
by Jared Watts 

MED SCHOOL: get up each morning, 
put on your shirt and tie, fight the 
peak hour traffic.  Join a trail of people 
tracking from bed to bed; try to hear what 
is going on over the shoulders of medicos 
higher up the food chain.  Head off to 
tutorial from a doctor who is less than 
interested in teaching; fight for patients 
with a hundred other students hunting 
for learning cases.  Fight the traffic home.  
Do it all over again tomorrow...and the 
next day...and the next...

Well how about a change?  You get out of 
bed, knowing it will be a fine day.  You 
put on your shorts and t-shirt before a 
breakfast of coconut and mango fresh 
from your garden.  You take the two-
minute drive to the airport to join your 
colleague, an enthusiastic, highly-skilled 
local GP with whom you will fly down 
the coast to an Aboriginal Community, 
watching for whales and turtles out of the 
aircraft’s windows. 

During 2004, I had the pleasure of 
studying 5th year medicine at UWA’s 
Rural Clinical School in Broome.  It 
changed me personally and professionally, 
and positively influenced the rest of my 

medical school experience.

 After an orientation week in Esperance 
- an intensive week of tutorials, practical 
classes and planning for the coming 
year - the students then headed off to 
their respective towns, which included 
Esperance, Geraldton, Kalgoorlie, Port 
Hedland and Broome.

Six of us flew to Broome late in January, 
not at all sure what to expect.  However, 
from the start, we knew this year was 
going to be different.  For our first night 
in town, many of the hospital doctors, 
private GPs, nurses and allied health staff 
gave us a welcome BBQ tea.  They were 
extremely energetic and enthusiastic, all 
very willing to teach.  I am sure they 
would have loved us to go back with them 
to the hospital that evening so they could 

start teaching.  They loved their job and 
wanted to pass on their knowledge and 
enthusiasm.  

The year was full of many highs and some 
lows.  One of my favourite activities was 
flying out to surrounding Aboriginal 
communities for weekly clinic visits.  
Often it would just be the one doctor, 
one med student and the pilot.  The 
clinic could see forty to sixty patients, 
ensuring the student needed to play 
an important role and forcing us to 
learn a lot! I saw syphilis, leprosy and 
tuberculosis, all conditions I thought only 
existed in Australia in textbooks.  The 
local Aboriginal people were extremely 
receptive and took us students fishing, 
discussed cultural issues and taught us 
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ACCESSING SERVICES HAS ALWAYS 
BEEN more difficult in rural areas, and in 
recent times the disquieting trend towards 
loss of services has been escalating.  The 
trend is not new but it now seems to be 
affecting a greater number of basic health 
and health-related services.  

The issue this raises is what the attitude of 
governments should be to service provision 
where there are small numbers of people.  
It can be assumed that only publicly-
provided services are likely, because the 
small population means that privately-
provided services with city-equivalent 
prices would not make profits.

In an affluent nation like Australia with 
no shortage of resources and a well-
developed ethos of ‘public service’, it is 
surely reasonable for all citizens to expect 
access to a set of basic or core services, 
such as meaningful employment, privacy, 
a safe home and safe food, and access 
to communications and broadcasting 
systems.  In relation to health they expect 
access (on the basis of need) to a doctor, 
a dentist and a hospital, as well as care 
for palliation (in the case of life-limiting 
conditions), care for their mental health 
and care in their own home when elderly.  

If the notion of this suite of core health 
services is accepted, it will be because 
some of them are fundamental (eg access 
to a doctor) and others of them are 
known to be practicable because they do 
not require high-tech, high-cost fixes.  So 
kidney dialysis and complex surgery are 
recognised as critical services that will not 
be available everywhere.  On the other 
hand much of the palliative care, mental 
health care and aged care required can 
be provided in the home and through 
the community, if supplemented by the 
necessary skilled inputs.

The principle that all Australians should 
have access to a suite of core services, 
irrespective of where they live, has not 
to date been universally accepted by 
Australian authorities.  Certainly the 
principle has not been sustained for 
Indigenous outstations (see story this 
edition).

So what is the status of such a principle, 
and what are the elements of the suite of 
services to which it relates?  

Two services other than those listed above 
are now candidates for inclusion on the list 
of core entitlements: maternity services, 
and access to the internet.  Maternity 
services have come to be seen as ‘core’ as 
expectant mothers in a greater number of 
reasonably-sized places are for the first time 
facing the reality of not being able to have 
babies locally.  Internet access is challenging 
for a place on the list as it is increasingly 
recognised that connectivity is necessary for 
normal business and inter-personal 
communications (including for some of 
those related directly to health).

It is sometimes said that people who 
“choose” to live in more remote areas should 
be prepared to put up with poorer services 
and not expect recompense.  To what extent 
should they be expected to pay higher prices 
for basic services?  In what circumstances 
is access for people in more remote areas 
better provided by paying for them to travel, 
rather than paying for the service to travel 
(‘outreach’) or paying for the service’s local 
maintenance? 

There needs to be debate on these issues.  
And quickly.  For the evidence about 
what is happening is clear.  Some 130 
maternity services in rural areas have been 
closed in the last ten years.  There is still 
a serious shortage of general practitioners, 
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Miranda and Lucy (the donkey) at Springvale in 
Wagga Wagga, NSW.  Photo from Carl Cooper. continued on page 3



some ‘bush medicine.’

During the year, teaching sessions came 
from UWA academic staff based in 
Broome, video conferences from Perth, 
tutorials from the extraordinary local 
doctors and by following specialists 
around the Kimberley on their bimonthly 
visits.  We had assignments in paediatrics, 
oncology, obstetrics and gynaecology, 
general practice, general medicine and 
orthopaedics.  Our learning was varied, 
and included working with the doctor’s 
kids on developmental assessments, 
attending to a waitress who rolled her 
ankle at the local restaurant where we 
were having dinner, and diagnosing each 
other over the year as we came down with 
different aliments.

Personally I loved working in the emergency 
department where we had such a range of 
learning experiences: sewing up croc bites, 
attending to a young mother in labour 
at 26 weeks, caring for a palliative care 
patient, or trying to translate with Swedish 
tourists.  There were so many patients, we 
calculated that each student could see over 
50 patients a day, without ever having to 
compete with another student.  With this 
highly productive learning environment, we 
were able to spend time working in areas of 
interest outside the curriculum.  For myself, 
it was anaesthetics, while other students 
spent extra time with the general surgeon or 
paediatrician, soon improving their skills in 
these areas.

Other bonuses of the community-based 
learning included being able to follow 
a patient through different services and 
over time.  We could carry out a woman’s 
pre-natal care, deliver the baby and then 
follow the child as they reached their early 
milestones.  Often we would see patients in 
the GP setting, follow them to the hospital, 
into surgery and then with specialist 
appointments.  A student was able to follow 
an oncology patient from diagnosis, through 
treatment, to death - and then even kept in 
contact with the family afterwards. 

While there we had many opportunities 
to participate in other community projects 
and events, such as playing sport, quit 
smoking programs and running men’s 
health clinics.  We also spent time in 
other towns, including Derby, Halls 

Creek, Fitzroy Crossing and Kununurra, 
observing the different health structures.    

It has been over a year now since I returned 
to Perth and I have recently graduated.  
However the year in Broome is still paying 
dividends and positively affecting my 
career path.  I am even more enthusiastic 
about studying medicine, my grades have 
increased significantly and I was surprised 
to receive a few awards at my graduation.  
I believe this had a lot to do with the 
positive experiences I had in Broome.

I want to thank all the rural doctors who 
teach medical students ‘out bush.’ It is 
often a tough job, but your enthusiasm 
and love for caring for patients is 
contagious and I will see you back out 
there one day soon!  ❖

Core services close to home
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specialists, allied health staff (see the story on podiatry in the 
North West), nurses and dentists (also covered in this edition).  
Although it is entirely manageable and its adverse health 
consequences far-reaching, oral and dental disease is poor in 
rural and remote areas and getting worse among children there.  
Australia is still not training enough health professionals.  There 
is an under-supply of palliative care in rural and remote areas.  
Informal carers of the elderly and the chronically ill are of course 
ageing and have very little access to respite for themselves.  A 
number of factors exacerbate mental health problems in rural 

and remote Australia, where there is a shortage of mental health 
nurses, psychiatrists and psychologists.

All of these facts are related to what might be called the 
‘service accessibility divide’ between metropolitan and 
non-metropolitan areas.  If we can agree on a set of core 
services to which all people are entitled it will be the first 
step in defining priorities for action and achieving 
the necessary investments to make such an outcome 
possible.  ❖ 

Medical School...Kimberley style
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Jared Watts visiting Aboriginal Communities with Dr Sjef de Jong from the Broome 
Aboriginal Medical Service.



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

ORAL AND DENTAL HEALTH >>>>>>>>

National Rural Health Alliance, Number 27, August 2006

by Debbie Burton

THE LEGISLATIVE COUNCIL’S 2006 report on dental 
services in NSW highlighted the significant shortage of dental 
practitioners in both public and private dental services in NSW, 
particularly in rural regions.  A further 400 dentists will be 
required in NSW by 2010, and despite shortages in metropolitan 
areas there are currently twice as many dentists per head of 
population in metropolitan compared to rural regions1. The 
ability of this reduced dental workforce to meet demand for 
dental services in both the private and public dental sectors is, 
not suprisingly, also deteriorating. 

There are over 2,500 children and 5,500 adults on the waiting 
lists in Greater Western Area Health Service1. As a result, many 
Australians access dental care, if it is available at all, only in 
emergencies or when advanced oral disease is present. A visit 
to a dentist for a problem rather than a check-up is usually an 
indicator of inadequate access and is associated with a lack of 
comprehensive dental services. 

As described by the Chief Health Officer of New South Wales2, 
oral health is worse in rural and remote areas. Compared with 
residents of urban areas, children in rural areas have more tooth 
decay and adults are more likely to have no natural teeth, while 
rural residents of all ages have less frequent dental check-ups and 
fewer preventive dental treatments.

A strategic approach to address this inequity is the ‘Rural Pathways 
Program’ devised by Charles Sturt University in collaboration 
with the University of Sydney. The program aims to provide 
more trained dentists to practise in rural regions. Charles Sturt 
University will commence a pre-Dental and pre-Medical degree 
program at its Orange campus in 2007. Students with rural 
background successfully completing this specifically-designed 
course will have access to dedicated places in the University of 
Sydney graduate entry Dentistry and Medicine programs. 

Charles Sturt University has a proven record of educating rural 
students in their familiar rural environment and an even more 
impressive record in retaining these students in rural regions after 
completion of their studies. For example, over 70% of students 
trained in Charles Sturt University’s pharmacy program remain 
as practising pharmacists in rural towns.  Similar success has 
been experienced in placing graduates in physiotherapy, podiatry, 
radiography, occupational therapy and nursing into rural and 

regional practice and Charles Sturt University is confident that it 

will be the same for dentists and doctors. 

The first few years at university are pivotal in shaping the future 

both academically and socially for students and have a great impact 

on where they eventually decide to locate as practising health 

professionals. By providing high quality learning experiences in 

rural locations with a good deal of interaction between the wide 

range of health students and local practising health professionals, 

the barrier of professional isolation is largely overcome.

The collaboration between Charles Sturt University and the 

University of Sydney dental program will continue once students 

enter their dental degree, with later year students on rural 

rotations accessing the dental skills laboratory and interacting 

with pre-dentistry degree students on the Orange campus of 

CSU. Continuation of the rural experience of later year students 

will help to facilitate their eventual return to rural regions. The 

‘Rural Pathways Program’ will go a long way towards improving 

the numbers of rural dentists and reducing waiting lists for access 

to dental services in rural communities.  ❖

Debbie Burton is Senior Lecturer in the School of Biomedical 

Sciences at Charles Sturt University, Orange, NSW. 

Phone: 02 6365 7828; Email: dburton@csu.edu.au

The path to rural dentistry

1. NSW Legislative Council report (2006), Dental Services in NSW, 2006

2. Population Health Division. The health of the people of New South Wales - Report of the Chief Health Officer. Sydney: NSW 
Department of Health. Available at: http://www.health.nsw.gov.au/public-health/chorep/ora/ora_hlt.htm. Accessed on February 6, 2005.
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Senator Judith Adams, Liberal Senator for Western Australia, with her 
two dogs on the family farm at Kojonup, in the Great Southern region 
of WA.  
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Working 
together for 
dental health
The Australian Dental Association is 
so concerned about the poor delivery 
of dental care within Australia 
that moves are underway to form 
a National Dental Health Alliance 
to lobby for a national strategy to 
improve dental health.  A meeting 
for interested groups will be held in 
Canberra on 19 October 2006, 
10am, in the Conference Room 
at AMA House, 42 Macquarie 
Street, Barton, ACT.  For 
more information, contact 
Robert Boyd-Boland on  
02 9906 4412 or at 
ceo@ada.org.au  ❖

Let's bite the bullet on dental deficiencies

P
H

O
TO

:  
A

R
TH

U
R

 M
O

S
TE

A
D

>>>>>>>>

P
H

O
TO

: L
E

A
N

N
E

 C
O

LE
M

A
N

 

by Russell J Peate
CEO, District Council of Grant

PARTYLINE’S DECEMBER 
EDITORIAL on the poor state of oral 
and dental health in rural and remote 
areas was interesting and timely.  The 
District Council of Grant has recently 
made a submission to the South 
Australian Dental Service regarding the 
Development of South Australia’s Oral 
Health Plan 2006–2011, highlighting 
the issue as it impacts on the South East 
Region of South Australia.

The highest priority oral health issue 
that needs to be addressed in the South 
East Region of South Australia is the 
workforce shortage.  It is understood 
that there are 54.8 dentists per 100,000 
in South Australia, with less than 20 
per 100,000 in the South East Region.  
Council believes that three rural practices 
closed in South Australia last year, there 
is no resident dentist in Millicent, there 

is little possibility of existing Mount 
Gambier dental practices being sold, and 
there is a continuing problem recruiting 
dentists for public clinics.

It is understood that there are only six 
private dentists in Mount Gambier, with 
four of these possibly retiring in the next 
ten years.  There is also the real possibility 
that people will need to travel to Adelaide 
for dental treatment unless various 
strategies and actions are taken to ensure 
there are dentists in rural and regional 
South Australia.  There are a number of 
oral health issues, including an ageing 
population, children in the South East 
who have more decay than metropolitan 
children, lack of access to treatment for 
some groups, and lack of anaesthetists.  
Unless action is taken now, residents 
in the South East will need to travel to 
Adelaide for dental treatment. 

In addition, dental education is necessary, 
particularly in schools.  Evidence indicates 

that children’s decay is increasing 
and Mount Gambier children have a 
significantly higher percentage of decay 
than Adelaide children.  

The South East Regional Health Service, 
Mount Gambier Hospital and Medical 
Clinics need to work collaboratively to 
ensure anaesthetists for Mount Gambier 
so that some dental procedures can be 
undertaken.  There is also a lack of access 
to treatment for some groups, including 
the aged and those with disabilities.  
Further, travel to Adelaide for oral surgery 
is not subsidised.

An analysis of the demographics of the 
population of the South East, particularly 
Mount Gambier, indicates that there will 
be a significant increase in older persons 
requiring oral health treatment.  This 
will increase the need for special portable 
dental equipment to provide oral health 
care for aged people in Nursing Homes 
and Retirement Villages.  
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PODIATRY 

Why is a remote population of approximately 35,000 people, 13 
per cent of whom are Indigenous, in danger of losing its podiatry 
services?  Meg Risk reports for PARTYline from Karrratha.

I AM THE SOLE PODIATRIST serving much of the Pilbara. 
I live in Karratha and work in Karratha, Pannawonica, Tom 
Price, Paraburdoo, Wickham, Roebourne, Port Hedland, South 
Hedland, Marble Bar, and three remote Indigenous communities 
in the Western Desert. I contract my services to the Pilbara 
Division of General Practice (funded through More Allied 
Health Services, MAHS), to Marwarnkarra Aboriginal Health 
Service, Roebourne Regional Prison, Yulanya Residential Care 
Facility and Pilbara Gascoyne Population Health. 

This equates to 0.6fte, with my other 0.4fte taken up with 
private practice in Karratha. I have been providing these services 
for three and a half years, with the profile of podiatry steadily 
growing. It is now considered an integral part of primary 
healthcare in the area and has regular referrals from local GPs, 
hospital ward staff, remote area nurses, Aboriginal Health 
Workers, dressing clinics, diabetes educators and physiotherapists. 

Due to the current resources boom in the Pilbara, the residents 
of Karratha face residential rental costs well above the national 

average. This is on top of an already inflated 
cost of living due to 

isolation.  I currently rent a 30-year-old fibro house for $450 
per week. When my current lease expires in September the rent 
will increase to  $600 a week.  This is forcing me to seriously 
consider leaving the Pilbara.

Should I depart, this would leave a population of approximately 
35,000 without a regular podiatry service. Not a good prospect 
with a high diabetic population. Given the current national 
shortage, recruitment of another full-time podiatrist to the 
area would be extremely difficult without access to subsidised 
housing. There has been a vacant podiatry position in Broome 
for the past six months that is unable to attract applicants.

The flow-on effect of  no podiatry services would be increased 
hospital admissions due to diabetic ulcers and amputations.  This 
would result in higher public health care costs and poorer patient 
outcomes.  There would also be increased workloads on other 
already-stretched health professionals dealing with what would be 
podiatry clients. Foot health would be compromised in the Pilbara.   

Unlike allied health professionals and doctors employed by State 
Health, I receive no rental or air-conditioning subsidy.  I am not 
employed full-time by any one agency and so fail to meet criteria for 
housing assistance.  I have approached the local shire and the large 
companies in the area for assistance - to no avail. MAHS funding 

only covers clinical practice, and no money can be allocated for 
housing. 

My Federal Member of Parliament has said 
this is a State issue. The State Member 

has raised the issue with his contacts in 
Perth; again, no joy. I have applied for 

funding from the Rural Private 
Access Program: the criteria 

A foot in too many camps
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Julie Johnston, Executive Officer/Director 

of Nursing, Yorke Peninsula Health Service, 

Maitland, SA, says “Big Molly and Little Molly 

just love spending time at our beach shack 

– just swimming and swimming!”



PAUL KIRBY IS A FORMER CATTLE FARMER who lives in a 
relatively isolated part of the King Valley in northeast Victoria.  He 
lives at home in Oxley with his wife Wilma and kelpie Ben.  Paul 
used to sell shoes at Myer in Melbourne before making the country 
change and moving to the King Valley to become a farmer.  Wilma 
and Paul have two sons (one in Frankston and one in Cambodia) 
who both used to work for Ansett Airlines before its collapse.  Paul 
is a returned soldier with a strong interest in war history and close 
ties to the local RSL branch.

Almost three years ago, Paul’s heart and lung failure got worse 
and he was sent home, with a poor prognosis, to the care of his 
family and the district nursing service (operated by Ovens and 
King Community Health Service).  He was given only weeks to 
live.  Three years later, Paul has been discharged from palliative 
care and is still living at home with Wilma and Ben.  Paul is 
confined to bed 24 hours a day and Ben is always by his side.  
Ben was the farm dog originally, but has made the change to 

house dog and constant companion with ease and devotion.  
Janice Cherry, Community Nurse, thinks Paul is the most 
contented man she knows, and that it is love that has kept him 
going – the love of his wife and family, the love of the country, 
and the love of Ben the farm dog.  ❖

PALLIATIVE CARE 

Farm dog to therapeutic companion
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don’t include residential rental assistance. 

I am not asking for a fully-furnished four bedroom house or free 
rent - merely some funding to cover a portion of my excessively 
high rental costs. I am trying to be proactive by securing 
some funding so that if I leave the region in future, there is an 
increased possibility of attracting another podiatrist.  (I was 
proactive initially, living in a caravan for my first 18 months in 
Karratha when  establishing the business.)

A diabetic educator and dietitian were living and working in 

the Pilbara with housing supplied by their husband’s employers. 
Both have since left the area.  Health consumers and medical 
professionals started demanding those services. As a result, 
positions with housing subsidies were funded and the services 
continued.  It would be ironic if I have to leave the area in order 
to assure sustainable podiatry services to the region.  

If funding bodies are serious about recruitment and retention of 
allied health professionals to rural and remote areas they must 
consider being more flexible with their allocations.  ❖ 

AT ANY ONE TIME, 60,000 people 
in Australia are living with a life 
threatening illness that will shorten and 
reduce their quality of life.  These people 
each have between five and ten family 
members, friends or carers.  Numerous 
workplaces throughout Australia employ 
people with life threatening illnesses, 
their families, friends and carers.

Palliative Care Australia (PCA), 
with funding from the Australian 
Government Department of Health and 

Ageing, has developed a trial website 
(www.livingcaringworking.com) aimed 
primarily at the work colleagues of 
people with a life threatening illness 
or their carers.  Many people are 
inexperienced or unskilled in relating 
to people in challenging personal 
circumstances and will withdraw.  This 
may leave the person feeling isolated and 
vulnerable, potentially reducing their 
quality of life.  Where people feel that 
their workplace colleagues understand 
their experiences, it can substantially 

improve quality of life as well as 
productivity at work.

The website contains information on 
understanding the experiences of work 
colleagues and provides tips on creating 
a supportive work environment.  The 
website also provides information for 
people living with a life threatening 
illness and their carers.  ❖

Palliative Care Australia, PO Box 24, 
Deakin West ACT 2600. Phone: 02 6232 
4433. www.pallcare.org.au 

Living–caring–working

continued from page 6
A foot in too many camps

This photo of Paul and his faithful companion Ben was sent to 
PARTYline by Fiona McLennan, Program Manager Ambulatory Care, 
Ovens and King Community Health Service, Wangaratta, Vic.



WHEN DID 
YOUR SUPERMARKET last 

run out of milk or fresh fruit and vegetables?  
How much do you pay above city prices for perishable foods? 

For people living in remote communities the answer to the 
first question is probably, “quite often” and to the second, 
“up to one third more than capital city prices if you live in 
the Northern Territory”.  For people who live on some of 
Australia’s remote islands, such as in the Torres Strait, the price 
difference is even higher.

How long does it take to get fresh foods from the producer to 
your supermarket and how often are they delivered?  Were they 
transported at ideal temperature all the way?  For how long did 
they sit in the sun before they could be put away at your local 
supermarket?  

Most of us probably rarely consider the answers to these questions.  
Fortunately there are people who do monitor and consider such 
information.  Preserving the ‘Cold Chain’ during perishable food 
supply is essentially the process of keeping perishable foods at their 
optimal temperatures across the sequence of steps from picking 
to purchase (and from there to your fridge and dinner plate).  For 
fresh food distribution in Australia there is an average of 19 ‘steps’ 
in the cold chain in which the chain might be broken, allowing 
food to reach temperatures that might exceed recommended levels 
for varying amounts of time.  For international food exports from 
Australia, there is an average of 39 steps.

Recipients of our exported foods probably receive 
better quality and cheaper fresh Australian foodstuffs, 
and in a more timely manner, than people living in 

some of the remote communities of our own nation. 

The National Rural Health Alliance, with funding provided 
by the Australian Government Department of Health and 

Ageing, organised the Remote Indigenous Stores and Takeaway 
(RIST) Transport Forum held on 19 June in Adelaide.  This 
forum brought almost 80 delegates together to discuss ways of 

improving food supply to remote Aboriginal and Torres Straits 
Islander communities.  It is part of a wider strategy to improve 
nutrition generally for Aboriginal and Torres Strait Islander peoples 
living in remote settings.  Delegates came from all relevant sectors 
including remote communities, road, sea and air freight providers, 
food safety standards authorities and community councils.

In addition to exploring the difficulties faced by remote 
communities in obtaining perishable foods, and by transporters 
in delivering foods to remote communities, many solutions 
and improvement strategies were identified during the day.  A 
number of product suppliers offered their products to be used 
in trials of new ways to improve the cold chain or evaluations 
of current practices.

If you want to know more about these issues and have access 
to the internet, all presentations and the feedback sessions from 
the break-out groups were recorded on video by Netspot and 
will be available at www.netspot.com.au   If you don’t have 
access to the internet, please contact us at the Alliance.  ❖

For further details about the full nutrition strategy visit:  

http://www.health.gov.au/internet/wcms/publishing.nsf/Content/
health-pubhlth-strateg-food-nphp.htm-copy2
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FOOD SECURITY 

Fregon food store
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SKIN CANCER 
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by David Wilkinson

AS MANY OF US KNOW, skin cancer 
is the most common form of cancer in 
Australia, making up around 81 per cent of 
all new cancers diagnosed each year. Australia 
leads the world with the highest reported 
rates of non-melanoma skin cancer.

Thanks in part to public campaigns, many 
people know to visit their GP when they 
detect changes to their skin. Every year 
doctors remove around 720,000 lesions 
from the skins of Australians because they 
are suspected skin cancers.

However, many patients are referred to 
specialists, which generally means long 
waiting times – sometimes months. There 
are not enough specialists for the number 
of patients, and this is particularly true for 
rural and remote parts of Australia.

What can be done to solve this problem? 
How can patients receive the best advice 
and treatment from their first point of call, 
in a timely manner, without the waiting 
periods and from people qualified to give 
this advice and treatment?

For the first time ever in Australia, and 
possibly the world, GPs are being given the 
opportunity to receive specialist training in 
skin cancer diagnosis and treatment.

This training obviously will not remove 
the need for specialist dermatologists.  
There are limitations in GP training 
and experience in skin cancer and hence 
there is a need to refer for advice from 
dermatologists, plastic surgeons and other 
medical practitioners when required.

However, with more than 800,000 general 
practitioner consultations each year about 
skin cancer, there is clearly a need for 
specialised GP training in diagnosis and 
management.

The Professional Certificate in Primary 
Care Skin Cancer Medicine from the 
University of Queensland provides GPs 
with a range of skills at an introductory 
level, including the ability to diagnose 
common skin cancers and associated 

conditions, perform skin checks and 
identify suspicious skin lesions and 
understand, select and apply the 
appropriate treatment options for common 
skin cancer. 

Delivered over a two-day intensive workshop, 
this is the first ever GP university-based 
qualification in diagnosing and managing 
skin cancer. This course qualifies for 60 
Category 1 RACGP CPD points, ACRRM 
PDP points, and is recognised under the 
Rural Procedural Grants.

This Certificate is also equivalent to a 
two-unit University of Queensland course 
in the Masters of Medicine (Primary 
Care Skin Cancer Medicine) so students 
who successfully complete the certificate 
will receive credit towards the Masters 
and proportionally reduced fees.  By 
undertaking this course, GPs will be 
better equipped to manage their skin 
cancer encounters, giving patients the best 
treatment outcomes possible.

Studies show Australia really is the 
sunburned country.  I therefore urge 
all primary care physicians, mainstream 
general practitioners, overseas graduates 
and rural doctors to look into undertaking 

further education in skin cancer.  ❖

Professor David Wilkinson is the Director of 
the Primary Skin Cancer Unit and Deputy 
Head of the School of Medicine at the 
University of Queensland.

For further information on the Professional 
Certificate in Primary Care Skin Cancer 
Medicine visit www.skincancerworkshops.com 

Health is an investment
The findings of the Productivity 
Commission report leads to the 
expectation that there will soon be 
quick and significant change.  The most 
heartening thing is the Government’s 
developing recognition that health 
care is not just a cost, but also an 
investment.  Virtually all health 
stakeholders are now trying to deal 
with role change and working in teams.  
This has become a mainstream concern, 
rather than a fringe idea.  

Professor Paul Martin, Director of the 
Australian Centre for Agriculture and  
Law, UNE

Training for the sunburned country

Brogan Misty and Jill Cross-Antony, Health Promotion Officer, Family Planning, on the 
farm at Tomingley NSW.   Says Jill: “I have only had Misty (who was a race horse) for a few 
months and am still bonding with her and building up trust.  That takes time - just like living 
with people in the bush; you need to trust people - you never know when you might need 
each other.”

FOOD SECURITY 
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by Jon Altman

IN HER LAST MAJOR SPEECH as Minister for Indigenous 
Affairs in December 2005, Amanda Vanstone raised the issue of 
the viability of outstation communities.  These very small remote 
communities were established in the early 1970s as part of the 
outstations movement that saw people move out of the larger 
settlements and missions of the assimilation era. 

Community Housing and Infrastructure Needs Survey 
(CHINS) data for 2001 show that there are about 1,000 discrete 
Indigenous communities with populations under 100, most 
in the NT and also in SA, WA and Queensland; 87 per cent 
of them are in very remote and 9 per cent in remote Australia.  
Their total population is estimated at 21,700 people, so the 
average is only 22 persons. This is less than 5 per cent of the 
Indigenous population.  Almost all outstations are linked to an 
estimated 100 outstation resource agencies in larger townships. 

ATSIC’s policy framework of the 1990s differentiated national 
principles for establishing and maintaining outstations (including 
secure land tenure and access to potable water) from regional 
assessments of needs for outstations, priorities, and requirement 
of minimum standards in infrastructure provision. The ATSIC 
policy stated unequivocally that outstation residents could not 
expect the same level of housing, infrastructure and services as 
available at existing communities.

CHINS data show that housing and infrastructure at outstations 
were not greatly different from larger Indigenous communities.  
In fact housing was less crowded at outstations, temporary 
dwellings were rare, and almost all had access to potable water, 
electricity and sewerage. This suggests that ATSIC’s programs and 
outstation resource agencies (ORAs) delivered significant housing 
and infrastructure. Access to education at outstations, on the 
other hand, a State responsibility, was very limited - 8 per cent 
had access to secondary schooling compared to 28 per cent at 
larger communities. 

The 2001 Census data indicated that, in Western Arnhem 
Land, education and home ownership were better at townships, 
but employment and health were better at outstations. Median 
adult income was  similar in both. Other sources of data like 
the 2002 National Aboriginal and Torres Strait Islander Social 
Survey indicate that customary economic activity like wildlife 
harvesting was high at very remote communities in general and 
may be even higher at outstations. This suggests that census social 
indicators might not accurately capture livelihood realities at 
these communities: there is a distinct likelihood that outstation 
people enjoy superior livelihood options to those available in 
larger Indigenous townships. (Such comparisons have limitations 
because of high rates of movement today between outstations and 
larger communities.)

Evidence in the 1980s showed that outstation living was good 
for people’s livelihoods, including a higher rate of participation 
in arts production, and improved social health.  More recent 
research suggests that having people on country is additionally 
beneficial for natural resource management and biodiversity 
conservation. There is a danger that recentralisation, and the 
associated emptying of the Indigenous estate, might prove costly 
both to Indigenous people and the nation in benefits foregone. 

Despite the ‘new’ whole-of-government policy framework, 
different mainline agencies have very different views on 
outstations. And despite the signing of some bilateral 
agreements between States and the Northern Territory and 
the Commonwealth, there is no coherent intergovernmental 
approach to outstations.

It is important to look at Indigenous populations regionally, not 
locality by locality on the basis of some arbitrary size criterion. 
The last serious government inquiry into outstations, Return to 
Country: The Aboriginal Homelands Movement in Australia, was 
completed in 1987and gave strong bipartisan political support to 
outstations and the homelands movement.  Nearly 20 years later, 

>>>>>>>>>>>>
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Outstations: in or out?
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Mumeka outstation on the Mann River in central Arnhem Land 
- outstations are a cluster of houses, school house, people ... 

continued on page 11



the viability and future of outstations is being questioned but 
without an assessment of the evidence base and without broad 
community consultation. At the same time it is clear that some of 
the largest Indigenous townships believe that decentralisation to 
outstations will ameliorate some of their crowding and associated 
social problems.

Twenty years on, perhaps it’s time for another open parliamentary 

inquiry into outstations. ❖

Jon Altman is Professor and Director of the Centre for Aboriginal 

Economic Policy Research at the Australian National University, 

Canberra. 
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Outstations...

by Louise Lawler

For young people in New South Wales, Year 10 is the time to 
make the critical choice between staying at school and joining 
the workforce.  Many who choose to pursue their HSC do not 
grasp the importance of school education and school becomes a 
purely social experience.  This does not auger well for a solid and 
sustained commitment to study.  

Many students returning to Year 11 discover that they are ill-
equipped to cope with HSC work. It is at this time, mid-way 
through terms 1 or 2 of Year 11, that the cracks appear. Having 
taken what is viewed as ‘the easy option’, students in this category 
find themselves floundering. They begin to perceive themselves as 
‘stupid’, incapable of success, and outcast from the student body - 
many of whom are achieving. If this was the easy option, then how 
are they going to find success in the world of work?  Students who 
drop out of school during Year 11 often do not benefit from school 
resources, including careers activities and other efforts to assist 
them find employment or further education and training.

Such people are at great risk of finding their way to welfare 
dependence, substance abuse and crime. The heart breaking 
reality is that they often test well above average in intelligence, yet 
they have fallen into a cruel self-perception with no foreseeable 
way out. Finding clever ways of sustaining themselves through 
life, they are often in opposition to authority. Unfortunately, 
Indigenous youth make up a large proportion of this group, 
adding to the invisibility factor.

Thanks to a University of Sydney Fellowship, an innovative 
research project is setting these invisible students on a path that 
will enable them to achieve their real potential. 

The Rowan Nicks Russell Drysdale Fellowship was instigated 
to improve Australian Indigenous health and welfare. Investing 
in practical and tangible projects, education and research, the 
Fellowship aims to nurture leadership in Indigenous people. 
Administered by the University’s Faculty of Medicine, it is not 
restricted to areas of medical interest, but covers all facets of 

contemporary life which affect community well-being.

The research supported by the Fellowship has found that many 
regional senior school students have little understanding of 
the working world, yet are keen to participate in employment. 
The Foundation aims to rectify this by implementing practical, 
replicable ways to interrupt the cycle and get these young people 
on an equal employment footing, providing them with access to 
the health, wealth and wisdom enjoyed by others.

A unique aspect of this project has been the support garnered from 
the local business community who assist through providing casual 
employment opportunities, work experience placements, careers talks 
and mentoring.  Too many kids view welfare as a legitimate career 
choice when they fall into the false perception that they cannot 
succeed. Success in a casual job can change that perception.  

The Rowan Nicks Russell Drysdale Fellowship is now open to 
applicants for 2007. Details of how to apply can be found on 
the University of Sydney website or by contacting the School of 
Rural Health, Dubbo (02) 6885 7977.  Indigenous people are 
particularly urged to apply.  ❖

Rowan Nicks Russell Drysdale Fellowship
Improving life outcomes for Indigenous communities

This article 
was contributed 

by a fr iend.was contributed 

Louise Lawler with Aboriginal Year 10 and 11 students from Dubbo 
College Senior Campus



IN THE NEWS >>>>>>>>

Budget gives fresh food support
THE FEDERAL BUDGET commitment 
of $48.1 million over three years to support 
remote Indigenous stores is important 
recognition of a very serious aspect of 
the health of Aboriginal and Torres Strait 
Islander people in remote Australia.  The 
National Health Survey recently found that 
60 per cent more adults in remote areas 
are now missing out on food than four 
years ago.  It revealed that 18,000 adults in 
remote and very remote Australia reported 
running out of food some time in the 
twelve months 2004-05 because of a lack of 
money.  The proportion of city dwellers in 
this situation thankfully fell from 2001 to 
2004-05, but in remote areas it rose over the 
same period from 5.5 to 8.8 per cent.

According to the official Release, the 
Budget allocation will enable Indigenous 
Business Australia (IBA) to establish 
a company called Outback Stores to 
provide better governance, financial 
and stock management, supply chain, 
hygiene, nutrition and staff employment 
conditions for participating community 
stores.  Community stores are crucial 
to the health of Indigenous people and 
to the fabric of their communities, and 
the IBA has committed itself to working 
closely with Indigenous communities and 
industry leaders.

This initiative is part of a growing 

recognition of the extreme seriousness of 
food issues1.  It has led to an encouraging 
increase in activity around the country, 
led by interested individuals and agencies 
that in many cases have been involved 
for years.  One of the manifestations 
of this is the work of the Remote and 
Indigenous Stores and Takeaway Project 
(RIST).  RIST, funded for three years 
by five jurisdictions and the Australian 
Government, is working on one of the 
priority areas of the National Aboriginal 
and Torres Strait Islander Nutrition 
Strategy and Action Plan 2000-2010.  

The FoodNorth report, published in 2003, 
provides a summary of key issues involved 

in food supply to remote communities, 
and includes examples of interventions and 
strategies from different locations aimed at 
improving access to healthy food. 

The RIST project is helping store 
managers to act on ideas in the 
FoodNorth report.  A national audit of 
remote retail outlets is also underway, 
commissioned by the Department of 
Family and Community Services.  

The Budget announcement was very 
welcome and came at a time when there 
is a high level of collaboration between 
transport, production, wholesale and 
community interests to improve food and 
health outcomes in remote communities.  ❖

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

Mimili food store
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Dealing with sexual abuse and violence
THE RECENT PUBLIC DISCLOSURE of cases of sexual 
abuse and other violence in Central Australia, aired on national 
television and widely reported in print, radio and television 
media, has been noted with concern. Violence of this nature 
should not be tolerated in Australian society.  

Every few years the media exposes to mainstream Australia what 
many health workers and residents in rural and remote Australia 
live with day-to-day.  The statistics and stories have persisted for 
many decades.  The problem is not new or unknown.  Public 
outrage, often necessitating rapid political response, lasts only 

until a different tragedy or heroic story flares briefly on the front 
pages of our media.

The social and economic determinants of Aboriginal and 
Torres Strait Islander health are complex. The historical 
and ongoing lack of adequate, sustained and co-ordinated 
investment contributes significantly to the many problems 
faced by Aboriginal and Torres Strait Islander peoples today.  
Improvement is possible with sustained and adequate investment 
by government for physical and social services, and the creation 

continued on page 13

1. The Alliance has recently produced a position paper on food security in remote areas; see www.ruralhealth.org.au



of employment and economic opportunities.  Attention to 
Indigenous disadvantage must be a national priority. 

In a time of an unprecedented economic boom and budget 
surplus, the Australian Government has a golden opportunity and 
an inescapable responsibility to address Indigenous disadvantage 
in a sustainable and appropriate fashion.  Many reports have 
emphasised the need for government to work in partnership with 
Indigenous and other local organisations in the development 
of appropriate policies and programs.  There should be joint 
government and Aboriginal community group action on both 
short-term, hard-nosed measures to protect women and children, 
and long-term measures to address systemic disadvantage. 

However, to see only systemic issues as the problem and 
government investment as the answer is to discount the many 
successes of Indigenous individuals, families and communities. 
Individuals make choices. If the government creates an 
environment where positive choices are possible and encouraged, 
then individuals can make choices that lead to improved 
outcomes for themselves and their families.  ❖ 
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THERE ARE MANY who hope that the ABC Four Corners 
program on cancer services in rural and remote areas will help 
keep pressure on the States and Territories for service funding, 
and also that there will be a sustained national focus on health 
service challenges in the bush.  The program, broadcast on 5 June, 
highlighted the fact that people in country areas have fewer choices 
when it comes to services for cancer, and health workers are faced 
with greater challenges when they work in relative isolation.  The 
same situation applies to other health conditions, including heart 
disease, injury and accidents, which explain the bulk of the excess 
mortality1 experienced by people in rural and remote areas.

In such areas, access to specialised services for all such conditions 
is more difficult, expensive and disruptive of family life.  This 
means that diagnosis is delayed and treatment starts later.  Later 
treatment results in poorer survival rates.  So while many diseases 
occur at similar rates in rural and remote areas as in the capital 
cities, people in rural and especially remote areas are more likely 

to experience poorer outcomes and the risk of death is higher.

For instance, rates of mental illness in country areas are broadly 
similar to metropolitan areas, but the effects are arguably more 
serious.  The Australian Government has committed $1.8 billion 
over five years, and what is now needed is a serious commitment 
to the implementation of services by the States.

People in more remote areas also need special programs to 
improve oral and dental health, access to maternity services, and 
support for rural and remote practitioners, as well as workforce 
planning that ensures a sustainable health workforce.  There is 
also need for delivery of culturally appropriate care for Indigenous 
Australians, including support for the role of Aboriginal and 
Torres Strait Islander Health Workers.  

There needs to be a systemic approach to rural and remote health 
services which addresses structural reform, as well as work to 
generalise successful local initiatives in these areas.  ❖

Cancer: a rural case study

continued from page 12

Loki is proudly owned by RDAA’s Media Advisor, Patrick Daley, and his 
wife, Vanessa. Although Canberra-based, Loki enjoys regular outings to 
Patrick’s parents’ property, located near Cooma in southern NSW. p.s. 
Loki is apparently the Scandinavian God of Mischief, a name which this 
little puppy is keen to exemplify!

1. ‘Excess mortality’ is the term for the additional deaths in rural and remote areas over and above the number there would be if death rates were the same as in the major cities.
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by Jon Lane

THE 29TH AMERICAN National Rural 
Health Association Conference was held in 
Reno, Nevada, 16-19 May, and I attended 
to present a paper entitled Barriers to 
Undergraduate Rural Health Placements.  This 
was a great chance to see how rural health 
is ‘done’ in the USA, and there were some 
surprising differences between what we do in 
Australia and what they do in the States.  

The ‘Pipeline Project’ was an interesting case 
study.  This is basically about identifying 
appropriate rural health candidates at High 
School and encouraging and supporting 
them through their undergraduate years.  
They are given scholarships to help fund 
their studies, and streamed into rural 
programs, which continue through their 
post-graduate residency years.  Up to 
80% of graduates of these programs are 
choosing to practise in areas where they did 
their education and residency.  This is an 
incredible proportion when you consider 

that in Australia we 
are lucky to retain 
40% of our 
graduates in the 
areas in which 
they train.  

The main 
reason for 

this success in recruitment and retention 
of practitioners in rural areas is the very 
high level of vertical integration that exists 
because of these programs.  Students are 
followed the whole way through their 
education and training; they have identified 
mentors, financial and social support, and 
an easily-identified career pathway in which 
they are encouraged and supported for the 
duration of their training.  In contrast, 
in Australia we have good horizontal 
integration at undergraduate and post-
graduate levels, but very little vertical 
integration between these levels.  Increasing 
vertical integration in the system would 
improve our rural health practitioner 
recruitment and retention.

Another interesting topic was the way 
American Indian medicine and health 
beliefs are being integrated into modern 
health care practices on the reservations.  
The presentation from Dr Donald Warne 
from the Lakota Sioux tribe in Arizona, 
was an interesting comparison between 
modern allopathic medical practice and 
the traditional Indian focus of ‘medicine’ 
as being the ‘well-being of the person’.  
In modern medicine, communication 
is linear in the sense that it is a means 
of gathering data on physical signs and 
symptoms, whilst in traditional medicine 
it is more circular, relying more on the 

‘spiritual’ aspects of a person’s well-being.  

The four main aspects of well-being form 
a ‘Medicine Wheel’ with diametrically 
opposed factions of physical and spiritual 
health and mental and emotional well-
being that can impact on a person and their 
current illness.  The wheel and these aspects 
allow other areas to be explored in terms 
of diagnosis and treatment, and place the 
focus much more on the patient than the 
practitioner.  A person’s attitudes, feelings, 
beliefs and activities will all impact on their 
condition in this system, so the ‘medicine 
man’ is more of a guide for the patient than 
the ‘healer’ that we have in our culture.  
This was interesting in that it shows some 
of the origins of the modern push for 
‘holistic’ medicine - which is maybe not 
quite as modern as we think!  ❖

“Of course it was not I who cured.  It 
was the power from the other world, 
and the visions and ceremonies had 
only made me like a hole through 
which the power could come to the 
two-leggeds.  If I thought that I 
was doing it myself, the hole would 
close up and no power could come 
through.”

Black Elk, Lakota Sioux Medicine 
Man, (and Donald Warne’s 
grandfather), circa 1945.

Healer or Medicine Man?

Jon with medical students at Lake Tahoe, on the border of California and Nevada

STUDENT NEWS 
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THE NATIONAL RURAL HEALTH ALLIANCE is proud 
to announce the friends photographic festival sponsored by 
Relate Human Services from Mackay.  friends of the Alliance 
are invited to enter the festival by submitting a photograph 
depicting aspects of life in rural or remote Australia.  

The winners will be announced at the special friends 
function at the 9th National Rural Health Conference to 
be held in Albury in March 2007.   First prize is $500.  
The winner and ten runners up will win a complimentary 
membership of friends of the Alliance for 2008.  Winning 
images will be exhibited at the Conference and will appear in 
the Alliance 2008 calendar.

Entry forms have been emailed to all friends of the 
Alliance, and people interested in joining friends will find 
a membership form on the 
friends page of the Alliance’s 
website.  Entries close 
Wednesday, 31 January 2007.   
If you have any questions please 
phone Leanne Coleman  
on (02) 6285 4660.  ❖

STUDENT NEWS 
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DR DANIELLE ESLER has won this year’s annual Registrar 
Research Prize for a GP Registrar.  The aim of Danielle’s research was 
to test the validity of a psychological assessment tool for screening for 
depression in Aboriginal and Torres Strait Islander peoples.

The $2,500 prize is offered annually by General Practice 
Education and Training (GPET), for a GP registrar or GP not 
more than two years from post-completion of training, for a 
research project in the field of general practice.

Danielle is hoping to present her research at a conference called 
‘Creating Futures: Influencing social determinants of mental 
health and well-being in rural, Indigenous and Island peoples’ 
being held in September by the Royal Australian and New 
Zealand College of Psychiatrists.  The prize money will fund 
Danielle – who is based in Newcastle, NSW – to attend the 
conference to present her paper, and she will also receive an 
engraved medal.

The Research Prize is seen as a way of encouraging more 
GP registrars to become involved in research activities and 
of recognising research achievements. It is funded by a grant 
from the Registrar Scholarship and Research Fund, which was 
established under the former RACGP Training Program and is 
now managed by GPET.

The prize is judged by a Registrar Research Prize Awards 
Committee, made up of one rural and one urban professor of 
general practice, GPET’s General Manager Medical Education 
and GPET’s Registrar Research and Development Officer (a GP 
registrar).

Danielle described her research as “a large amount of work” 
and said was encouraged by the award.   After completing her 
GP training this year she intends to complete a Public Health 
Fellowship. 

“My next job is in sexual health and I will be undertaking a needs 
analysis for the local area,” Danielle said.  “I will continue to do 
that kind of practical research related to my work rather than the 
more academic research.”  ❖

The model is rural
This is an exciting time to be a health student.  I am excited 
about the new scholarships for allied health students.  There 
is a need to continually work on new issues and not become 
complacent.  Students are impressed with health delivery 
in rural areas as compared with cities.  Rural people can 
contribute to improved health for all Australians if they set a 
benchmark that city people need to live up to.

Bek Ledingham, NT

Registrar Research Prize An invitation to all 
friends of the Alliance
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by Amanda Davis
Director of Professional, Science and 
Academic Publishing Asia, 
Blackwell Publishing 

THE AUSTRALIAN JOURNAL OF 
RURAL HEALTH (AJRH) is Australia’s 
pre-eminent quality journal covering 
rural and remote health issues.  It is 
well-regarded internationally, available 
on-line and listed on Medline.  More 
than 5,000 libraries worldwide have full 
access to the most recent content of 
AJRH, and another 1,656 have access 
to content greater than a year old.  In 
2005 there were 82,000 full-article on-
line downloads from AJRH.

The AJRH has recently introduced 
a number of initiatives to engage 
members of the rural health 
community more closely in sharing 
their views and experiences and to 
increase Australia’s contribution to the development 
of rural health care around the world.  We have introduced 
two related initiatives: the first enables authors to submit their 
manuscript on-line; the second enables authors to track on-line 
the production status of their article once it been accepted.  All 
peer review is managed on-line, ensuring quicker turnaround to 
final decision.  Registered authors benefit from free access to the 
full text of their papers in Blackwell Synergy, as well as a 20% 
discount on Blackwell publications. Authors can be assured that 
their article will have significant international reach.  (Visit the 
on-line submission site http://mc.manuscriptcentral.com/ajrh for 
upload instructions.)

The AJRH is published on-line on Blackwell Publishing’s Synergy 
platform.   Readers can keep up-to-date by signing up for free 
emailed table of contents and keyword alerts.  Visit Blackwell 
Synergy  (www.blackwell-synergy.com) to register. 

• More than 5000 libraries worldwide have full access to the 
most recent content of AJRH, including those who receive 
the journal under our developing world philanthropic 
arrangements.

• Another 1656 libraries have access to content greater than one 
year old through licensed databases. 

• In 2005, AJRH full articles were downloaded 82,000 times 
through Blackwell Synergy and other on-line hosts.  

• All journal abstracts are freely available on-line.

AJRH is accessible to institutions in developing countries for 
free or at a greatly reduced price. We have worked proactively 

with several important initiatives 
to ensure that students, researchers 
and policy makers in the poorest 
nations have access to the latest 
leading peer-reviewed research in 
science, medicine and the social 
sciences.  The initiatives in which 
AJRH is included are the HINARI 
scheme in conjunction with the 
World Health Organization (www.
healthinternetwork.net) and the 
International Network for the 
Availability of Scientific Publications 
PERI scheme (http://www.inasp.info/
peri/index.html).

Blackwell Publishing is the first global 
publisher to make the commitment to 
reducing its impact on the environment by 
becoming CarbonNeutral. To achieve 
 this milestone, Blackwell’s global 
‘carbon footprint’ has been calculated 
and carbon offset projects to reduce the 
company’s emissions to net zero have 

been implemented. Blackwell is supporting a variety of renewable 
energy, energy efficiency and sustainable forestry projects in India, 
Sri Lanka, Mexico and Scotland which will contribute to the 
environment and the sustainability of local communities.  ❖
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Sarah Sahlqvist at Primrose Valley, via Bungendore, NSW, with Merrivale 
Rhapsody in White, an Arabian filly bred by Sarah’s mum, Janine, who 
won the service to the stallion in a raffle.  Janine says, “I love the filly to 
bits and she is probably the best foal I have ever bred.”
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Call for Papers closed
The Call for Abstracts for the 9th National Rural Health 
Conference has now closed and the abstract selection 
process is underway.  This involves a blind assessment by 
two reviewers from the selection panel, scoring against an 
agreed set of criteria.  A Program will be developed from 
the successful abstracts and it will be published on the 
Conference website in October 2006 when registration 
opens for the Conference.  As well as the concurrent 
and plenary session papers there will be an arts-in-health 
stream, themed sessions and workshops, an exhibition, 
networking time, and the opportunity to meet new and 
old friends.  So we encourage you all to start planning  
for your attendance at the Conference in Albury from  
7-10 March 2007.  ❖

THERE ARE LESS THAN seven months now until the 9th 
National Rural Health Conference in Albury.  Recent media 
attention to things like violence in Indigenous communities, the 
loss of procedural skills, the crisis in maternity service provision, 
inequities confronting cancer sufferers in rural areas, and the 
endless buck-passing between jurisdictions shows that rural and 
remote health is still striking a chord with the public.  

The 9th Conference is an opportunity to build on the public 
concern and to make a stand for rural health.   Mark the date 
in your diary and plan to be one of the many people who take 
advantage of the research reports, program analysis, sharing of 
ideas and networking that will take place in Albury in March. 

Albury, NSW

The twin-State setting of the 9th suggests 
a focus on crossing borders, teamwork, 
partnerships and co-operation.  This will 
lead to consideration of health sector 
reform, interprofessional education, the 
interdisciplinary health workforce, quality 
services, and improved consumer outcomes 
and satisfaction.  Sessions will examine regional 
and local programs that have been successful.  
Other sessions will look towards the future: 

considering telehealth and telemedicine, 
better implementation of prevention and early 
intervention strategies, preparing for natural 
disasters, and identifying and promoting 
key areas for research.  There will also be 
an emphasis on chronic disease in rural 
and remote Australia: its characteristics, the 
evidence base, and the costs and benefits of 

early intervention.  ❖
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Far from care
I watched the Four Corners program on maternity and cancer 
services in rural areas (5 June 2006).

The show captured the end of a long and bitter fight to maintain 
services for Cobar people.  As a skilled, accredited, experienced 
and respected proceduralist, Kevin Coleman was regarded highly 
by his colleagues and patients.  Resolute people like Kevin are 
rare, but his spirit was broken over those eleven years by the 
gradual removal of the very resources necessary to perform the 
life-saving tasks that he was good at.  No amount of money 
or training or numbers of doctors can overcome a practice 
environment that simply doesn’t want you!

The point was made that the patients are the real heroes.  We 
doctors can always pack up and go – an option denied to many 
country mothers and those with cancer.  These people are 
neglected – as a society we once showed much more compassion 
to mothers and babies ‘in the bush’.  

The TV show was accurate and objective - and one where a great 
deal of restraint modified the scream for help.

Dr Bruce Harris, Dubbo NSW

A Budget response
There was insufficient attention in the Federal Budget to the 
role played by nurses and midwives in the delivery of health 
care in rural and remote Australia.  Nurses constitute the largest 
proportion of the rural and remote health workforce and are also 
the most equally distributed members of the health workforce in 
a geographic sense.

An increase in incentives for practice nurses and the extension of 
the Medicare rebate to cover the full scope of services provided 
by practice nurses would have been welcome, as well as funding 
initiatives for nurse practitioners to enable them to prescribe 
and initiate diagnostic investigations.  Such initiatives could 
contribute significantly to the provision of primary care services 
to rural and remote communities.

Rather than simply facilitating Medicare rebates for salaried 
medical officers who provide primary medical care services in 
rural and remote hospitals and communities, we would prefer to 
see consideration given to an extension of the Medicare rebate to 
cover more nursing and midwifery services.

Fiona Armstrong, Federal Professional Officer, Australian  
Nursing Federation, VIC

Don’t forget allied health professionals
I would like to thank the NRHA for your lobbying and, 
particularly, the views expressed in your media release on the 
Budget.  Please do not forget Allied Health Professionals in your 
efforts. This year our Australian Physiotherapy Association is 100 
years old.  In coastal rural areas we have many elderly patients 
and suffer high running costs. I usually work at least 60 hours a 
week and 11-12 hours a day.  I have no energy left to write up my 
patient files now. Please be gently reminded that we are here and 
that physios et al in the private sector have needs too. 

Julie Forsyth, NSW

Riding out the increased fuel prices
Let’s encourage everyone to 
leave their cars at home.  I’m 
just back from buying my 
groceries.  The bicycle with 
trailer is cheaper and harder 
but much healthier.  It’s not 
so far to work here that you 
can’t find alternative healthier 
transport.  And let’s discourage 
parents from driving their kids 
to school.  There are some positives in the fuel price increases.

Liz Dodd, NSW

Food for thought
Access to fresh, affordable food is not only an issue for remote areas 
but also for people in rural areas without transport who have to shop 
for food at their local deli. Prices are astronomical. Certainly it is an 
issue for remote areas, but there are people in places closer to the 
bigger cities (but outside the metro area) that are also suffering and 
do not receive any extra benefits for living in rural areas.

Janice Leafe, WA 

Letters to the editor

PARTYline is always on the lookout for ‘rural letterbox’ photos for 

use on our letters page.  If you would like to submit a photo for 

consideration, please email it to partyline@ruralhealth.org.au  Ed.
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by Ruth Rae

GOOD GOVERNANCE in the committee and the boardroom 
enables compliance with procedural guidelines which promote 
democratic participation by all members, underscoring the 
premise that everyone’s opinion is of equal value. One form of 
maladministration occurs when this principle is not respected 
and when rules are manipulated by those with more procedural 
expertise than others.  In extreme circumstances this can be a 
precursor to coercion and/or corruption. Maladministration at 
a board, committee or workplace level is often less obvious than 
coercion or corruption, making it more di   fficult to clearly 
identify its origin and subsequently address the issues that arise.  

Due to the insidious nature of such maladministration, the 
culture of the committee or boardroom can be transformed from 
one of democratic participation by all to autocratic manipulation 
by a few.   Members or directors who question whether 
decisions are in accord with the stated strategic direction of the 
organisation or the terms of reference of the committee may 
find themselves subject to discreet but nonetheless demoralising 
punitive measures including: 

• exclusion from strategically relevant  sub-committees; 

• silent intimidation of a member/director who engages in loyal 
questioning in the boardroom;

• the use of negative body language when a member/director 
voices a dissenting opinion, and

• exclusion of the member/director from private and public 
social functions.

When new appointees observe a demeanor of intimidation 
toward anyone who participates in ‘loyal questioning’ the 
impact can be far-reaching. The idea that teamwork equates to 
unreserved agreement defies logic: progress is often made through 
constructive debate and it is essential that within the confines 
of the committee or boardroom everyone feels safe to voice 
concerns or make suggestions.  

Simultaneously, it is essential for all members to examine 
their motives to ensure they are behaving in a way that is not 
deliberately disruptive of the business at hand.  Once members 
are confident in the legitimacy of their position, they should feel 
able to ask pertinent questions at the appropriate moment and 
believe that their viewpoint will not be met with open or silent 
hostility.  Furthermore, the substance of their argument should 
be recorded in the minutes in a proper manner.

Changes in the dynamics of a committee or boardroom may 
come about as result of: 

• escalating personal animosity between directors/members;

• appointments to important sub-committees, such as audit, 
being given to compliant directors;

• a new director or member having a personality style which 
challenges long-standing alliances; and/or

• the government board or committee being threatened by the 
appointment of a new Minister, especially if the tenure of the 
Chair is considered to be at risk.

Regardless of the cause, the consequences of these subtle changes 
will impact on the effectiveness of the committee or board.  
Unfortunately it is difficult for signs of maladministration to be 
observed from outside.  The signs may include the resignation 
of members or directors before their term has expired for 
vague reasons; a change in the level of detail or style of the 
minutes; a comparative decrease in the duration of the meetings 
due to reduced discussion; and observable changes in the 
relationship between directors. 

Maladministration is most likely to slowly evolve when 
there is a paradigm shift in the committee or 
boardroom structure; vigilance against it escalating 
into corruption or coercion is the responsibility of 
all who sit around the table.  ❖

Fair and effective participation
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GOVERNANCE IN HEALTH

This pet photo was sent to PARTYline by Associate Professor Karen 
Francis, School of Nursing, Monash University in Churchill, Victoria.  “My 
five girls Sonia, Mary, Matilda (not pictured), Ysanne and Wendy keep us 
in eggs, eat the snails and other pests, and provide companionship for us 
when we are out in the garden.”



Pass the word around
Wendy Armstrong has left her job as Executive Officer of AARN 
to work with Territory Health in Darwin. Geri Malone has 
started as Executive Officer of AARN.  

Brian Curren is retiring as Executive Officer of the RDAA and 
will be replaced on 31 July by Steve Sant. 

Pauline Murphy, who used to do be the graphic designer for 
PARTYline, is now working with the RSPCA.

Jackie Stephenson started as the National Health 
Program Manager with the Australian Council of the 

Royal Flying Doctor Service in Sydney in March. 

John Dwyer has retired as Chair of the Australian 
Health Care Reform Alliance.  New Chair 

of AHCRA is Kerren Clark of the Australian 
Physiotherapy Association, and Media Spokesperson is Jill Sewell, 
until recently President of the RACP.

Kim Webber has moved from beyondblue to be Executive Officer 
of the Australian Rural and Remote Workforce Agency Group, 
based in Melbourne.  ❖

Foundation hits 600 receive sites...
The Rural Health Education Foundation now has more than 600 
satellite receiving sites Australia-wide for its health and medical 
professional development television programs.  In the past 
twelve months much of the satellite network’s growth has been 
focused on isolated areas, with satellite dishes now installed in 
some of Australia’s remotest communities.  “With this expansion, 
the reach to rural and remote health professionals - and the 
Foundation’s impact – have been increased,” said Don Perlgut, 
CEO.  

The Foundation’s mission is to improve health outcomes in rural 
and remote Australia by providing an outstanding and accessible 
distance education service that supports the recruitment and 
retention of rural and remote general practitioners, nurses, 
pharmacists and other health professionals.

The Department of Health and Ageing has provided funding 
for subsidies which are available to rural and remote health and 
medical organisations which wish to join the network.  Relevant 
organisations are encouraged to apply.  ❖

For more information: http://www.rhef.com.au/
news/060615/060615.html or RHEF at PO Box 42 Lindfield NSW 
2070, Phone:  02 9416 0643.  

Drug counselling on-line
CounsellingOnline at https://www.counsellingonline.org.au/ is a 
new website for health professionals such as doctors, pharmacists 
or social workers wanting to encourage clients to access referral 
and support regarding drug and alcohol use.   This new service is 
suited to those not yet ready for face-to-face sessions, or who find 
it difficult to access services due to location or concerns about 
anonymity.  CounsellingOnline is staffed by trained counsellors 
and operates 24 hours per day, seven days per week.  It is 
completely secure, free, immediate and anonymous if preferred.  
Clients will be supported to discuss their concerns and then 
referred to on-ground services as appropriate.

If you would like to distribute information about 
CounsellingOnline to your clients, contact the Drug Info 
Clearinghouse on 1300 85 85 84 or druginfo@adf.org.au for a 
pack of posters and wallet cards. 

CounsellingOnline is operated by Turning Point Alcohol and 
Drug Centre. This initiative is funded by the Commonwealth 
Department of Health and Ageing as part of the National Illicit 
Drugs Strategy.  ❖

Acute coronary syndromes guidelines
Following the recent publication of the National Heart 
Foundation of Australia/Cardiac Society of Australia & New 
Zealand ‘Guidelines for the management of acute coronary 
syndromes 2006’, a treatment algorithm for use in emergency 
departments and similar settings has been developed.

The algorithm is now available for download from Heartsite 
(see http://www.heartfoundation.com.au/index.cfm?page=35). 
An A1 size (594 x 841 mm) poster can also be ordered through 
Heartline, the Heart Foundation’s national telephone information 
service, on 1300 36 27 87  ❖.

IN SHORT >>>>>>>>

Fiona and Pepper, Broome, WA
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Health and Poverty
Anti-Poverty Week  5-21 October 2006

Anti-Poverty Week focuses on poverty around the world, especially 
in the poorest countries but also in wealthier countries such as 
Australia. Its main aims are to strengthen public 

understanding of the causes 
and consequences of 
poverty and hardship and 
to encourage research, 
discussion and action to 
address these problems, 
including by individuals, 
communities, 
organisations and 
governments.  Interest 
has been growing in 
Australia in recent 
years and a number 
of activities such 
as public lectures, 
workshops, 
book launches, 
conferences, 
displays, media 
briefings and 
other events 
have been 
organised.  

Health and Poverty is a 
major focus for this year’s activities. 

Everyone who wants to improve health by reducing 
poverty and hardship is encouraged to organise activities during 
the Week or join in some being organised by other people.  The 
activities can be large or small, and activities at local levels are 
especially welcome. 

Anti-Poverty Week runs this year from Sunday 15 October to 
Saturday 21 October, with the UN’s International Anti-Poverty 
Day falling on Tuesday 17 October.  Official opening activities 
will be organised on the Sunday and Monday.  It is suggested 
that people could organise local anti-poverty forums on Tuesday 
17 October, perhaps inviting local MPs and mayors to attend. 
But activities can be on whatever topics, and whatever days, to 
suit their organisers. 

It would be very helpful if organisers could provide details of their 
plans for posting on the special website, www.antipovertyweek.
org.au, in order to encourage participation and stimulate action 
by other people.   The website also includes basic fact sheets, 
promotional material and links to sources of information and ideas 
about ways of reducing poverty and hardship.  ❖

To notify planned activities, or obtain further information, please 
contact 1-300-797-290 or apw@antipovertyweek.org.au 

ASHM Update
Changes to liver biopsy regulations

In Australia at least 200,000 people 
are estimated to be living with the 
hepatitis C virus. Many may be 
eligible for treatment which can 
help them clear the virus and be 
symptom free. In light of recent 
changes to hepatitis C treatment 
access criteria, the Australasian 
Society for HIV Medicine (ASHM) 
has updated the booklets General 
Practitioners and Hepatitis C and 
Nurses and Hepatitis C.

Previously only those people with 
hepatitis C who had liver fibrosis, 
as determined through biopsy, were eligible 
for subsidised treatment. Generally speaking, people 
will now be able to access subsidised treatment after a shorter 
duration of infection than would be necessary for such fibrotic 
changes to occur. That said, those who are thought to have 
more advanced disease and those who have a longer duration of 
infection will still be encouraged to have a liver biopsy, but it is 
no longer a criterion to access subsidised treatment.

These eight-page booklets cover the basics of transmission, new 
developments in the treatment and management of hepatitis C, 
disease progression, prevention and infection control, pre- and 
post-test counselling guidelines, lifestyle advice, discrimination 
issues, risks to health care workers (e.g. needlestick injuries), and a 
detailed list of contacts.  ❖

To order free copies of these booklets, phone Simon Hill on ASHM 
Resources Hotline on 02 8204 0740, or email resources@ashm.org.au

To view other ASHM resources, visit the ASHM website at 
www.ashm.org.au

Apology
In the recent edition of the National Rural Health Alliance’s newsletter 
PARTYline (April 2006), a photograph of the NT Aboriginal Mental Health 
Worker group was included showing deceased persons.  beyondblue: the national 
depression initiative apologises unreservedly to the family, friends and co-workers 
of the deceased for any unintentional distress that has occurred as a result. 

beyondblue would also like to acknowledge that the NT Aboriginal Mental 
Health Worker Program is now an ongoing and innovative program under 
the auspice of the Top End Division of General Practice, supported by 
the Northern Territory Department of Health and Community Services 
(NTDHCS).

While beyondblue’s funding for the Project has now ceased, we support the 
continuing  Program and development of Phase II.  It is intended that Phase II 
will adopt the Program’s Evaluation recommendations and involve the TEDGP, 
NT DHCS, the Australian Government’s Department of Health and Ageing, 
NT communities and services.

Leonie Young, CEO, beyondblue: the national depression initiative
16 May 2006

Australia. Its main aims are to strengthen public 
understanding of the causes 
and consequences of 
poverty and hardship and 
to encourage research, 
discussion and action to 
address these problems, 
including by individuals, 
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organisations and 
governments.  Interest 
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years and a number 
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conferences, 
displays, media 

Health and Poverty
major focus for this year’s activities. 

>>>>>>>>
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VIEWS FROM THE FIELD >>>>>>>>

Community voice
I am passionate about rural people having local access to health 
services and the need for interventions to be affordable and to 
have successful outcomes.  Communities should be empowered 
to advocate for issues that are relevant to them.  There should be 
more emphasis on chronic diseases (diabetes, mental health) and 
the permanency of services.

Sue McAlpin, Senior Lecturer in Nutrition and Dietetics, NSW 

Gaps in oral and dental health  
Recently there has been an increase in the number of oral and 
dental problems needing treatment; this is a reversal of the 
‘better’ trend overall of the last three decades.  There has been 
a decrease in the training of dentists since the second world 
war.  The state of oral care is at a crisis point, although the 
problems are not evenly spread throughout Australia.  In the 
past, infrastructure was owned by the rural communities through 
community fundraising.  Universal health care seems to have 
removed a lot of community involvement from this equation.   I 
cannot understand why the obvious answers to solvable problems 
are not actively embraced. 

Michael Jonas, dentist, Gunnedah, NSW 

Key issues
Sustainability of hospitals in rural and remote areas (including 
planning, workforce and service delivery) is a key issue.  It is 
important to keep the Government focused on what health is 

about.  Other workforce issues include teacher training and 
support for rural and remote health professionals.  Not-for-profit 
organisations in regional centres have a lot to offer in terms 
of clinical exposure.  Practising in a rural area is often seen as 
‘professional suicide’.  This perception is improving.

Lynne Sheehan, hospital CEO, QLD

A three-pronged challenge
I see three major issues of concern:  access to dental services, 
transport to access health services, and access to mental health 
services.  Public dental health is poor.  There should also be 
education for children about healthy eating habits.  Rural areas 
lose young people when they have to go to the city for work.  My 
community has no bus service at all, but in Victoria we are lucky 
to have the Medical Specialist Outreach Assistance Program.  

Bev Cook, farmer, VIC

Staff shortages a major inhibitor
A major difficulty in rural health provision is lack of staffing.  
Directors of Nursing and managers work on call and do 
sleepovers.  It is not just health professionals and carers that are 
in short supply, but also cooks and other workers.  There are 
grants for education, but there are not enough staff to give the 
education so it can’t be done.

Pauline Wardle, aged care manager, NT

Start with values – work towards solutions
It is important to have a strong framework of values to underpin 
discussions on rural health.  This is more important in the 
present political climate which has uncertain values.  We need 
to ask what rural health will look like if equity of access is not 
foundational.  We need to be solution-focused in the way we 
move forward.  We can say, “This is the problem – how are 
we/you going to be part of the solution to fix it?”  We need to 
be looking for better models of skill training and maintenance.  
Major issues such as avian flu remind us of the need for 
planning, infrastructure and workforce.  

Jenny May, rural GP, NSW

Viable communities; viable health service models
A lot of good things are happening between UDRHs, clinical 
schools and publicly-funded health services around Australia.  
However, a lot more can be done to form solid relationships 
and develop programs.  A lot can be done around issues 
of recruitment and retention.  Indigenous health service 
capacity will for a long time remain an issue.  Much can be 

What are the major current health issues in your community?  PARTYline 
went looking for answers from people who live and work in rural Australia... 
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Halley Coffin with young joey, Geraldton, WA.



done with mainstream and Indigenous services.  Viability of 
rural communities is a big issue.  Service models and changes 
associated with service models is a big issue, eg What can a small 
community provide in terms of a viable model for birthing 
services?  Mental health is a frustrating issue in that not a lot has 
changed in the last 20 years.  It is still poorly done.

Jeff Fuller, Associate Professor, UDRH, NSW

Community involvement and  
consolidation needed
In recent times there have been pockets of improvement in 
Aboriginal health.  It is not truckloads of money that are needed 
– but local Indigenous people need to be able to co-ordinate 
programs and run programs as they believe they should be run.  
At the moment, the money comes with Government instructions 
attached.  For years co-ordinated care has been undertaken, but 
the funding is not recurrent.  The programs are continually called 
‘trials’ and given new names.  Aboriginal people want to live 
in rural areas – that is their home.  During ceremonial seasons 
there is a swelling of population in various areas.  Every AMS 
in those areas will experience an influx of population and they 
need to cope with that increase.  Bureaucrats must understand 
that.  With regard to Aboriginal education, the kids who 
succeed and move on are the ones who have strong family and 
parental support.  When kids get to years 8, 9, and 10 they start 
identifying racism.  Much of it comes from the teachers.  This 
deters many students.  Oral care is in absolute crisis.  

Colleen Prideaux, Aboriginal Health Service CEO, SA

Give me a home among the gum trees...
It is probably unfortunate that over the years there has been a 
tendency to talk up the problems of non-metropolitan areas 
– making rural living sound worse than it actually is.  There are 
people who wouldn’t live anywhere else.  

Myra Pincott, National President CWAA

Community issues
Aged care is a serious issue particularly in the smaller rural 
communities.  Hospitals are becoming accommodation care 
for the aged rather than being maintained as functional 
providers of acute care.  This has a detrimental effect on smaller 
communities.  Communities don’t get much opportunity to 
express what they feel or what they want for their health services 
– other than by lobbying.  There is no formal representative 
voice for communities, so they often get ‘told’ what they require.  
Transport is a key issue for rural areas. Lack of transport or 
transport support makes it difficult, or impossible, to get to 
specialist services or follow up treatment.  Communication by 
the internet is useful for rural communities, but a lot of areas 
don’t have broadband access; a lot of rural areas don’t have 
mobile phone reception.  

Irene Mills, farmer, WA

Investment in communities needed
Money is being spent to provide dedicated mental health beds.  
Beds are very expensive to upkeep.  A tremendous amount 
of community health work could have been bought for the 
same amount of money.  Education has an impact on personal 
health.  In some areas less than 50% of children complete HSC.  
Large numbers of Aboriginal children do not attend school.  
However some good things are happening, including the wider 
community use of schools and their greater connections to the 
local population, and some effective partnerships for Aboriginal 
health care.  Regional and rural communities are creative and can 
come up with their own solutions; this is an important capacity 
that must not be lost.  In an attempt to increase resources we 
shouldn’t lose sight of some of the solutions that have come 
from the bottom up.  Perhaps the Government should provide 
seeding money to set up rural health advisory committees in 
communities.

David Milligan, clinical psychologist, NSW

Education for health
In educating ourselves to respect the heritage, the beauty and 
the strength of Indigenous culture in Australia we can then 
understand why educating Aboriginal children is important and 
why the greatest crisis staring this country right in the eyes at the 
moment is the gap between blacks and whites in learning and in 
life expectancy. If you give Indigenous students one additional year 
of education, you will add up to four years to their first child’s life 
expectancy.

Jeff McMullen, journalist, Message Stick, ABC TV, 9 June 2006

 

>>>>>>>>
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Belle (cat) and 
Fiona (health 
worker) live in rural 
northeast Victoria.  
These two have 
lived the life of 
many younger rural 
health workers, 
moving around a 
number of rural 
areas across three 
states.
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by Bernadette Devenish-Batzloff
Federal Council, ICPA (Aust),  
Augathella  QLD

I LOVE WHERE I LIVE and I love what 
I do – despite the drought of the last 
12 years.  (After another 20 years it will 
probably come good!)  I look at my local 
communities with the same long-term 
view, and education is one of the best ways 
in which they can be empowered.  Two 
of the main items on the agenda for the 
Isolated Children’s Parents’ Association 
(ICPA) are access to appropriate schooling 
and to tertiary education.  

Every individual has the right to develop 
to its full potential their personality, 
talent and mental and physical ability.  
The ICPA believes that all schools are 
good schools - but not all schools are 
good for all children.  Broadening the 
eligibility guidelines for the Assistance for 
Isolated Children’s 
Allowance 
(AIC) would 
give rural 
and remote 
families 
the 
ability 
to 

choose a school which is appropriate for 
their particular child’s educational needs.

Rates of participation of rural and remote 
students in tertiary education are only 
about two-thirds those of urban students.  
Often it is necessary for students from 
rural and remote areas to live away from 
home to access higher education and 
training at TAFE, University or through 
an apprenticeship.  The ICPA believes 
that, as a matter of urgency, financial 
assistance should be available for such 
students, so that they have equivalent 
access as city youngsters at an equivalent 
cost.  It should take the form of a tertiary 
access allowance which acknowledges 
the financial restraints faced by country 
students wishing to further their 
education and training after completing 
compulsory schooling. 

Rural and remote students are more likely 
than their city peers to live and work in 
the bush after tertiary studies. When they 
return as young adults to their rural and 
remote communities they bring with 
them extended skills, education and 
experience which are the lifeblood of 
the community for the future.  We 
must support and encourage back those 
who like the idea of life in country 
areas, particularly when they bring 
professional skills.

The relative lack of access to appropriate 
primary education and difficulty in 
accessing tertiary education are two of the 
major factors influencing the decision of 
young families not to move to a rural and 
remote area to work, or to move away 
when their children reach high school age. 
When this happens they take with them 
all of their children including the younger 
siblings who would have attended the 
local primary school. The parents of 
families who leave our communities take 
with them their much-needed skills in 
the local workforce and their voluntary 
contributions to local sports, networks 
and charitable groups.  

Governments of all persuasions must face 
up to these realities.  They must work 
together and with the people who live 
out bush to address issues which, if left 
unchallenged, will drain our rural and 
remote communities of families, skills and 
a sustainable long-term future.  ❖

Leaving to learn; learning to leave
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