housing,
nutrition, land rights, community
services, cultural sensitivity, the law.
Actually, everyone’s health involves these
sectors: it’s just that it’s more obvious and
more urgent in Indigenous health. Despite
this seriousness and urgency, it’s still not
front and centre. 

The Prime Minister has taken the lead in
the AHCA and the Medicare package
announcements – reflecting his wish to be
seen to have an important domestic
agenda, after the temporary destruction of
overseas affairs. So at least ‘health’ is on
the main agenda again. This gives us a
good context in which to argue that
rural health is still worse,
still different –
and still not
fixed. ❖

>>>>>>>>>>>>>>>
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Indigenous Health –

"Why does it often

come last?"



The Philippines has developed a unique
form of community participation of which
many Australian communities would be
envious. Facilitated by the Institute of
Primary Health Care (IPHC), villagers are
involved from the outset in devising a
Village Development Plan. Mariper
Mercader, Executive Director of IPHC,
writes for PARTYline about this
participatory model.

The Institute of Primary Health Care
(IPHC) is one of the pioneering
non-government organisations

(NGOs) in the southern part of the
Philippines. The Institute is the
community service arm of the Davao
Medical School Foundation, the first
established medical school in the island of
Mindanao. 

Working in communities with a high and
continuing incidence of poverty
engendered by political and social
instability brought about by insurgency,
the Institute sees its role as promoting
more than the absence of disease. Its
objectives include reduction of the levels
of infant and child mortality, and the
upgrading of health conditions and health
service provision. 

In adopting the broad development
approach, the Institute simultaneously
adopted a people-centered focus. Its
partnership model, its participatory

approach, the emphasis on knowledge
and training, and the determination to
help develop sustainable models all led to
a process of involving people fully in their
own development. A key objective in
doing so was to build communities that
were aware, active and organised for on-
going action.

With the introduction of the Local
Government Code in 1991, basic services
like health, agriculture, and social welfare
were decentralised. The Code also
mandated the participation of local
people in special local bodies tasked to
plan and monitor local government
development initiatives, including the
preparation of its annual budget. 

The Strategies:
The Institute has developed a program on
Village Development Planning where
different sectors of people in a village are
represented and given the challenge of
coming up with a five-year development
plan for the Local Government Unit.
The community’s involvement is
facilitated through local special bodies
which are involved in every part of the
process; from identification of problems
and prioritising into a 5-year plan,
monitoring of initiatives, devising
budgets and final validation. 

Through their active participation in the
planning and monitoring process, the

community is also able to ensure
transparency and accountability in the
affairs of governance. Although not all
issues are given solutions at their level,
people develop a sense of hope and trust.
There is a sense of pride that they are able
to participate in shaping the kind of
development they envisioned for their
communities. There is a feeling of
belonging, appreciation of the
contribution of each one in the
community, and a sense of ownership of
the process and the projects implemented.

The Results:
Before this participatory planning system
was put in place, infrastructure issues
were the concern of elected officials.
Now, there is diversity of concerns
discussed in the meetings, which include
the issue of ensuring quality delivery of
basic services. In the process, the critical
consciousness of the communities has
been heightened. As a result of the
people’s active participation in the
planning process, the budgets allocated to
health and agriculture have increased. In
some villages, the increase in local taxes
has been agreeable as locals see the need
to help their respective villages. 

This is only the beginning – there is still
a lot to be done. Malnutrition among
children, violence against women, low
levels of farm productivity, children not
in school, poor access for farms to market
roads – these are only some of the
challenges to be faced. But one thing is
for sure: as long as they actively take part
in the process with elected officials and
other stakeholders, the citizens will find
ways to respond to the issues collectively. 

◗ For more information visit
www.jsitango.com/DMSF.htm ❖

Participatory Governance – The Philippines Experience

National Rural Health Alliance, Number 15, May 200312 Philippino Executive Director, Mariper Mercader, 

on her visit to the National Rural Health Alliance in Canberra.
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Consumer Participation
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My husband and I wanted to voice our
concerns regarding rural people.
Obviously, these concerns apply at all
times, but now, with the continuing
drought, it is urgent and life threatening.

Among our friends, we see signs of stress,
and we realise there are many of them
who are contemplating harm to
themselves. We wonder each day if
anyone is aware of these problems and
doing anything to prevent them. We are
concerned the Government will keep
pushing rural people too hard – and the
result will be catastrophic.

With governments announcing or
contemplating a water levy, ambulance
levy, methane tax, land clearing bans, the
ongoing land rights debate and the
continuing closure of rural services, we
are all becoming very frustrated. Add this
pressure to a drought which has taken the
lives of our stock, our self esteem, and
threatens to take our livelihood, our
homes and possibly the lives of those we
love. If we could only get the ‘powers that
be’ to see our situation from our
perspective, maybe we would feel slight
relief. We want understanding.
Understanding that going to the pub
won't give relief. Understanding that no
matter what logic says, we blame ourselves
for the lack of rain and we feel personally
responsible for the lives of our stock.
Understanding that we are experiencing

trauma as great as those our military
forces are feeling in Iraq. Understanding
that we need help to get through this and
will need help for a long time to come.
Understanding that the sort of help we
need and plead for is not more forms to
fill out in the quest for more money – it
is that sort of help that can only be
provided by someone listening to our
concerns.

With thousands of people in this stressful
situation we are asking if anyone is
helping. Is anyone conscious of the fact
that there is such a serious problem? Is
anyone aware that rain will not fix these
problems? It will take years for people to
recover financially from this drought.
Some will never recover, especially if
government policies, adverse climate
conditions, market forces or personal
situations are not advantaged during
recovery time.

Please forward this message to people who
can help. We'll do our bit, by struggling
along as we are, until something relieves
our pain. We'll also refer our friends to
www.depressionet.com.au a website that
might help or to our doctor who might
know some way to help. But if those
friends don't get help, or don't know how

to ask for help, we might be forced to
stand as they are lowered into their graves
– and wish we’d known what else to do.

What rural people need (and we mean
townsfolk as well as property owners,
shearers, other itinerant workers in any
field related to or in a rural area, as well as
those who've already been forced to leave
their homes or jobs by this drought) is in-
home help. Help that comes to them.
Face-to-face "talk to me, I'm qualified to
help you for free for as long as it takes"
help. Confidential help. Individual help –
without parents, or spouses, or in-laws
present. They need this help NOW
(actually they needed it last year) and they
need it before this drought goes any
longer, AND after it breaks (if it ever
breaks). 

So, please, will you turn away and give
your time and money to those overseas, or
will you look to us at home? We don't
begrudge them getting help. We just ask
that we get help too.

Yours Sincerely,

Bernadette and Gordon Walter
Quilpie, Qld  ❖

Bernadette and Gordon Walter,
cattle farmers from Quilpie, Qld,
(200km west of Charleville) write to
PARTYline about the trauma they
and their community are facing
following a one-in-a-one-hundred-
year drought and unprecedented
water shortages.
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The Drought
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Dr Fiona Benson, a locum GP,
interviews the Director of the new Rural
Clinical School in Bendigo, Professor
Gordon Whyte, on behalf of PARTYline.

The Loddon-Mallee region has one of the
highest patient-to-doctor ratios in
Victoria. To help address such imbalances,
Monash University will open four rural
clinical schools in 2004. Bendigo Rural
Clinical School (RCS), one of the four,
will take sixteen undergraduate medical
students each year for an eighteen month
placement. Bendigo RCSs first director,
Prof. Gordon Whyte, thinks it can offer
students a unique experience. 

Lister House will accommodate the
students and Prof. Whyte hopes it will
become a base where students and doctors

can form ‘an interactive network’.
Tutorial rooms and an office for GP
registrars will encourage the two

groups to mix. When other Colleges set
up rural programs, facilities will be
provided for their registrars.

Students will make contact with local GPs
by spending three months in a rural
general practice. They will see continuity
of care both over time and within the
profession. Fortunately, the GP training
program already has a network of rural
practices offering multidisciplinary
training and procedural experience for its
registrars. Prof. Whyte is building the
undergraduate training scheme
alongside it. 

Bendigo RCS’s Community Liaison
Committee has received positive feedback
from local GPs and the community.
The Committee will offer many
opportunities for students to become
involved in local society and thus
participate in the recruitment of future
rural health professionals. They will
become role models for high school
students, participate in local sports and

have the option of having a ‘surrogate
parent,’ with whom they can catch-up
occasionally.

Prof Whyte is building links with other
health disciplines that have teaching
schools in Bendigo, such as nursing. This
is crucial as most health services in rural
areas are provided in team environments
and “undergraduates learn best in a team
environment”. 

Prof. Whyte hopes Bendigo will
eventually recruit its own interns. This
will prevent reliance on doctors passing
through on a three month ‘outward
rotation’ from the metropolitan hospital
that recruited them and where their
loyalties most probably lie. Interns
recruited by Bendigo might then choose
to remain in Bendigo for their resident
year as well and it is in these two years
that “they make their life decisions”. This
self-sustaining model aims to stop rural
doctors “being poor cousins of the city,”
says Prof Whyte. “They become a totally
valid entity in their own right.” 

Academic success and opportunities for
practical skill development will be crucial
to attracting future students. Precedents
from other States are favourable. Prof
Whyte cites the South Australian
example, where students who chose the
rural clinical school “moved up eight to
ten places (as ranked against peers) in
what was their previous year’s
performance.” If Bendigo RCS can
duplicate this, it may become a top choice
for students. This may include students
who intend to remain in the city, but
want more experience and better marks.
Prof. Whyte is untroubled by this
possibility, as he hopes to be able to
accommodate the goals of all applicants.
“How would I select if I had an
oversupply? I would celebrate long and
hard,” he says.

And rural clinical school students won’t
miss out on the metropolitan experience.
A student’s final clinical placement can be
undertaken in either a rural or
metropolitan hospital. While those who
have spent eighteen months in Bendigo
RCS will be welcome to return, many
students have indicated that in this time
they want to experience other hospitals.
This will give them a better perspective
when choosing an intern placement. 

Prof Whyte, who has a PhD and MBA, is
a former Director of the Red Cross Blood
Service and is no stranger to challenge.
“That’s the vision, and it can be done,” he
says, adding, “And if it doesn’t happen
straight away, I’ll keep trying until
it does.”

Dr Fiona Benson ❖

Rural Clinical School for Rural Victoria
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Professor Gordon Whyte, Director of the new

Bendigo Rural Clinical School.



Australian Health Care Agreements

HEALTH CARE >>>>>>>>>>>>

A False Dawn for the Australian
Health Care Agreements as Tools
of Policy Development?

At their meeting of 5 April 2002, Health
Ministers commissioned work in a range
of health policy areas to enable the next
Australian Health Care Agreements
(AHCA) to identify:

• national objectives for the provision of
best care and health outcomes
regardless of jurisdictional boundaries;

• opportunities to improve health
service delivery; and

• linkages to other relevant health
strategies.

Nine Reference Groups were established
(some within pre-existing committees) to
report on:

• the continuum between preventative,
primary, chronic and acute models
of care;

• the interface between aged and
acute care;

• collaboration on workforce, training
and education;

• the interaction between hospital
funding and private health insurance;

• improving Indigenous health; 

• improving mental health;

• improving rural health;

• quality and safety; and

• information technology, research and
‘e-health’.

There was much excitement about this in
some quarters. It looked as though the
most important health contracts between
the States/Territories and the
Commonwealth were to be used “to
articulate national health policy
objectives” (Michael Reid, MJA 2002
177(6)). In other words, the negotiations
over the AHCA and their content once
agreed, would be a vehicle for injecting
some good ideas into health debates and

perhaps also to mandate the respective
jurisdictions to certain tasks or directions
as part of their mutual contracts. Another
commentator and ex-Health Department
Head (John Paterson, in the same issue of
the MJA), said that this work of the
Reference Groups was “to precede and
inform negotiations about funding within
the AHCA”. 

Each Reference Group reported to a
Health Minister at the end of September
2002 and they (presumably?) sent on the
ideas to their Ministerial colleagues. 

The consumers and clinicians who were
on the Reference Groups may wonder
what became of it all. Hopefully the new
Agreements do contain some of the
principles, objectives and proposed
outcomes from the work of the Groups. 

The Alliance was represented on the
‘Improving Rural Heath’ Group, which
recommended to Ministers six key
actions, “distilled from these specific

strategies, that have the most potential
for improving health and aged care

services in rural Australia if

targeted under the next Australian Health
Care Agreements”:

1. Provide additional funding for
genuine incentives to increase the
rural GP workforce.

2. Create a critical mass of rural
specialists using relevant
recommendations from the
Department of Health’s 2002 Report.

3. Provide immediate resources to
improve aged care services in rural
communities and bring existing but
non-operational resources on-line.

4. Undertake targeted increases in rural
health expenditure on Aboriginal
health services.

5. Develop models for better use of
existing private and community
providers of transport in rural areas.

6. Develop and implement
community/regional based models for
funding and governance that builds
the community’s capacity to work
with the Commonwealth, state and
the private sector in planning
comprehensive health and aged care
services in their own communities 
and regions.

There is a close relationship between these
recommendations and the new Healthy
Horizons (Outlook 2003–07). There was
also strong support for them at the 7th
National Rural Health Conference. 

◗The articles by Paterson and Reid on 
the AHCA process and these Reference
Groups are at www.mja.com.au/
public/issues/177_06_160902/contents_
160902.html) ❖

ADVERTISING COSTS:

PARTYline welcomes advertisements. 

The schedule of fees is: Quarter page: $275; Half page: $550; 

One-third page: $363; Two-thirds page: $720; Full page: $1100

Insert in mailout (hardcopy provided): $880

All prices are GST inclusive. A 10% discount applies for an annual advertisement subscription.

Phone the NRHA on (02) 6285 4660.

Transport models in rural areas, one of the six

priorities recommended to Health Ministers for

inclusion in the Australian Healthcare

Agreements 
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Allied Health
Much new activity in rural and remote

allied health! After a decade of laying the

foundations (http://www.sapmea.asn.au/

conventions/alliedhealth/papers/adams_

robyn.pdf), there is now a Rural and

Remote Allied Health Advisory Service

and applications in the first round of

Commonwealth Allied Health Rural and

Remote Postgrad Scholarships are being

assessed. The Commonwealth’s leadership

on these has been warmly welcomed.

Among other things, the Advisory Service

will work with other parties to provide

information from the Census about allied

health professionals in rural and remote

areas, benchmark rural practice and

develop draft guidelines for solo practice.

There will also be work on vacancy

databases. The work is being led by

Services for Rural and Remote Allied

Health (SARRAH) and the Australian

Rural and Remote Allied Health

Taskforce of the Health Professions

Council of Australia. Contact SARRAH:

http://www.ruralhealth.org.au/nrhapubli

c/publicdocs/sarrah/index.htm  ❖

New Women’s
Grouping
The National Rural Women’s Coalition

brings together the Country Women’s

Association of Australia, Australian Local

Government Women’s Association,

Australian Women In Agriculture,

Foundation for Australian Agricultural

Women, Isolated Children’s Parents’

Association, National Rural Health

Alliance, Women’s Industry Network

Seafood Community and a rural

Indigenous women. Supported by the

Office of the Status of Women, the

Coalition will present to Government and

the community the views of its members

and rural women generally, enabling the

development of informed policy and

programs that enhance the status and

position of women, particularly rural

women. 

The Coalition has appointed an Executive

Director (see details on page 18) and held

a Round Table in June. Watch this space

for further updates. ❖

Aged Care
Submission
Australia needs to devote serious attention

and resources to ways in which more rural

towns can offer a high level of health and

well-being for older people. The trend

towards an ageing population is more

pronounced in rural and remote areas

overall than in the cities. This is due to

the out-migration of young people and

significant in-migration of older people

because of lower house prices and general

perceptions of the positive aspects of life

in country areas (“peace and quiet”)

regarded as beneficial for retirement 

To have meaningful results, the National

Strategy for an Ageing Australia must be

better promoted and contain more of

direct relevance to people in rural,

regional and remote areas. In its

submission to the House of

Representatives Inquiry, the Alliance lists

a number of key strategies in the spirit of

the National Strategy and some Priority

Actions.

(http://www.ruralhealth.org.au/nrhapubl

ic/Index.Cfm?Category=OtherMedia)  ❖

Healthy Horizons
After some fanfare at the 7th Conference,

what has happened to the new national

strategy for health in rural, regional and

remote areas – Healthy Horizons Outlook

2003–2007? Watch this space. ❖

Nursing
The Project Committee for Action on

Nursing in Rural and Remote Areas

continues to meet by teleconference

(AARN, ANF, CRANA, RCNA, NRHN,

CATSIN, ACDN and ANC). It is

working on the 7-Point Plan and letters

have been written to Health Ministers

about their plans for rural and remote

nursing, and to about 40 Heads of

Schools of Nursing about their provision

for rural curriculum and placements. The

7-Point Plan is at

http://www.ruralhealth.

org.au/nrhapublic/Index.Cfm?Category=

ProjectsNursing  ❖

New developments in allied health 
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For Mike Anderson, being able to

call on professional advice of a

leading expert in asthma has been of

great assistance to his sole pharmacy

practice in Warren in the central

west of NSW. 

Mike Anderson was able to utilise the

expertise of Associate Professor Peter van

Asperen, Head of the Department of

Respiratory Medicine at the Children’s

Hospital, Westmead who travelled to

Warren to give a presentation on how

best to manage childhood asthma.

Sufferers, carers, health workers, teachers,

pharmacists and GPs from Warren and

surrounding areas gathered at Warren

Central School to receive advice on

managing asthma and key messages

associated with the Asthma 3+

Action Plan. 

Health professionals from the

neighbouring towns of Cobar, Mudgee

and Dubbo were also able to be part of

the interactive conference via a new

teleconferencing facility located at the

Warren Multi Purpose Heath Service. 

“The evening was very successful,” reports

Mike. “Not only were the residents of

Warren and surrounding areas able to

keep up-to-date on how to manage their

asthma, but it was a great opportunity for

health professionals to get together for

professional support”.

“One of the great bonuses is that you can

develop a personal relationship with a

specialist in the city. You can ring them

up when you have a problem and can

make referrals with confidence. And they

enjoy it too. We have a lot to offer out

here and we always make sure we look

after them when they come to visit”.

“One thing I’ve learnt from this is that if

want people to come out to the bush the

first thing you’ve got to do is ask – and

then keep asking. I would definitely

recommend it to other communities”.

The event was made possible through

funds from the National Asthma

Community Grants Program, a joint

initiative of the Commonwealth

Department of Health and Ageing and

the Australian Asthma Foundation.

Australia has the second highest

prevalence of asthma in the world and

whilst the prevalence and hospital

admissions are not considerably higher in

the bush, patients and health

professionals face additional challenges in

controlling the disease. With limited

access to health professionals, distance

from medical facilities and difficulties in

limiting exposure to seasonal and

occupational asthma triggers, the need for

professional support is paramount. ❖

Questions Answered for Rural Sufferers 

For more information,
contact the Commonwealth
Department of Health and
Ageing’s Asthma section on
02 6289 1555.

Visit the Alliance’s website and

access Christopher Luttrell’s

paper entitled “Allergies and

Asthma”.

(http://www.nrha.net.au/nrhap

ublic/publicdocs/conferences/7t

hNRHC/Papers.htm)

Ass. Professor van Asperen and Alison Payne, Health Services Manager at the Warren Multipurpose

Health Services at the asthma teleconference.
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PARTYline likes to keep you
updated on the movements of your
friends and colleagues in rural
health. If you are ‘on the move’ let
us know.

The Australian Rural Health Education
Network Ltd (ARHEN) office has moved
to co-locate with the Australian Rural and

Remote Workforce Agencies
Group (ARRWAG). They can
be contacted at PO Box 242,

Deakin West ACT 2600, 
ph 02 6282 2166; fax: 02 6282 9166
or email the Executive Officer Kathy

Bell eo@arhen.org.au

Lynda Summers has replaced Mark
Cormack as delegate on the Alliance
Council representing the Australian
Healthcare Association. Lynda is the

Chairperson of the Greater Murray

Health Service and is from Table Top in

NSW (near Albury). Welcome Lynda.

Whilst on the topic of new members, the

Alliance now has 24 Member Bodies and

a Council of 26. For the Catholic Rural

Hospitals Forum of Catholic Health

Australia, Lyn Sheehan (Rockhampton,

QLD) is the delegate to Council. For the

Australian Rural Health Education

Network Ltd it is Professor Judi Walker

(Launceston, Tas). And for the Rural sub-

committee of the Australian Divisions of

General Practice it is Keith Fletcher

(Leeton, NSW). For the full list of

Alliance members visit our website at

www.ruralhealth.org.au

Jennifer Cameron has recently appointed

to a new position with the Association for

Australian Rural Nurses Association

(AARN). Jennifer has had extensive

experience with other peak body

organisations including the Deafness

Council and ACROD. Welcome Jennifer.

The newly formed National Rural

Women’s Coalition has appointed Judy

Swann as its Executive Director. Judy,

who is due to officially start shortly,

originated from Orange and is now living

in Canberra. 

Several in the (rural and remote) health

sector were awarded the Centenary Medal

for service to the community. Those we

know of are Samar Aoun, John

Wakerman, Sabina Knight, Marie Lally,

Graham Vimpani, Janie Mason and

Kerin O’Dea.  ❖

Doctors are constantly faced with
deciding on the best treatment for the
patient sitting in front of them. IMETs –
Individual Medication Effectiveness Tests
– also known as n-of-1 trials – allow
identification of individual responders to
particular drugs, so that therapy can be
specifically targeted to responders. They
are similar to a randomised controlled
trial, but use a patient as their own
control, with alternating periods of say a
treatment and a placebo, in random
order. They also use double-blinding to
remove the placebo effect. 

The Centre for General
Practice at The University
of Queensland has been
conducting IMETs for
chronic pain over the last
three years. Results have
shown that of the first
69 patients who completed

the chronic pain IMET testing, only
19 received additional benefits from their
non-steroidal anti-inflammatory
medication. In other words, about 70%
of the people tested were not individually
responding to their current pain
medications. 

IMETs have a significant impact on
patients’ medication management. Of the
patients who were on NSAIDs just before
the IMET, 76% ceased them afterwards.
Overall, 84% of patients changed
management immediately after the IMET.

Patients and doctors have found that
IMETs are useful and worthwhile, and
they feel more confident in their
management plans. 

The Centre for General Practice provides
the entire service – all doctors need to do
is identify suitable patients, fill out a
referral form, and discuss the report
provided by the IMET service with
the patient.

◗ Both doctors and chronic pain sufferers
interested in further information about
this study, or exploring the benefits of an
IMET, can get a free information kit by
phoning 1800 038 464 or 07 32406154,
or emailing imet@sph.uq.edu.au Web
address: http://www.sph.uq.edu.au/
cgp/red/practice/imet.html.  ❖

Who’s gone Where? • Who’s gone Where?

Australian study delivers free medication
testing for chronic pain sufferers 

>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>>

mailto:eo@arhen.org.au
http://www.ruralhealth.org.au
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http://www.sph.uq.edu.au/cgp/red/practice/imet.html.


National Rural Health Alliance, Number 15, May 2003 19

This is a transcript of a media
release from Wayne Swan,
Shadow Minister for Families and
Community Services, 20 April,
2003.

Easter is a time to reflect on growing
inequality in Australia, which means an
increasing number of families and their
children are missing out on opportunities.

While those at the very top are doing
exceptionally well, low and middle-
income families are being squeezed by the
tax system, doctor’s fees, health insurance
and school costs.

In every town and city of Australia, the
ambitions of working parents to give their
kids a better future are being thwarted by
a lack of opportunities. 

The incomes of the top 5% are
outstripping average incomes by almost

three times, and middle incomes by four
times. (Source: Taxation Statistics
1995–00).

Australian families are working harder,
doing more overtime, but their efforts are
going unrewarded.

860,000 Australians, many of them
families on modest incomes, are giving
the Government sixty cents of every
dollar of overtime they earn – double the
number who faced such high rates of tax
five years ago. (Source: NATSEM 2002)

Only 7% of workers work all their
weekday hours between 9am and 5pm
and much of their overtime goes unpaid.
(Source: Argy 2003)

The number of families living in poverty is
no longer confined to those without work.

Of the 2.5 million Australians who live in
poverty, there are nearly 1 million

working families who are not earning
enough to lift them above the poverty
line of $415 a week. (Source:
NATSEM, Smith Family 2001)

These families just want a fair go. They
don’t want handouts, just a hand up.

In a little under two weeks hearings will
begin around the country into the
growing divide between the rich and
other Australians.

Labor’s Senate Inquiry into Poverty and
Financial Hardship has received nearly
200 submissions and will hear evidence
from the community about how to
address growing inequality in Australia.

We need to rebuild the ladder of
opportunity in Australia or face the
consequences of a society where an
increasing number of families cannot
provide for their children. ❖

Time to Reflect on the Growing Poverty of
Opportunity in Australia

PHOTO: ARTHUR MOSTEAD

Since reporting on Child Health in our
September issue of PARTYline there seems
to be some energy emerging which could
see some positive outcomes for
our children. 

The Commonwealth Department of
Family and Community Services (FaCS)
has released a consultation paper entitled
Towards the Development of a National
Agenda for Early Childhood. Developed by
a Commonwealth Task Force on Child
Development, Health and Wellbeing the
paper focuses on children between 0–5
years. Comments are being received until
the 30 May. If you are interested visit
www.facs.gov.au/early_childhood

NIFTeY (the National Investment for the
Early Years, Australia, Ltd) is an
incorporated company that disseminates
information, networks and advocated for
children from conception to the end of
the first year. Headed by Professor Graeme
Vimpani from the University of

Newcastle, the Company has been
advocating for the National Agenda. 
◗ For further information, visit their
website at www.niftey.cyh

The Australian Research Alliance for
Children and Youth is an Alliance of
leaders in early childhood and
adolescent development, paediatrics,
epidemiology, education, youth justice,
the social sciences, population statistics,
and economics as well as top-level
policy makers. Headed by the
Australian of the Year, Professor Fiona
Stanley, the Alliance is focussing on
research and making data more readily
available and useable for policy makers
and service providers.

The National Rural Health Alliance has a
draft paper on the issue of child health in
rural areas. Currently in draft, the paper
will be utilised by health care providers to
ensure their facilities and service is child
friendly and child focused. 

The paper will soon be circulated to
friends of the Alliance and other interested
parties. 

◗ If you are interested in receiving a copy,
contact Michele Foley at the National
Rural Health Alliance on 02 62854660 or
email Michele@ruralhealth.org.au

Watch this space for more on child health. ❖

Child health on the agenda

>>>>>>>>>>>>>
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Delegates arrived to the ‘underwater’

themed Dinner Dance. Described as the

“best night ever”, dancers partied to

well into the night, rocking to the music

of ‘Giant Hamsters’.

PHOTO:  SAM ROSEWARNE 

Hobart Playback

Theatre 
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International Speaker, Florence Manguyu challenged delegates to be able to

answer the question when asked by patients “Where were you when I needed

you?” For a transcript of her paper visit the Alliance website. 

PHOTO:  SAM ROSEWARNE 

The Shouting Choir provided a noisy rendition

of many well known pieces like “the Rose” and

“Advance Australia Fair”.

PHOTO:  SAM ROSEWARNE 

National Rural Health Alliance, Number 15, May 200320


